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The psychiatrist has long been feeognized 
as one who can contribute to an understand- 
ing of the claimant in a *personal injury 
action, or the understanding of the defendant 
in a criminal action. Comparatively fi&w is 
the concept that he can play à major role in 
the administration óf justice -by appraising 
the competency6f witnesses. e vy 
This has been left largely to the ip@iition 
i¢ jurists, with.some unofficial help from the 
experimental psychologist. Many gudges 
pride themselves on their ability to determine , 
by intuition whether a witness is telling the 
truth, Guttmacher and Wefhofen(1) cite 
Jerome Frank who tells of a “judge who 
counted as a liar any witness who rubbed his 
hands while on the stand.” Other judges 
use similar formulas, though they usually 
do not reveal these secrets, And no one 
knows on what basis a jury decides whether 
to believe a witness. There is certainly no 
pretense that they use any scientific, yard- 
stick. 1 М 

‘There is a strong emotional component in 
the motivation and memory of witnesses. 
It thus represents an area that should fall 
within the special field of the psychiatrist, To 
give effective and accurate testimony a wit- 
tfess needs 4 traits. He musteobsefve intel- 


| jligently ; remembér clearl¥; speak ecoher- 


ently ; and be free of any emotional drive to 
distort the truth. The analjsis of these 4 
should be a job fol the psychiatrist. 

One reason psythiatrists have paid so 
little attention to this is that there are legal 
hurdles between forming an opinion and 
being allowed to tell the court about it. A 
witness cannot be compelled to submit to a 
psychiatric examination. A party to a suit 
may be required to undergo examination if 
he wants to develop his claim. A їаңдәл in 
a personal injüry action will not get very far 
with his suit if he refuses to let the insurance 
company's doctor exdmine "him because he 


e 
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is a party to the Сноп поё just a witness. 
But suppose the/ question of which driver 
was negligent de ies on 1 casual bystander 
who saw the accjlent. This witness might be 
a senile psychotic or a confabulatory alco- 
holic. Nonetfleless, he is only a collateral 
witness, and he cannot be barred from tes- 


© tifying because of his refusal to submit to a 


psychiatric examination. 

In Ztrtain criminal cases the complaining 

wittiess js, in effect, the prosecutor, not 
simply a collateral witness. For instance, in 
a rape charge the complaining witness is 
really charging the deféhidfint with the crime. 
Though technically only a Witness, she is 
emotionally as much e party to the action as 
if she were suing cjyilly for damages. Yet 
couts may refuse to allow the defense psy- 
chiatrist to examine her because technically 
she ie a witness, not a party. Thoughtful 
lawyer’ are aware of this absurdity. For in- 
stance, Hoffinger (2)—who is a lawyer not a 
doctor—recommends that when his testi- 
mony is important and the question of his 
competency is raised, the witness should be 
required to submit to psychiatric exami- 
nation. He says: 
[Fhe witness’ right of privacy here is] outweighed 
by the need of getting at the truth. Without bene- 
fit of psychiatric assistance, a jury may make the 
proper evaluation of the abnormal witness’ credi- 
bility. But... good luck alone can make it cor- 
rect. Psychiatric diagnosis should be admitted 
whenever it is offered whether based on clinical ex- . 
amination or on cougt room observation alone. ` 1 


This last comment opens up an у 
field. It suggests that if the psychiatrist: 
cannot examine the witness personally, he 
can still contribute by offering a diagnosis 
rbased on courtroom observation. In fact, 
FHoffinger(2) even suggests that "the psy- 
chiatrist may direct cross-examination,* 
thereby approximating a personal inter- 

: ” e 16, ? Eo n 
view." his, ОЁ coarse, is a naive simplifica- 
tion of the nature of a psychiatric interview. 
But one can sympathize with the plight of 
the lawyer whose innocent client is being pil- 
1бгїей by a witness whose testimony is rooted 
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in the fantasies of a psychosis, the memory 
defects of alcoholism or seni/ ty, or the mis- 
chievous exhibitionism ^f a j/sychopath. Un- 
able to prove the witness'/incompetency by 
personal examination, he Will ask the psychi- 
atrist to sit through the) testimony of this 
witness and then to give an expert opinion 


tor’s observation. It may t$ that the attorney 
has, through private investiyation, assembled 
enough data to enable the psychiatrist to 
make a diagnosis, especially when this is 
combined with courtroom observation. Even 
so, it is unlikely that the judge would allow 
him to introduce a String-of witneòses for 
the sole purpose of giving the personal back- 
ground of this 1 questionable witness, But 


unless this is done, the psychiatrist has no ` 


legal right”to use «у of that background 
knowledge in making a diagnosis. One can- 
not take the stand and swear that a witness 
is a psychopath or a neurotic on the basis of 
a medical history if that history is not dis- 
closed to the court, NUR | 
In some cases, the witness’ бууп behavior 
and words in the courtroom are suffi Лепі for 
a diagnosis, Here, however, the psychiatrist 
appears to be making a diagnosis without 
having examined the patient, If he testifies 
that a witness is a manic or a psychopath, 
for instance, the cross-examiner will ask 
when he examined the witness. To say, he 
never examined him would discredit the doc- 
tor in the eyes of the jury. But if he says 
that his observation in the court room con- 
stituted an adequate examination, the answer 
would be vulnerable. 
Physicians frown on allowing a doctor to 
h bat counsel's elbow and whisper questions 
jto him. There is no objection to the doctor 
and lawyer engaging in a private pretrial 
conference at which the tactics of the trial 
could be discussed. But for the doctor to 
sit at the counsel table and conduct the actual 
inquiry of a questionable witness is consid. 
ered somehow unseemly. It violates по 
” specific ethical canon; there is nothing spe- 
cifically meretricioys about it; yet operating 
in this manner invites tlie criticisit/ of one's 
colleagues. 
All this mearis that justice may sometimes 
be at the mercy of an incompetent witness. 
The side benefitting by his testimony will 
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certainly not impeach the witness, 
opposing attorney knows that the testimon 
is rooted in fantasy, amnesia, or malice, bi 
is helpless to neutralize it because of the leg 
ground rules. , Some day the law may alloy; 
formal psychiatric examination of a key wi 
ness:whose competency is questioned. Uni 
it does, the only instrument available for call 
ing attention to the witness’ incompetencyj_ 
cross'examination by the opposing attorney, 
This has obvious limitations, but the a 
torney's psychiatric consultant can be of con 
siderable help here. The “first limitation 
that зоте of the questions that have 
asked may seem irrelevant. For instance,t 
elderly witness gives many details aborta 
accident some months ago. It appears to tit 
cross-examining attorney that this witne 
cannot possibiy recall events with such clat 
ity. His psychiatrist has advised that que 
tions like *what did you have for breakíai 
this morning?" are common ones іп testi 
the memory of senile patients. If he ай 
that question, it will certainly bring objectiat | 
from the other lawyer who will argue thi 
the witness’ breakfast menu today can hait 
no relationship to an automobile accident lat 
year. Indeed, the query may bring sont 
laughs from the jury. Delusions of mariti 
infidelity are common in senile рзуспой% 
but only the rarest of judges would allow! 
collateral witness to an automobile accidet 
to be asked if he thinks his wiie is faithfult 
Thus, in impeaching'a witness’ men i 
capacity the attorney must map out his qu 
tions carefully, and must so arrange th | 
that each is а reasonak’r/ foundation for Ё 
next. At times, it may even be advisable 0 
announce clearly that the attorney consid 
the witness incompetent to testify and that 
wants to show why. This direct approach й 
seldom used but its wider use will be nec 
sary if psychiatric knowledge about testimi 
nial capacity is to be put at the disposal q 
the ecarts. The only alternative wor! 26 
rule permitting a formal psychiatric exam 
ation of a questionable witness. , 
The major clinica] conditions affec 
testimonial capacity are the psychoses, теш 
deficiency, drug addiction, alcoholism, рё 


, Sonality diso ders, rirtain organic іпуоћ& 
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TR 
ments of the brain, and sometimes certain 
forms of psychoneurosis. 

A schizophrenic sometimes can report an 
event with carbon-paper fidelity; but not 
often. Schizophrenics make unreliable wit- 
nesses because they have defdétive observa- 
tion, distorted memory processes and, often 
enough, paranoid ideas. Even if the schizo- 
phrenic registered the event faithfully he 
might have difficulty in reproducing it ver- 
pally because of the peeuliar way in which he 
uses speech and word concepts. It would cer- 
tainly seem unjust to base a verdict on, the 
testimony of a schizophrenic. To be surg, in- 
justic8 may result from uniformly rejecting 
stich testimony too. But the lesser evil would 
surély be to refuse a*judgment or vertlict if 
it depended largely on the unsupported testi- 
mony of an active schizophrenic. , 

When a senile psychotic is an important 
witness, it seem$ only fair to calf the attor- 
ney’s attention to the frequency of delusions 
of infidelity, impairment of memory, and de- 
lusions of ingratitude that so often charac- 
terize this psychosis. The psychiatric consult- 
ant should, in the interests af justice, look 
for these features if a senile psychotic or 
any emotionally disturbed senile witness is 
testifying. ; i 

Aphasia is a problem about which psychi- 
atrists show scant interest. However, in the 
normal course of events a certain number of 
casual witnesses will haveaphasia of varying 
severity. And*the plaintiff in a head injury 
attion may himself be aphasic es a Tesult of 

athe very injury that is the sifbject of the liti- 
gation. He may also be the complaining wit- 
ness in a criminal action growing out of the 

assault, К 

Aphasia, by itself,*need not necessarily bar 
the witness from testifying. Indeed, in one 
case(3) a court that did say that an aphasic 
was necessarily incompetent was overruled 
by a higher court. The higher court took the 
sensible position that it would be necessary 
first to show that he was incompetent, and 
that this could not bê automatically assurhed 
from ihe diagnosis. Indeed, one might go 
further and say that, in some cases, the apha- 
sic could give truthfultyes ot no*answer$ to 
simple questiogs-perntitting of such answers 
while he might be unable to give replies re- 
quiring narrative explanatio. Obviously 
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what is needed here—and what the witness 
too seldom gets—is a preliminary psychiatric 
study to detel ne he areas in which his 
communicating fur*tions are reliable and 
those in which thy’ are not. 

A well-preseryed, not-too-sick manic 
makes a plausible биё misleading witness: 
A frontal attack on fne competency of an intelligent 
hypomanic is doom(1 to fail. In the short run, he 
can best the attor/ey at the question-and-answer 
game. Skillful advocates find it tactically better 
to let the witne& talk on. Given time enough, he 
is more likely to expose his psychosis than he 
is to be trapped into such.exposure by a hostile 
attorney (4). 
The Hyspomanic is a dangerous witness be- 
cause he says things with such plausible posi- 
tiveness. "But as eveny psychiatrist knows, 
the things he'says can be of the stuff that 
dreams are made of. Не may méan well, but 
his testimony is often so embroidered that it 
can bring about a miscarriage of justice if it 
is vital to proving a case. • 
Ы Paranoid patients, $f not deteriorated, may 
souñd as if they.are talking good sense. Sim- 

92 ü 

ple p.m of the delusional network may 
be ineiKctive ir» discrediting the witness. If 
the®delusion does not obviously touch on the 
subject matter of the case, the judge and jury 
may consider it irrelevant. I once heard a 
witness testify about the details of a taxicab 
accident that he happened to see from his 
window. The witness had ah elaborate de- 
lusional system about being a supersecret 
agént of the U. S. Secret Service, but this 
did not seem to discredit him as a witness. 
The psychiatrist knows that a delusional sys- 
tem is never watertight and that it reflects a 
disorganization of thinking that may contam- 
inate all of the patient's thought process^s., 


This kind of exflanation the psychiatrist[ 


ought to be able to give to the court. 


Drug addicts ordinarily make adequate | 


witnesses unless, at the time of the event, the 
witness is under the acute toxic influence of 
the dug. However, popular disapproval of 
addiction is so strong that the attorney who 
depends on an addict as a witness may be in 
trouble. In truth, the addict is not a reliable 
witness if, the fssue happens to concern his 
source of supply or if his being witness may 
result in a cutting-off of that supply. 

A mental defective, if not unwholesomely 
motivated, may make an adequate witness, 
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if the event is one that can be described 
adequately in a few broad vjrbal strokes. 
Indeed, his inability to ӱпјесў any personal 
interpretation may make ‘yi zs jewel. How- 
ever, most events are ccydplex. They are 
made up of many subtle d«tails, and here the 
defective is a poor witness because of his de- 
ficient powers of observatio.) and his inability 
to paint a vivid verbal pictire. The alleged 
suggestibility of the mentað defective is, I 
think, somewhat exaggerated. To be sure, 
some of them are easily influenced into word- 
ing their testimony by pretrial suggestions 
from the friendly attorney, but we all know 
of mental defectives who can be infuritingly 
stubborn and not in the least open to’ sug- 
gestion. à E ў » 

How to demonstrate that thé witness is a 
mental defective ig a.*icklish problem in trial 
tactics. He is not likely to submit to a psy- 
chometric test. School, Army, Navy, and in- 
dustrial records zre obvious sources of infor- 
mation about his» intellzence: quotient. By 
cross-examination the attorney can sore- 
times make it clear that the withess simply 
cannot grasp the meaning of, his ow 4 testi- 
mony. I recall one case in which an insurance 
adjuster had a mental defective sign a de- 
position. On the stand he confirmed that he 
had signed it and stated that everything writ- 
ten there was true. The document included 
such phrases as "I observed the increasing 
acceleration of the vehicle" and concluded 
with a statement that "this deponent says 
«2 Tt was easy to show on cross- 
examination that he had not the faintest idea 
what was meant by words like "acceleration" 
or “deponent.” 

., -How about alcoholics? According to Jelli- 
jlek(5), about 8% of the population are 
chronic alcoholics, Presumably alcoholics 
would appear as witnesses fairly frequently. 
Apart from obvious situations where the wit- 
ness is drunk, deteriorated, psychotic, or de- 
lirious during the event, this poses a scrious 
problem in testimonial capacity. The nonde- 


»teriorated chronic alcoholic makes a plausible 


witness, Yet the courts should kaow that he 
is an unreliable observer, often at the mercy 
of mixed and unpredictable emotions, The 
memory defects of the chronic alcoholic аге 
well known to psychiatrists, and should be 
made known to the courts. It is unusual for 
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an attorney to be allowed to prove that a col 
lateral witness is a chronic alcoholic; this i 
part of the general tactical problem already 
reviewed. One of the most baffling problen 
is presented by the syndrome that used tobe 
called “pathological intoxication." In the 
first place, it is difficult to demonstrate th 
existence of this syndrome. And even ifit 
is shown, it is impossible to say whether o 
not testimony represents fabrications during 
the fugue period. In general, the dange 
of confabulatory memory artifacts must W 
ypoirited out whenever the „testimony ofa 


chroric alcoholic assumes importance. — 7 


Psychoneurosis does not, of course, dd 
qualify a witness. If it did, our courts migli 
not haye much business. But it is necessa 
^to bear in mind that in amnesic and dissoci 
tive reactions there may be serious mem 
gaps; that obsessional states are often 
companied by distorted interpretations 
events ; and that there may be some blur! 
at the frontier between reality and fantasy i 
depressive reactions and in psychasthenit 
states. Тһеѕе "аге! points worth explorin | 
when the key witness has a definite psych 
neurosis. | 

Less obvious, yet in this text more impor 
tant, are deep-seated anxieties that cause 
sons to make false accusations. Orenstein(6) 
cites cases in which, as he says. “the acting. 
out of unconscious drives causes false aca. 
sations, which тау result, at times, in com 
victions of the innocent." Other cases | 
cited by Borciiard(7). It seems appropriati 
to recall that 20 women were hanged 
witches in this country less than 300 yea 
ago on the testimony of a.half-dozen һузіе 
cal 17th century bobby- roxers. As Star 
(8) says: 


They availed themselves of the opportunity to re 
against restrictions placed on them by society. T 
girls were having a wonderful time. Their notorie 
was rewarding to childish natures beset by infani 1 
cravings for attention. 


[| 


While witch hunting is no longer fashionable; 
it is stil possible for hysterical witnesses ® 
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| {гар innocent persons by plausible testimony. 
The motivation of such testimony is beyond 
the ken of the unsophisticated juror, who as- 
sumes that the stories must be true since the 
witness has no obvious motive for lying. 
Here is an untilled area for ps§chiatric edu- 
cation. * 

The psychopath is one of the most trotible- 
some of all witnesses. For'convenience, I 
am using the familiar if somewhat, old- 
fashioned word “psychopath” fo embrace the 
categories of personality pattern disturbance, 
sociopathic personality disturbance, and er- 
sonality trait disturbance, spelfed out in, our 
currerft nomenclature(9). His testimony is 
often accepted at face value because of .con- 
fusi®n about the terminology, because 6f his 
plausibility, because of his strange motiva- 
tion, and because of the difficulty the layman 
has in grasping the concept of nonpsychotic 
psychopathy. Sifce psychiatrists themselves 
cannot agree as to the meaning of the word 
“psychopath” or of the phrase “personality 
disorders,” judicial authorities are reluctant 
to adopt any rule about the ébmpetency of 
psychopaths, " 

If the witness has made a success of any 
segment of fiis life, it is hard for the psychi- 
atrist to insist that he 1s a psychopath. We 
knqw that transitory success is not inconsist- 
ent with a dgep-seated personality disorder, 
but the courtroom affords no opportunity for 
giving a lecture on the subject. — . 

Motivation i$ the real root of the trouble 
hére. A juror cap understand that a witness 
would tell.a lie whén he has’ something per- 
sonally at stake. What the average juror can- 
not understand, however, is that a witness 
might spin a falsehotd even if he has nothing 
obvious to gain. Indéed, sometimes the wit- 
ness degrades himself by his own testimony. 
In that case the juryman assumes that no 
man would manufacture a story to incrimi- 
nate himself. Therefore the story must be 
true. We know that the psychopath may use 
the witness stand as a vehicle for expressing 
hostility and-aggression, and we know that a 
masochistic component often makes him will- 
ing to wreak mischief at the cost of degrad- 
ing himsglf. Hoffinger(2) ‘suggests that: 
“The psychiatrjst can separate the pathologi- 
cal liar rom the normal (protective) liar by 
correlating the psychopath’s behayjor intg a 
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diagnostic life pattern.” Some procedural 
changes are needed to enable us to carry out 
this duty, however. 

Here it seems bes? to introduce a word of 
warning. We psychiatrists frequently use 
the label “psychopath” in a punitive sense. 
We all know that there is only a vague 
frontier between |psychopathy and certain 
neurotic reaction¢ and at the other end of 
the spectrum, beğ veen psychopathy and cer- 
tain types of psychotic behavior. In fact, 
there are psychiatrists (10) who contend that 
psychopathy is simply an acted out psycho- 
neurosis; and others who believe that most 
psychopaths are really psychotic(11). In 
view cf this disagreement, the decision to 
affix the label “psychdpat ” $s often subjec- 
tive with the examiner. If the patient annoys 

him, if he doesn’t like the patient, he may 

punish him by calling him a psychopath. Psy- 
chiatrists are not immune to these human 
failings. In practice, 2° psychiatrist does not 
dere affix this stigmatic labe] on a witness in 
open court unless he ĉan marshal an array of 
incidents reflecting antisocial behavior. Yet 
the ac&of reciting those incidents implies 
mozal judgments: It means that the psy- 
chiatrist, in effect is saying, this witiness did 
X, which is evil, and he did Y which is evil, 
and he did Z, which is evil, therefore he is a 
psychopath. But, as Roche(12) puts it: “Ап 
opinion based on an array ef value judg- 
mefits cannot be other than a value judgment 
itself, packaged and returned іп a more so- 
phisticated form.” The juror and jurist can 
sense, behind the expert’s recital, the name- 
calling implicit in the psychopath label and 
the listing of examples of evil behavior. This 
situation can be a trap for the psychiatrist. 
Are there any mechanical devices that can / 
help us probe the witness’ motivation and ca- 
pacity for truth telling? Or must we rely on 
general clinical judgment? I do not think 
there is any scope for use of barbiturates or 
scopolamine here. Apart from the legal im- 
possibility of compelling a witness to take the 
drug, there is the medical fact that these 
drugs are better for the release of uncon- 
sciously repressed material than for the re- 
lease of material which is consciously sup- 
pressed. Lie detectors represent another 
mechanical method that has already built an 
impressive record of accuracy(13, 14, 15). 
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However, there is no legal way of compelling 
a party, much less a witness, to submit to 
this apparatus. Conceigably,'as the instru- 
ment is perfected, it might win judicial ap- 
ргоуа1. Wigmore(16) asstires us that “If 
there is ever derived a psychological test for 
the evaluation of witnesses, the law will run 
to meet it. . . . Wheneve} the psychologist 
is really ready for the coujjs, the courts are 
ready for him.” A 

The law is not blind to the question of mo- 
tivation. This, indeed, is the basic reason for 
the old legal requirement that a witness could 
not testify unless he believed that God would 
punish him for false swearing. Im"mary 
states, atheists could not testify sane be- 
cause the law could see nd reason why an 
atheist should keep his oath to'tell the truth. 
"If he doess't believe in God, he would have 
no fear of telling a lie, therefore his oath is 
not worth anything." In many states this con» 
cept has been replacetl with an apparently 
more sophisticated one,mamely, that the mc- 
tive for telling the truth'is fear of conviction 
for perjury. Hence, your income tax return 
closes with this phrase “I declare unger the 
penalties of perjury that this return is a true, 
correct and complete one,” You will note that 
the Internal Revenue Bureau does not trust 
your fear of hell as a motivation. It prefers 
to motivate you with a fear of prison for 
perjury. ə 

Neither law nor religion seems to håve 
fashioned any instrument for measurmg 
either a witness’ capacity or his willingness to 
tell the truth. But this is the field wherein 
we psychiatrists lay claim to special expert- 
ness: the measurement of mental capacities 
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APPRAISAL OF THE WITNESS 
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and the appraisal of human motives, 
then is a relatively new and genuinely impo, 
tant challenge to all of us. 
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Weakness of the jaw occurs in cataplexy 
and allied states, and this paper proposes to 
consider why. 

The role of aggression and guilt iñ ‘cata- 
plexy is a striking one(4). The classic ex- 
ample is the angry’ father whe raises, his 
hand to punish ‘his child’ andeis at that*mo- 
mentestricken ‘with weaknéss of the ypfaised 
| arm, The weakness may spread to other 
| limbs as well. This. event must be viewed 


the physiological. 

Psychologically, the fathef is torn by a 
conflict; his aggressive impulse ¢oward his 
child makes him feel guilty. Physiologically, 
he is the victim of what Pavlov -called ,con- 
ditioned inhibition. 

Conditioned Inhibition —Areanimal trained 
to respond to a stimulus may be further 
trained not to respond when that stimulus 
is joined to another. Thus a dog may be 
taught to expect meat’ after the sound of a 


a flash of light. Suppression of salivation in 
the second instance is due to conditioned in- 
hibition, This variety of inhibition is impor- 
tant in ddaptation for a response that is per- 
fect in one situation may be usgless‘and even 
-dangerous if thé situation has been modified 
“by an added factor. Thus a dog may safely 
go after a small animal, but not if it has 
quills, Likewise a {пап may run from dan- 
ger, but not if he is a soldier at the front. 
Guilt is a modifying factor in the ex- 
pression of an aggressive impulse, and the 
cataplexy that supervenes when a man raises 
his hand against his child is a manifestation 
of inhibition resulting from his conflict. 
The ancient parental admonition, “This hurts 
me more than it does you,” is not at all fan- 
tastié, the skepticism of small boys nótWith- 
standing. This proposition is strengthened 
by the fact that cataplexyemay be absent 
when guilt is lacking, às in the case of a nar- 
coleptic reporfed by Danielf(2) who had no 
trouble at all when he attacked a man who 
was making fun of his malady. There is'no 


from 2 standpoints+the psychological апі, 


bell but not when the bell is combined with. 
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let or hindrance in punishing someone so 
heartless as to реке fun at a sick man. 

The aggressio] that evokes cataplexy may 
be of any degréé. It may be naked and ex- 
plicit, as wherfa man strikes his child or gets 
into a fist fight with another man. It may be 
implicit, as Ёз Murphy's Case 7(5). This 
unhappily married woman was riding in an 
elevatof and, looking 'over the shoulder of 
someone who was reading a, newspaper, she 
saw an item,about a man who had been 
stabbed to death by his wife. “The thought 
that she might do this e1tered*her mind,” 
whereupon she collapsed in cataplexy. Then 
there are cases whege aggression is plain 
enough but permissible, as*when a man is 

unting or fishing. Finally*there are cases of 
sport where aggression is symbolic, as when 
one ig about to tag a runner in baseball, or 
demola an opponent with a smashing volley 
in tennis. Here the player is “acting out” an 
aggressive impulse, and the resulting guilt, 
though only unconscious, may evoke cata- 
plexy. ц 

Aggression, of course, is not the sole pre- 
cipitant of cataplexy, nor even the common- 
est. The commonest is laughter. But statis- 
tics don’t tell the whole story. The impor- 
tance of aggression is revealed by the cases 
in which this factor served to elicit the first 
attack. Any circumstance that elicits a sei- 
zure is important, but it is doubly so when it 
elicits the first. A good example is Case 1 of 
Wenderowic(6). “The patient, a narcoleptiq 
farmer, 4 months after the onset of his sleep 
attacks, had his first cataplexy when he was 
about to whip his cow. A week later he had 
his second when he wanted to whip his horse. 
МехіФау he had his third while arguing with 
his brother. Here is a man who had cataplexy 
on pleasant as well as unpleasant emotion, 
but his first three attacks were evoked by 
hostile impulse. . " 


THE Jaw IN CATAPLEXY 
Cataplexy, when severe, will affect the 
z whole body, the patient falls to the ground 
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unable to move. A lesser attack will affect 
one or more parts of the body: The object of 
this paper is to draw attention to the promi- 
nence of the jaw in some cases. Patients 
may report that the attack seems to begin in 
the jaw. Thus in Drake’s Case 2(3), the pa- 
tient described his attacks in these words: 
“First my jaw opens wide\and then my legs 
get weak and then, bam, Top to the ground 
їп а heap.” In Bostock’s Case 2(1), the pa- 
tient thought he “could contròl [the attacks] 
by holding his jaw.” j 

Now cataplexy, when it is not general, is 
prone to attack first and foremost the limb 
that is serving as the instrument of*aggres- 
sion. The arm that is ahout to strike: the 
child or fire the volley in tennis may be the 
first or even the only limb to suffer, There- 
fore the вікі ifvolvement of the jaw 
would suggest that it too is an organ of ag- 
gression. This is understandable in the light 
of the behavior'of the jnfant, The very first 
aggression is oral, for the infant can bite be- 
fore he can scratch or strike. The jaw is the 
primal weapon. H 2 
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Tur Jaw ту Neurotic STATES 


Jaw disturbances may also occur in people 
who do not have narcolepsy or cataplexy. 
Neurotic uneasiness and tremulousness may 
affect the jaw, as in the following case. , 


A neurotic automobile mechanic, who was, 37 
when seen in 1952, first noticed his jaw trouble at 
Omaha Beach, where he was serving on a landing 
craft tank. His captain, seeing that he was nervous, 
wanted to take him to the doctor, but the patient 
demurred, saying he would soon be all right. The 
captain, however, insisted, “You're very nervous, 
ahd what's more, you're not speaking clearly; the 

1 boys can't understand you over the phone" .. 

Since then the patient has found that on strong 
emotion his jaw bothers him. “The first thing I 
feel is that right here [lower lip] it starts to freeze, 
and then I sort of get that thickness of the 
I can’t seem to pronounce my words. My jaw 

y 
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seems to droop." These are visible, for People y 
ask, "Is something wrong with your mouth? (y 
you pronounce your words?" Once, when he 
having beer with some friends and they were 
joking, he had an attack that prompted his fri 
to exclaim, "Jesus Christ, has the beer hit you] 
ready? „Does your mouth stay open like that yi 
you drink beer?" When he tried to say he 
drunk they shouted him down, ^You must be 
you can't pronounce your words." 

Both pleasant and unpleasant emotion may ey 
an atfack. It often comes on at a party, wig 
everybody is laughing and joking, Once, 
bowling, his, friends were .admiring his score, | 
had told them he was not a good bowler, and 
they were teasing him, "What's the big idea, pul 
our "egs, telling us you can’t" bowl,” aad dj 
brought on an attack. As an example of ипрїеаў. 
emotion, he had an attack at work when he and] 
boss disagreed on how a job should be done ай 
felt like telling him to go to hell. 

When he has an attack, he goes off by hims 
and tries 10 cali down, and the attack usually d 
sipates itself after a half-hour, , 

He has never spanked his children, but oncel 
Һайап attack when he watched his wife 
their 8-year-old son. The punishment was ju: 
but after a minute he felt “enough is enough! à 
that's when {һе attack started. 

He has never had undue somnolence or sl 
paralysis. There is no sex problem and the sym 
tom is not related to coitus. 

I managed to provoke an attack by talking toh 
sharply and getting him flustered. His jaw sta 
to quiver and drooped moderately. Speech wast 
fected, sounding like that of a man with 11-090 
dentures, 3 
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Notwithstanding the likelihood of з slight 
wishful component in the widely expressed 
belief (т, 2, 3, 4) that “this is theecentury of 
the biological sciences,” the over-all 1953 bal- 
ance gheet of production in medical psy- 
‘chiatric) and population genetics was їїпргез- 
sive,and indicative of progress оп a broad 
front. Partly under the impetus of a grow- 
ing recognition of the potentialities of twin 
studies, professional interest i the problems 
of inheritance in man appeared to [ise every- 
| where, at least on this side of the Iron Cur- 
tain and particularly in medical specialty 
groups. Equally encouraging in this gerferal 
forward movement was the emphasis placed 
by workers in the biological “sciences upon 
their increasingly important share in social 
responsibilities and public health planning (5, 
6, 7) as well as the stress laid in an official 
statement of Pope Pius XII upon the need 
foresystematic and ideologically unshackled 
| research in human genetics (L’Osservatore 
Romano, September 9, 1953). A 

The pplicy-setting papat address, was de- 
livered as part of the inauguration cere- 
monies at the opening of the*new Gregor 
‘Mendel Institute for twin research At the 
University of Rome and referred to modern 
genetic approaches to an adequate under- 
standing of man's behavior as “. . . perhaps 
the most dynamic research" of our time. 
There was almost general agreement that the 
explicitness of this address will be helpful in 
dispelling not only the demoralizing threat 
of the current brand of Lysenkoism (that 
scientific thinking should conform to political 
thinking), but also the false although still 
widespread notion that a basic conflict exfsts 
betweén' religious tenets and the scientific 
principles of human genetics as applied to 
medicine jn general dnd td' psychiatry “п 
particular. — , . 

Specified accounts of recent advances in 
psychiatric genetics were presefited by Pen- 
rose, Sjógren, and Shields at the Ninth In- 
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ternational Cong&ess of Genetics in Bellagio 
(August 24-3f) ; by Franceschetti, Gedda, 
Von Verschuer, the reviewer, and others at 
ethe First International Symposium of Medi- 
ca] Gepetics in Rome (September 6-7) ; by 
Cobb(89 and Mayer(Ó) in well-organized 
reviews; and by different teams of experts 
in a serie$ of symposia in this country, in- 
* cluding those arranged by the National Insti- 
tutes of Health in Bethesde (Pi®blems and 
Methods in Human Genetics, October 8-9), 
by the Association for, Research in Nervous 
and Mental Disease in New York City (Ge- 
nttics and the Iitherit£nce of Integrated Neu- 
rolofical and Psychiatric Patterns, December 
ip ios By the A.A.A.S. in Boston (Hu- 
man G&netics and Medical Education, Ge- 
netit Factors Affecting Intelligence, Genetics 
and the Races of Man, December 28-30). 
Proceedings of these 5 meetings are now in 
press. A 
The growing interest in comparative twin 
stugies was documented not ohly by the pub- 
lication of 2 new monographs on twins, one 
by Burlingham(zo0) and the other by Slater 
(11), but also by 2 other books dealing with 
the genetic problems of health and disease 
on the basis of twin data, one by Lamy(12) 
and the other by the reviewer(13). Burling- 
ham's report was confined to certain psycho- 


dynamic phenomerfa in the early histories of , 


3 twin pairs, classified as monozygotic and 
observed in a residential nursery under war- 
time conditions. Slater's monograph, bearing 
the earmarks of a competent research worker 
with experience in both clinical psychiatry 
add demographic investigations, combines a 
critical analysis of «procedural technicalities 
in the use of the twin-study method (includ- 
ing the problenes of derrfiatoglyphic zygoc- 
ity determination) with a presentation of 
detailed twin data on a series of 297 schizo- 
phrenic, manic-depressive, and psychoneu- 
rotic sets, by and large confirming the cur- 
arent genetic theories of the given disorders 
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(13). Other valuable twin data (14-26) were inadequacy in the psychodynamics of 


reported by Aschner et gl. (Morgagni’s syn- 
drome and adenomatous goiter in schizo- 
phrenic one-egg twins) ; Bowen (allergy in 
twins) ; Hoppe (dissimilar brain tumors in 
concordant one-egg pair) ; Stobbe and Tae- 
schner (lymphatic leukemia concordance in 
a second pair of one-egg twins) ; Dalla Volta 
Zecca (twin incest) ; Blandford and Garcia 
(successful skin graft in one-egg twins); 
Thums (non-genetic theory of multiple scle- 
rosis despite observed concordance in one- 
egg pair) ; Zazzo (lower intelligence in twins 
than in comparable non-twin population bè- 
cause of social isolation) ; and? by Dahlberg, 
Karn, Matsunaga, Stocks; and Strandskov 
and Askin in relation to varióus aspects of 
the phenomenon of twinning. 

Further corroborative evidence for the in- 
heritance of specific gene-controlled dysfuno- 
tions at the roots of thé 2 major types of psy- 
chosis, schizophrenia and manic-depressive 
psychosis, was supplied by Elsásser's study 
of 134 sibships with 2 psychoticsparents (27) 
and by Stenstedt's report on,the distyfbution 
of manic-depressive psychosis in the families 
of 216 cyclic index cases(28). In the former 
sample, the psychoses ascertained in the off- 
spring of 2 psychotic mates were seen to fol- 
low strictly the pattern set by the parents, 
and to recur at a rate far above the expect- 
ancy of persons with only one schizophrenic 
or manic-depressive parent. In the latter 
survey, the expectancy of manic-depressive 
psychosis (autosomal dominant with irregu- 
lar expression) observed in the parents, sib- 
lings, and children of the index cases ap- 
proximated 15% while their morbidity risk 

for psychoses other than manic-depressive 
was not found to be increased. The review- 
er's finding of a lowered marriage rate of 
manic-depressives—in the absence of a social 
decline of their families—was also confirmed. 

Cognizant of the need of harmonizing psy- 

„ chodynamic, sociodynamic, and physiody- 
namic (genetic-organismic) views of human 
behavior patterns within a unified conceptual 
scheme, and bravely aware of thé"scientific 
and terminological fusibility of the various 
theories, Rado(29) pioneered in linking psy- 
choanalytic and genetic concepts of schizo- 
phrenia. In line with his adaptational theory 
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of disordered behavior, he traced the basic - (46) on methodological grounds. 
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ciency” in their proprioceptively disorder 
phenotype (schizotype) which may be inj. 
compensated (schizoid) or decompensi 
(pseudóneurotic) stage of schizo-adaptali 
or réveal schizotypal disintegration mad 
by adaptive incompetence .(progressive py, 
chosis). The physiodynamic substrate of 
generalized "emergency dyscontrol" wa 
shown by Braceland (30), in an excellent 
view of knéwn hormonal influences on 
tional phenomena, to be still obscure. 
Notable contributions to the genetic m 
standing of selective population trends wet 
made ‘by Darlington(31) who provided*j 
dence for the tendency of human beings{ 
assort themselves genetically into the typ 


phrenics to an "integrative pleasure : | 


| 


(32) in a study of the dynatnics of racial if 
terngixture ; by Haskell (33) in a genealogit 


ants of 113 artists and 181 scientists; ай 
by Hablützel(35) in an investigation of # 
isolated Swiss community with a very hij 
prevalence of intellectual deficiencies. A 0 
textbook of genetics was published by Ht 
vanitz(36), and important methodologitt 
and statistical problems of popilation gent 
ics"were discussed by Cattell(37), Cotte 
man (38), Kalmus(39), and several contri 
utors to a volume on hybrid vigor editi 
by Сауеп(40) > The most'recent addition 
to the outstanding Scandinavian series 
medicogenetic monographs were contribué 
by Helweg-Larsen(41); Dóssing(42), M 
Schwartz(43) and dealt with the effect 0 
nuclear classes on organic growth, the Ф 
ferentiation of normal and  pathologi? 
weight variations in school children, and t! 
genetic aspects of bronchial asthma, resp? 
tively. The theory of a specific genotype Їй 
asthma (apparently autosomal dominant W 
40% penetrance and somehow interrelalt 
with the genetic background factors fal 
vasomotor rhinitis, prurigo, and hay fevel 
was derived by, Schwartz from a study ? 
441 index and control families atid was % 
least partly confirmed by the animal expe? 
ments of Rotner(44) and Сһаѕе(45), 
was questioned by Ratner and Silbe 
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Of the extensive list of clinical case re- 
ports on relatively rare syndromes with a 
tendency to familial occurrence, those of 
Arndt(47) and Fattovich (48) on Alzheim- 
er’s disease (2 brothers and 5 sisters, respec- 
tively), of Pintus and Sarteschi(49) on 
Parkinson's disease (8 affected and 9 normal 
sibs), of Sullivan'et al. (50 on 5 sibs affected 
by Wilson's disease (including r pair of 
twins), and of Jacobsen and Macklin(51) 
on hereditary sexual precocity (one family 
with 27 affected, males) "appeared to be of 
particular genetic interest. -Leese et al. 652), 
Best and Münch (53) and Mitsudd e¢ al. 
(54) reported pedigrees in relation to Hunt- 
ington’s chorea, Ifaurence-Moone Biedl's syn- 
drome, and a recessive sex-linked type of 
hereditary deaf-mutism. A femilial case of 
Albers-Schénberg’s disease (osteopetrosis) 
was placed on record by Plotz and Chakales 
(55). Sohval and Soffer(56) described What 
they assumed to be a new gene-contrblled 
syndrome, characterized by а moderate de- 
gree of androgen deficiency, small testes, as- 
permatogenesis, gynecomastia and increased 
urinary gonadottopins; and Rayner's(57) 


observation of vacuolized lymphocytes in: 


phenotypically normal relatives of several 
cases of juvenile amaurotic idiocy raised the 
hope of having opened a new avenue to the 
detection of heterozygotes. Expertly organ- 
ized treatises on the genette aspects of micro- 
cephaly and Sturge-Weber’s disease were 
presented by Böök et al.(589, and Koch 
„(59), pans i а. 

The most important events in the field of 
eugenics were the Third Intérnational Con- 
ference on Planned Parenthood in Bombay, 
the First World Congress on Fertility and 
Sterility in New York City, and the estab- 
lishment of the Population Council under the 
trusteeship of such prominent men as Frank 
G. Boudreau, Detlev W. Bronk, Frederick 
Osborn, John D. Rockefeller ТЇЇ, and Lewis 
L. Strauss. The program of the fertility- 
sterility congress was focused on the medical 
problems of reproduction, but included nu- 
mérous papers of immediate eugenic interest 
such as those of Соо (бо) ‘and Stone(6r). 
The new population group was formed to en- 
courage research and educationgn the field of 
world population and its relation t material 
and cultural resources. Pertirfent books and 


pamphlets were published by Blacker(62), 
Darwin (63), Huxlef (64), and the American 
Eugenics Society (Freedom of Choice for 
Parenthood). The present state of affairs re- 
garding legalized eugenic procedures in dif- 
ferent countries was reviewed by Gamble 
(65), while the reviewer(13) emphasized the * 
need of differentiating between specialized 
guidance activitées applied for the improve- 
ment of genefal health conditions through 
the utilization of genetic principles (eugenic 


e measures) from those advisory and preven- 


tiye activities considered primarily for the 
personal welfare of distressed individuals 
(medicogenetfc measures). У 
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NEUROPATHOLOGY, ENDOCRINOLOGY, AND BIOCHEMISTRY 
ORTHELLO R. LANGWORTHY, M. D, ВЁлронв, M». , Е 


There is some tendency toward a healthy movements of the opposite extremities. The 
re-evaluation of general concepts in neu- globus pallidifs is supplied by this artery. 
rology and a trend toward a more precise use — Walker(4) found that bilateral lesions of the 


, of words. This is exemplified in a stimulat- globus pallidus diminished abnormal move- 


ing article by Meyers(1) on the extrapyra- ments in Huntington's chorea. They also 
midal system. For example, he states that stated(6) that section of the ansa lenticu- 
clinicopathological data are at present insuf- laris abolished the tremor of paralysis agi- 
ficient to warrant the belief that for each tans in the opposite extremities. Ward and 
clinical variety of hyperkinesia, a pasticular Jenkner(7) evoked tremor of the opposite 
structure will regularly be found to be dafn- extremities on stimulation of the medial 
aged. A greater emphasis on treatment brain stem reticular sul'stance, . 
should also be noted. A special article Оп М : yi 
therapy appears edth monthsn Neurology. CEREBRAL CORTEX 4 
Unusual interest in involuntary move- CSS 1 z 
ments is evident. Bergman et al.(2) sug- Earle et al. 8) discussed the etiology of 
gest that they may be classified according to temporal lobe foci in epilepsy. They postu- 
their ease of control by barbiturates. Cooper lated thag tenporal lobe herniation may oc- 
(3) found that ligation of the anterior chos cur at birth, producing permanent scars, The 
roidal artery tenged to abolish involuntary anterior choroidal artery is comparatively 
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large at birth and subject to compression. 
The effect of prolonged labor and asphyxia 
on infants who survived. was studied by 
Keith et al.(g). Levinson and Goldberg( to) 
examined 150 mentally retarded children, 
considering etiological factors, diagnesis, and 
treatment. n 

A number of.articles published this year 
dealt with complex mental disturbances re- 
lated to localized injury of areas df higher 
integration. McFie and Piercy(rr) found 
that impairment-of reteption and learning is 
a function of Size rather than positión of 
cerebral lesions while other intellectuaf func- 
‘tions are selectively impaired by lesions in 
different locations. Denny-Brown еѓе/. (12) 
discussed the significance of perceptual ri, 
valry resulting from parietal lobe lesions. In 
another journal the symptonfs resulting from 
bilateral lesiorfs of the anterier cingulate 
gyrus were described by Barris and -Schu- 
man(13). Kliiver(14) has found that bi- 
lateral lesions of the rhinencephalon in mon- 
keys produce, marked behavier disturbances. 
Brickner(15) reported the pathologic find- 
ings in a man who had partial bilateral fron- 
tal lobectomy for removal of tumor ip 1930. 
Freeman(16) found'that 171 patients out 
of 1,000, followed an average of 5 years 
after prefrontal lobectomy and 2 years 
after transOrbital lobectomy, had convulsive 
seizures. Fink ef al.(1z) observed that in- 
travendus sodium amytal could be used to 
"demonstrate organic defects,in cerebration 


- not previously*agparent. According to Sil- 
* verstein(18) cerebral fat embolism may re- 


sult from shock therapy and offers a logical 
explanation for the frequent memory defect. 

Temmes and Huhmar(19) studied brain 
wave changes and symptoms in boxers. 
Freedman et al.(20) reported a case of in- 
fectious mononucleosis. with signs of en- 
cephalitis and an abnormal electroencephal- 
ogram. May and Ebaugh(21) cautioned 
concerning the use of hypnotics in senile 
patients. Cooper (22) found marked retention 
of sodium and chloride in the blood plasma 
with lesions involving the frontal lobes or 
the hypothalamus. Browne eb al.(23) re- 
Ported that neurogenic and renal hyperten- 
sion jn dogs was not altefed by removal of 
Portions of the cerebral cortex, Uchimura 
and Shiraki(24) described. brain changes 
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in 37 victims of the atomic bomb. In some 
cases the lesions were related to circulatory 
changes and in others there was more selec- 
tive damage of nerve cells. In a case of en- 
cephalopathy due to trichinosis, Foley (24) 
found multiple small hemorrhages in the 
white matter of the brain. Helfand et al, (26) 
found that trichinosis may simulate a num- 
ber of other diseases. 


€ 
BLOOD VESSELS 


There are suggestions that intracranial 
aneurysms are related primarily to degenera- 
tive rfther than embryonic defects. Walker 
and All е(27) found atheromatous plaques 
adjacent’ to these aneurysms with typical 
changes in the elastic layer of the artery. 
Hicks(28) found that 47% of patients with 

intracranial aneurysms had hypertension and 
69% showed cardiag hypertrophy, Hyland 
and Barnett(29) found irfvolvement of the 
“nerves to: the’ extrabcular*muscles in 39 out 
of*94 cases of cerebral aneurysms. Sunder- 
landand Bfadley (30) described the anatomi- 
cal reiationshies of the oculomotor nerve to 
e&plain its frequent damage by hemorrhage. 
Ecker and Riemenschneider (31) presented 
arteriographic evidence of spasm of the cere- 
bral vessels in vascular disorders, Ethelberg 
and Jensen(32) reported transient attacks of 
blurred vision related to increased intracra- 
nial pressure interfering with circulation in 
the posterior cerebral arteries. Berlin(33) 
studied the records of patients developing 
grand mal seizures after the age of 35. Hy- 
pertension, severe head injuries, and alcohol- 
ism contributed to the development of sei- 


zures in 32.5%. Friedman(34) found that — 


migraine headaches often have their onset in 
childhood. У 


MULTIPLE SCLEROSIS 


Reizin et al.(35) suggested that sludged 
*blood might be one of the pathogenic factors 
underlying the fleeting symptoms of multiple 


“sclerosis. Swank and Cullen(36) observed 


chahgeg in the circulatien in the cheek pouch 
of the hamster following meals rich in fat. 
Brickner (37) suggested the use of vasodilat- 
ing drugs to manage acute episodes of multi- 
ple sclerosis. Roboz et al.(38) developed a 
micromethod for the quantitative determina- 
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tion of gamma globulin in cerebrospinal fluid. 
In multiple sclerosis the gamma globulin is 
significantly increased. 


THALAMUS AND CEREBELLUM 


Schreiner et al.(39) demonstrated that de- 
struction of the thalamic mediodorsal nuclei 
in cats led to increased irritability. Con- 
versely destruction of the tilalamic anterior 
nuclei produced an elevated" threshold to 
rage. Combined injury of these nuclei pro- 
duced labile emotional responses. A non- 
specific thalamocortical projection system 
arises from the intralaminar and related nu- 
clei of the thalamus(40). ‘These fibers co- 
ordinate responsiveness and timing of events 
in different areas of the cortex. Freedman 
and Schenthal(41) described a cerebellar 
syndrome having its onset abruptly after, 
hyperpyrexia. The Prrkinje cells were de- 
stroyed. Luhan and Pollack(42) reported 6 
cases of occlusion of the superior cerebellar 
artery. k 

2 ? 
SPINAL CORD 5 М 

Winkelman et al.(43) believe that many 
cases of spinal arachnoiditis may be related 
to technical errors at the time of spinal anes- 
thesia or angiography. Charnley(44) stated 
that the nucleus pulposus has hydrophilic 
properties and may collect fluid under pres- 
sure rendering protrusion more likely. Tar- 
lov(45) stated that cysts on the sacral nerve 
roots are relatively common and may produce 
sciatic pain. Schreiber and Haddad (46) de- 
scribed these cysts as fluid swellings within 
the nerve, compressing the root as it emerges 
from the dura. 5 
^ Barrows and Hunter(47) found that spec- 
troscopic analysis of xanthrochromic cere- 
brospinal fluid to identify the 4 pigments 
commonly present may be an aid in diagnosis, 
Stein and Fink(48) found no marked 'bleo- 
cytosis or increase in protein content of the 
spinal fluid after angiography. 

NERVES 55 

Kantarjian and DeJong(49) described 3 
members of a family showing peripheral neu- 
ropathy related to generalized amyloidosin 
Similarly, in Portugal, Andrade(50) studied 


mE 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


[Jan. 


74 cases of familial generalized amyloidosis 
with special involvement of the peripheral 
nerves. Bigelow and Graves(51) discussed 
impairment of peripheral nerve function as 
а complication of hemorrhagic diseases, 
Bonynge and Von Hagen(52) reported se- 
vere optic neuritis in a patient with infec- 
tious mononucleosis. Brown(53) postulated 
that an allergic response of the nerve cell to 
a foreign substance is involved in both the 
neuritis due to diphtheria and other cases of 
, unknown cause. . : 
» ) 
MUSCLES 


Matthews and Burne(54) found that cer- 
,matomyositis may produce a variety of syn- 
dromes of muscular dysfunction and must 
be considered if differential diagnosis. Buch- 
thal and Penilli(55) found that the muscle 
potentials in cases of polymyositis showed a 
significant decrease. Arief and Kirschbaum 
(56) found characteristic electrical changes 
in the muscles 4f patients with myotonic dys- 
trophy in contrast to progressive muscular 
dystrophy. Kirschbaum(57) made histologi- 
cal studies of muscular tissue in neuromus- 
cular diseases. The extent of the reactive 
properties of muscle tissue is considerable. 
Blahd et al.(58) found a marked diminution 
in exchangeable potassium values in muscu- 
lar dystrophy and myotonia atrophica using 
radioactive potassium as an,index: Yoss 
(59) showed that impulses set up by painful 
stimulation of tendons aseeiid in the lateral 
spinothalamic tracts. 


CELLS 


Several fundamental studies of cells have 
appeared. Pomerat(60) made cultures from 
brain biopsy specimens. Nerve cells migrate 
from explants of adult brain. Glial elements 
exhibit rhythmic pulsatile activity which may 
facilitate fluid movement. Crain et al. (61) 
obtained action potentials from cultures of 
ganglion cells, Flexner (62) found that matu- 
ration of nerve cells is accompanied by the 
development of enzymes. With the electron 
microscope Borysko and Bang(63) observed 
the complex structure ‘of nucleoli, Adam- 
stone and Taylor(64) concluded that the 
Golgi apperatus is a silver deposit on the 
reticulum and mitochondria of nerve cells. 


> 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


495 


1954] 


Brody and Bain (65) showed that mitochon- 
dria play an important part in oxidative and 
phosphorlative processes. Harmon(66) has 
separated mitochondria into pure suspension. 


ENDOCRINE 


‚ Loumos (67) suggested that the autonomic 
nervous system is the regulator of immunity 
and resistance. Reiss(68) pointed eft that 
a normal equilibrium in tHe function of 
ductless glands is essential for normal men- 
tation. Mirsky (69) discussed the metha- 
nisms whereby-psychic cofiflict and aff€ctive 
reactions may influence the regulation of en- 
doceine function., Richardson et al.(7e) de- 
scribed 6 cases of cerebral disease due to 
functioning islet cell tumors. Rowland(71) 
found that 7 of 27 patients With myasthenia 
gravis who came to autopsy hade thymomas 
and 5 had hyperplastic thyroid glands. 
Schwab and Leland(72) felt that thymec- 
tomy for myasthenia gravis is of proven 
value in females under the age of 30. Hoefer 
et al.(73) summarized modern treatment of 
myasthenia gravis. Wise and Hart(74) de- 
scribed 2 cases of idiopathic hypoparathy- 
roidism. Pool et al.(75) demonstrated that 
alterations in serum sodium, potassium, and 
chloride frequently occur in the postoperative 
period following pituitary surgery. 

Altschule(76) found that the adrenal сог- 
tex is hyperactive in many psychotic patients. 
Moagland(77) stated that schizophrenic pa- 


“tients may be deficient in théir production of 


steroids regulating the retention of sodium. 
With coworkers he(78) alsé demonstrated 
that these patients at rest showed a signifi- 
cantly higher rate of excretion of urinary 
water, 17-ketosteroids, sodium and potassium 
than normal subjects. Goodman and Kanter 
(79) found a definite pattern of changes in 
blood cholesterol level in schizophrenic pa- 
tients during a course of insulin therapy. 
Kitay and Altschule(80) found the blood 
ketone body level elevated in 40% af psy- 
chotic patients. They observed acceleration 
of clotting time in untreated psychotic ра- 
tients. According to Kral and Le (81) 
the mean vale for the iroa content of the 
Spinal fluid is elevated in patients with or- 
ganic psychoses. * © 


* 


CHEMISTRY 


Bachs and Walkeg(82) postulated that de- 
generation and removal of myelin is the pri- 
mary change in the cerebral hemispheres 
when compression of brain tissue occurs as 
the result of internal hydrocephalus. Rubino 
and Balbi(83) believe that magnesium plays 
a fundamental role in regulating sleep 
rhythms. Odessky and Rosenblatt(84) con- 
clude that an, fncreased level of inorganic 
phosphorus in the spinal fluid is pathogno- 
monic of virus infection of the nervous sys- 

* tem. In cases of hepatolenticalar degenera- 
tion there is an excess,of copper in the liver 
and brain(85}. Administration of BAL pro- 
duces a marked ёпсгёазе in«urinary copper. 

, Bakay(86) feund a larger deposit of phos- 
phorus 32 in the pituitary y gland and hypo- 
thalamus than in the remainder of the brain. 
Einarson(87) demonstrated deposits of fluo- 
rescent acid-fast products in the nervous sys- 
tem and skeletal mugcles of adult rats long 
kepf on a vitamin E«deficient diet. 
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ELECTROENCEPHALOGRAPHY 
W. T. LIBERSON, M.D. Px. D., NORTHAMPTON, Mgss. 


Three meetings highlighted the past year: 
the International Congress gf Electroen- 
cephalography, the International Phyeiologi- 
cal Congress, and the meeting of the Inter- 
national League Against Epilepsy. In view 
of these outstanding events, only published 
papers presented at these meetings aill be 
reviewed. * 


'TECHNIQWES-AND "PROGEDURES " 


4 5 é 
; An'amplifier in which EEG signals*modu- 
late considerably higher frequency and actu- 
ate the recording ‘pen, after rectificatidh was 
presented(42)—advantages: the recording 
of DC potentials and the avqidance of arti- 
facts resulting from stimulation, Modifica- 
tion of the conventional analyze? write-out 
trace(21), new flexible cortical electfedes 
(50), and a moving-picture caniera simul- 
taneously photographing EEG tracings(64) 
were described. i 

Artificially induced fever (47), novocaini- 
zation of the carotid sinus(59), pentylene- 
trazol(66), and bulbocapnine(5) were sug- 
gested for activation of EEG abnormalities. 
Topically applied acethylcholine may reveal 
cortical epileptogenic foci (16, 60). 

The usefulness of metrazol activation was 
reaffirmed, among “nornyal” subjects, indi- 
viduals with suggestive neurological history 
show a higher percentage of induced parox- 

.ysms than does Фе total population. «Photic 
activation is less effective(12). Photic- 
metrazol activation was helpful in military 
practice(43). 3 


Basic RESEARCH 
DIRECT CURRENTS 


There has been a revival of DC potential 
studies. Steady potentials, whether or not 
associated with spreading depression (14, 36, 
44, 45), were correlated with slowly spread- 
ing convulsive patterns in the neocortex and 
the hippocampus. In the latter, initial and 
delayed after-discharges are supegimposed on 
a wave of long duratign, “clonic phenomena" 
being associafed with the oscillations of the 
DC field(44, 45). Existence ef causal rela- 


tionship between steady and phasi activities М 


induced in the isolated cortex was suggested 
(13). 

The following studies of the applied steady 
potentials upon neuronic tissue stress the 
significance of the above-mentioned findings. 
Unit activities of the cerebellar cortex may 
be modified Be tra abn oriented DC 
fields(10). larized anterior lobe of the 
cerebellum influences decerebrate rigidity 


*and spike discharges in the reticular forma- 


tion(S4). Clicks applied during a subthres- 
hold pdlarizatjon: of tHe motor cortex elicit 
movements correspowding tp the polarized 
area. The clicks remain effective several min- 
utes after the suspension of the polarization 
(62). nods aca 


. 
MICROELECTROGRAPH Ye 


. Microelectrographt reveals relationships 
between “microspikes” and slower potentials. 
In the visuat system(18), bundles of spikes 
are superimposed upon retinal b waves, de- 
signing different patterns for different chro- . 
mic stimulation. Unit discharges were also 
recorded from the geniculates and the cortex. 
Microwaves of 650-1000/sec., superimposed 
upon the components of strychnihe spikes, 
were described(53) as was a relationship be- 

е m H R " 
tween positive microspikes and slow varia- 
tions of potential inside the pyramidal cells 
(28). 

Hippocampal seizure patterns consist of 
the following: (1) steady potentials of about 
I minute duration; (2) superimposed pulses 
of т to 3 per second; (3) 10- to 30-рег- 
second waves onetop of these pulses; (4) 
100- to 300-per-second spikes on top of thesé 
waves; and probably (5) unit microwaves 
(44, 45). Morphological stratification of 
these “functional architectonics” is unknown. 

e 
ACTIVATING SYSTEMS 


+ Stimulatign of certain cortical areas evokes " 
potentials in the reticular formation which 
was previtusly shown to “arouse” the cortex. 
These cortical areas, potentiated by sensory 
stimulation, may therefore participate in the 
maintenance of attention and wakefulness 
through а reverberating pathway going 


ee 
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through the reticular formation(46). Cau- 
tion was sounded in regard to the psycho- 
physiological significanct of the “activating” 
diencephalic systems. After reaching a pla- 
teau in speed of learned behavior( modified 
Skinner box), introduction of subthreshold 
diencephalic stimulation decreases perform- 
ance(39). Other structures were included in 
the diffuse activating system. “Recruiting re- 
sponses” could be elicited fyom the caudate 
nucleus: although not sufüciently wide- 
spread, the driving and desynchronizing ef- 
fects in the diffuse thalamic nuclei and cor- 
responding areas of the cortex could be 
observed (cortical effects presumably ihrough 
the thalamic pathways),(49, 74). The amyg- 
dala was also added to,this System (27). 

The ease in eliciting widespread cortical 
and diencephalic^responses from the diffuse 
thalamic nuclei may misleadingly suggest 
that these nuclei have the lowest threshold 
for induced generalized epileptic activity. A 
series of papers(2, 22? 44, 45) -show that 
widespread afterdischarges are most easily 
produced by hippocampal stimulation, the in- 
tralaminar nuclei of the thalamus having a 
relatively high threshold for afterdischarges. 

Injection of penicillin in the medial tem- 
poral lobe results in recurrent convulsive 
(psychomotor) manifestations in monkeys 


75). 
Stimulation óf the cerebellum can stop 
convulsive effects of electroshock(67). 


DRUGS 


Intraventricular acelylcholine, carbachol, 
and eserine increase and regularize 25-45- 
per-second activity recorded in the periven- 
tricular diencephalic structures and produce 
“recruitment” in the thalamic nuclear 
masses, imitating the effects of a chronic 
lesion made between the red nucleus and the 
mammilary bodies. Cholinesterase(19) re- 
verses the effects of the acelylcholine. Atro- 
pine enhances the effects of the lesions. — 

Atropine may induce large, slow waves re- 
sembling a sleep pattern which is not associ- 
ated with behavior ,changes: Amphetamine 
and d-lysergic acid diethylamide produce be- 
haviorally correlated arousal responses (po- 
tentiation of the reticular formation) (9). 
The synergic effects of myanesine and pen- 
tothal are explained by similar affinity of 


э 
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both drugs for plurisynaptic systems(63), 
While nembutal, ether, dormison, tridione, 
and procaine have little influence upon the 
classical sensory ascending pathways, they 
abolish sensory responses in the reticular 
formations. Strychnine and metrazol stimu- 
late this system(3) ; EEG studies show that 
a controlled steady rate of barbiturate injec- 
tion may insure nearly constant anesthesia 
for several hours(30). 
The minimal convulsive dose of amino- 
phenazone „elicits paroxysmal activity and 
» generalized seizures in dogs; it becomes in- 
effective after bilateral removal of the motor 
cortex (47). Preliminary administration of 
theophyllin (which increases the permeabil- 
ity of the blood-brain barrier) enhances the 
anticonvulsant power of luminal(7). 


E 
SENSORY STIMULATION 


Differences in cortical responses to various 
chromic stimuli were ascribed to the differ- 
ences in brightness and not in wave length 
(56). Recovery curves of the amplitude of 
evoked cortical (but not cochlear) potentials 
show 8-per-second oscillations (using paired 
clicks with variable intervals) (61). Supra- 
sylviah responses to auditory stimuli were 
revealed in cats (same latency but lower 
amplitude than the classical ectosylvian re- 
sponses) (51). Evoked hippocan:pal auditory 
responses with latency longer than those in 


the neocostex were’described(45). An oscil- . 


lating component in the hippocampal re- 
sponse to the Sensory stimuli consists in high 


amplitüde 3- to 6-per-second waves persist- - 


ing for a relatively long time and also eli- 
citable by the stimulation of the reticular 
formation. This contrasts with the usual 
desynchronizing effects of reticular stimula- 
tion upon the neocortex (33) . 

Irradiation pathways for photic-metrazol 
responses in cats are both diencephalic and 
transcortical(40). By electrography, somatic 
sensory topography of the cerebral cortex 
was outlined for the chimpanzee(78) and 
localized functional neuronic systems were 
identified in the thalamus of man(55). 

ч ° CLINICAL STUDIES 
TUMORS à APRIL 

Abnormalities are more polymorphic in 

„frontal than in temporoparietal tumors(48)- 


2 
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Most of the misleading foci were found in 
the temporal regions(37, 69). In posterior 
fossa tumors, dysrhythmia occurs more often 
than arrhythmia, the former being due to a 
compression of diencephalic ind, occipital 
neurons(29). The occurrence of paraSagittal 
antero-posterior and parasagittal lateral vari- 
ability of EEG patterns hints to the presence 
of subtentorial tumors (4). .. 
е 
ТОХІС ЅТАТЕЅ 


. 
Focal abnormalities ofcur after methyl- ° 


bromide intoxication(70).*No EEG abnor- 
мајку followed’ treatments of tubefculous 
patignts by isoniazid, despite earlier reports 
of toxic convulsions occuring after adminis- 


tration of this therapy(77). Improvement * 


in preuremic disease could be best followed 

by EEG(32). The effects of horrgonal ther- 

apy could be followed satisfactorily by EEG 

in endocrine disorders (11, 26). . M 

CIRCULATORY, DEGENERATIVE AND RELATED 
DISORDERS А 


EEG abnormalities depend more upon the 
underlying disease entity than upon the de- 
gree of reduction in blood circulation and 
oxygen consumption. For the same level of 
circulatory disturbance, older arteriosclero- 
tics rarely show abnormalities, while abnor- 
malities are frequent in hypertensive encep- 

- halopathy and are common in cor pulmonale 

(36). Conversely, in patients avith multiple 
sclerosis, inciderfce of abndrmalities «corre- 
"lates with disturbance of blood circulation 
(41). EEG abnormalities were found in 2 
cases with thrombocytosis(72). About 50% 
of patients with senile cataracts(68) show 
abnormal EEG's. 

Paroxysmal discharges in cerebral palsy 
patients without clinical seizures are rare 
during the first year of life, reaching a maxi- 
mum at age 5 and decreasing afterwards 
(31). A remarkable improvement of epilep- 
tic manifestations after hemispherectomies is 
associated with the normalization of thé EEG 
оц, ће remaining hemisphere(17, 58). EEG 
is not a suitable method for sglection« of 

4 Patients for such an gperation(17). 

А e 


EPILEPSY e 


d * e 
Diones are not advised in cases with mixed 
epileptic disorders characterized by very 
n 
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short periods of spike-and-waves, by a lack . 


of harmony betweengspikes and waves, and 
by slow cyclic waves preceding the discharge 
(71). There are marked individual differ- 
ences in regard to the functional impairment 
during the generalized bursts of spike-and- 
waves. Speech and light touch are most 
easily affected during spike-and-wave dis- 
charges, while memory and pain sensation 
are affected tq/a lesser degree(20). Cases 
with migraine associated with paroxysmal 
dysrhythmia are amenable to the anticonvul- 
sive therapy(76). Several cases of epileptic 
seizures, with EEG's normal during the spells 
were described, suggesting deep epileptogenic 
foci(15).. ү . 


BEHAVIOR DISORDERS 


„ There is a high incidence of 6- and 14-per- 

second positive spikeg in the temporal and 
occipital regions in patients*with impulsive- 
pes es ES behaviof(65).* Such patterns 
could be reproduced by a topical application 
of depressaht drugs on the cortex(34). 
Mental patients? without seizures, but show- 
ing'paroxysmal and nonparoxysmal abnor- 
malities, improved clinically and EEG-wise 
by dilantin. Such patients usually show af- 
fective rather than ideational symptomatol- 
ogy(52). E 


е 
DEPTH ELECTROENCEPHALOGRAPHY 


Chronically implanted intracerebral elec- 
trodes in psychotic and nonpsychotic pa- 
tients revealed alpha and beta waves, K com- 
plexes, etc., in depth of those areas which 
exhibit such waves on the surface(8, 23). 
The most interesting finding is the presence 
of irregular slow waves in the deep frontal’ 
regions in schizophrenics (8), although, pos- 
sibly, such waves may be present in non- 
psychotic individuals (23). 

Thig review recounts briefly the extent of 
current EEG research. Its main goal is to 
separate practical applications from basic 
research and to reveal facts of general bio- 
logical significance in the every-day clinical 
observatiths. 
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CLINICAL PSYCHOLOGY 
FREDERICK WYATT, Рн. D, ANN Anson, Mich. 


As in previous reviews, clinical psychology 
will be considered here as the application of 
psychology in all its methodological and,topi- 
cal plurality to a particular set of problems. 
As things are developing in the social sci- 
ences, psychology is a subject mattem more 
in name than in the reality of Xs present com- 
pass. It is more safely defined ag a graduate 
curriculum, as а‘ position description, qf as 
an affiliation with a department in a upiver- 
sity, rather thah an autochthonous subject. 
There is no such thing anyway, at least not 
in the sciences déaling with human cÓnduct. 


interpretative to the experimental and quan- 
titative. “Quantitative” without undue philo- 
sophical qualms is usually identified with 
"scientific," and thus with "proper" and 
"right." 
The only major study on personality with 
a view to clidical problems published this 
year stands on the quantitative extreme of 
e that continuum. In The Scientific Study of 
Personality(4) Eysenck scorns all methods 
that Nave to do with “that spirit of unique- 
ness,” with fhterviews, or projective tests. 
He disowns dyrfmicg or psychoanalysis in 


Among them psychology is that phase ine favor of a stdtic kind of behaviorism. What 


which emphasis on individugl behavior and 
experience becomes maximized. It would be 
hard to say where sociology and Cultural an- 
thropology or biology and neurophysielogy 
end and where psychology begins. Henee the 
selector of "psychological" contributions is 
always faced with the same difficulty—aside 
from the fact that psychology is not only the 
most universal and encompassing but also 
the most articulate and communieation- 
conscious endeavor in the human sciences. 
Should contributions be selected only from 
psychologists? Or should they deal exclu- 
sively with individual behavior irrespective 
of authorship? Neither gorresponds to pres- 
ent practice, пог to the needs of research. 
This report has not enough space to pursue 


` principles. A futhber of Books andestudies 


will be discussed briefly which, as theory or 
practice, have bearing on clinical problems, 
and thus may be of interest to the readers of 
this Journal. 

т. Systems of Personality Study.—Tra- 
ditionally, in psychology the use of a strict 
methodology is being stressed, preferably 
one modeled after the principles that underlie 
experiment. In its manifest aspirations as 
much as in its implicit scheme of values psy- 
chology wishes to be an experimental scfence. 
Broad systematic aims often can be realized 
Only in textbooks where they protect them- 
selves through a profusion ‘of qifoted experi- 
mental evidencé against the ever present sus- 
picior of "speculativeness." пе continuum 
of psychological thinking is tkat ranging 
from the purely qualitative, descriptive, ande 
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matters is scientific procedure. Whenever the 
author, rather infrequently, becomes aware 
that neither his answers nor his questions 
come close enough to the preblems of present 
day psychopathology, he makes the charac- 
teristic reply of all psychological fundamen- 
talists, namely, that a science has to concern 
itself first with the problems it can handle 
properly. As in physics, it must be prepared 
to be at a distance from the facts of life, as 
they are immediately experienced, for the 
sake of accuracy and formal simplicity. A 
secure foundation is more impóttant than 
any hasty application. This book is “con- 
cérned with the problem of taxonomy in 
psychology; the question of clarifying and 
isolating traits and types, and of measuring 
them objectively.” Eysenck’s method is fac- 
tor analysis following the tradition of Spear- 
man’s school. His data are derived from 
“objective behavior tests,” measures of 
highly structured, nonverbal reactions which 
are objectively scored and require no inter 
pretation. This book continues the endeavor 
of the author’s previous volume, Dimensions 
of Personality(5). It stands in line with a 
growing number of studies in this country 
and in England, advocating and employing 
factor analysis as the only method open to a, 
"truly sciemtific study of personality. In 
Eysencks case, as in that of others, one must 
wonder why so much objectivity has not yet 
produced an array of basic categories or “di- 
mensions" on which all factor analysts would 
zgree. Why, for instance, do Eysenck's re- 
sults not ally with those of Cattell? Eysenck’s 
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book is clear and well written. Its bias, if 
nothing else, gives it solor. In spite of its 
pugnacity and really extraordinary intoler- 
ance of any other view, it is highly readable 
and provides a good introduction into the 
rationale of factor analysis. Some of its re- 
sults, such as the heterogeneity of psychotic 
and neurotic personality syndromes, are of 
general interest. Eysenck’s book, in short, 
has the virtue of the бин с it is paradig- 
matic, representing not only itself, but the 
ideas and methods of an important school оѓ, 
thought. 

2. Theory, Critisism, | Methodotogy.— 
Blum(2) presents an introduction into the 
several psychoanalytic thecries of personality 
in developmental and topical'order. As an 
overview, ag wellas for comparative and sys- 
tematic orientation, this book will be very 
helpful. Hilgard, Kubie, and Pumpiar- 
Mindlin(9) in,yet ahother Hixon lecture 
present a critical, discussion of the scientific 
standing of psychoanalysis. Their book offers 
a much needed discussion of theproblems of 
exact, evidence-conscious resgarch in tHe field 
of psychoanalysis, its criteria and methodical 
conditions, and its persistent problems. Fest- 
inger and Katz have edited a handbook on 
Research Methods in the Behavioral Sciences 
(6). Their volume surpasses existing com- 
pilations on this subject through comprehen- 
siveness, scope, and perspicacity, as well’as 
in the organization of such an enterprise. In 
the introduction, Newcomb succeeds in pre- 
senting in a few pages an outline of the inter- 
dependence of social-psychological theory 
and method. Of special interest for psychi- 
atric research will be sections on field studies 
by Daniel Katz; on laboratory experiments 
by Leon Festinger; on theory and methods 
of social measurement by Clyde Coombs; on 
the analysis of qualitative material by Dor- 
win Cartwright; and a final chapter on the 
utilization of social science by Rensis Likert 
and Ronald Lippitt. To a more specific prob- 
lem of steadily growing importance Cart- 

' wright and Zander have contributed а hand- 
book on Group Dynamics (3)., In it a variety 
of discrete studies were organized aiid placed 
into a systematic framework. The book 
stresses theory and research rather than ther- 
apy and interpretation. A large-scale study 
of the latter field is reported by Powder- 
maker and Frank(12). 
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3. Life Histories, Compendia, Diagnostic ) 
Techniques.—Describing the slow multifari- | 


ous reconstruction of life history through in. | 


terviews and psychological diagnostic tech- 
niques, Whité(14) demonstrates a method by 
relating a series of case studies of person- 
ality by which the study of abnormal types 
should be gauged—namely, the normal per- 
sonaljty. In view of the growing impact upon 
psychiatry of such social science concepts as 
culture, the second, amended edition of Per- 
songlity: Nature, Society qnd Culture(10), 
a collection of papers on topics represented 
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by the'title, and edited by Kluckhohn, Mur- | 
ray and Schneider, should be of general in- ` 


terest. An outstanding new textbook in social 

» psychology should also be mentioned : Asch's 
Social Psychology(1) which provides not 
only a great deal of well-organized, critically 
sifted information, but also a viewpoint that 
males this book a system of social psy- 
chology, based essentially on the principles of 
Gestalt psychology. 

Among recént contributions to diagnostic 
methods in clirical psychology, Harrower (8) 
offers a highly readable introduction to the 
use of psychological tests; one should per- 
haps say, to the contribution of the diagnos- 
tice psychologist to the practice of medicine. 
Halpern(7) published a volume, on the clini- 
cal approach to children’s Rorschachs. After 
a short statement cf theoretical premises and 
considerations necessary for’ administering 
and scoring the Rorschach with children, 
significant test factors, the nature of the 
stimulus (inkblot and test examiner) are 
discussed, and 'the general problems of in- 
terpretation outlined. The rest of the book 
consists of a great variety of instructive 
cases. Finally, Phillips and Smith(11) pre- 
sent a book of advanced studies on the Ror- 
Schach test. Textbooks in this field have 
tended for obvious reasons to peg themselves 
at an introductory level and so to spend most 
of their space on basic procedures. This 
book focuses primarily on interpretation. It 
takes account of the expanding number, va- 
riety, and intricacy of factors currently en 
ployed in the interpretation of the test. Rang- 
ing from the use of developmental levels in 
normal and pathological perception (aS 
worked out by Friedman, Siegel, Hemmen- 

, dinger, and Peña) to the indigenous struc 
tural suggestiveness of the Rorschach cards 
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(the so-called card-pull), a vast array of old 
and new factors is evaluated as to their poten- 
tial interpretative yield. Phillips's most per- 
sonal contribution is in his ideas on content 
analysis. Based as they are onea determined 
use on the genetic propositions of psycho- 
analysis, they are nothing if not controver- 
sial. Such an interpretation of content pre- 
supposes a fixed suprapersonal relationship 
of image, or symbol, to need and oohflict. 
This assumption is questionable on several 
grounds. It is a quéstion, too, whether фе 
“deep” reconstruttions of*psyqhoanalysis‘can 
be talen out of the context'of on-going*ther- 
apy. How then can content analysis work? 
Theelogic, as in go many other instances in 
this field, is precarious. In spite of strong 
critical misgivings, however, this reviewer 
can testify to the diagnostic efficacy of the 
method when it ie in the right hands. Phillips 
has also integrated the existing rationales of 
standard Rorschach categories and has some- 
times added suggestive new ideas to the ac- 
cepted old. The contribution of, the book is its 
expansion of the possible psychological mean- 
ings of Rorschach eyperiment. Such think- 
ing-it-through has been needed for a long 
time. If the propositions ensuing frbm it 
cannot be validated, we must be content to 
operate for the time being with the most 
plausible hurfches. The only obligation of the 
psychologist who does so is to leave no doubt 
of the unfinished status Šf his argument, a 
point which in “Phillips's case might have 


been reiterated aefew more times. Apart from 


its concern with one specific technique, this 


CLINICAL PSYCHIATRY 


book is in method and viewpoint almost the 
exact opposite of Eysenck's, and thus again 
is representative of å trend in present-day 
clinical psychological practice. 

Watson in a recent article(13) has sys- 
tematically outlined the history of clinical 
psychology. The significance of this study, 
however, is more than historical. The ideo- 
logical issues of a science are made conscious 
through its hispéry which therefore is indis- 
pensable for its logical growth. 
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In the following we have selected а few 
papers in clinical psychiatry and psychoso- 
matic medicine which we believe illuminate 
particular problems* Many more could kave 
been ‘quoted but referral to these papers with 
one or two lines would not fulfill the purpose 
of such a review. Theselection of papers, of 
course, is objective арі others may have se- 
lected different contributions. Selection is 
not based on the merit of a pager, but on the 

е c 
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idea of calling attention to certain aspects of 
clinical psychiatry at present in the fore- 
ground of interest. 

There is an increasing awareness of the 
fact that a great many psychiatric therapies 
are advocated, somatic d psychotherapeu- 
tic, whchare not justified with sufficient evi- 
dence as to their validity. Dr. Zubin (1) 
discussed the present methods of evaluating 
the outcome of therapy in mental disorders 
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and found these methods leave much to be 
desired. The main difficulty comes from the 
fact that data reported аге usually not satis- 
factory for evaluation. He would like to 
establish a center where a standard popula- 
tion of patients might be housed. The stand- 
ard hospital population should be specified 
with regard to age, sex, background factors, 
like symptoms, duration of disease, age of 
onset, and other pertinent variables. This 
standard population would serve as a proving 
ground for the relative efficacy for the va- 
tious types of treatment now in use. In 
various centers psychotherapy and somato- 
therapy could be tried out on contparable 
groups possessing the same characteristics as 
the standard populaticn. After a §-year fol- 
low-up on such a population, comparative 
data would Üe obéained based on the standard 
population figures and the figures on the par- 
ticular group receiving, some special therapy. 
We feel that Dr. Zubin’s criticism of the 
sad state of affairs concerning evaluation oi 
therapies is correct. This is even more pro- 
nounced concerning psychotherapies than so- 
matic therapies. The above-suggested plan, 
however, would run into great difficulfies 
because it would be nearly impossible from 
an administrative point of view to keep such 
a population standard, Furthermore, the 
matching of patients in other hospitals with 
the standard group would be difficult, Most 
likely controls would have to be used in the 
same hospital by matching the patients re- 
ceiving therapy and, in order to control other 
variables, the same investigative work would 
have to go on in other hospitals simulta- 
neously. 

Appel and his co-workers (2) discuss prog- 
nosis in psychiatry and pint out the well- 
known, but not sufficiently appreciated, fact 
that a great many therapies are advocated 
that have not been scrutinized and evaluated. 
adequately to assess their true value. This is 
especially true not only in statistical ferms 
for psychotherapy and psychoanalysis, but 
also for such somatic therapies as CO, and 
corticoid application, Discrepancies are-wide 
in the reports on evaluation of psythother- 
apy. Evaluation of the patient before and 
after treatment by someone other than the 
therapist would contribute to the objectivi 
of therapeutic results. In their statistics they 
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found that insulin is immediately more effec. | 
tive in the treatment of schizophrenic pes 
tients than psychiatric hospitalization alone, 
Five years after treatment 2796 of both the 
insulin and tke nonspecific therapy groups of 
schizophrenic patients were well or much 
improved. For affective psychoses the rates 
of recovery and improvement with electro- 
shock therapy were significantly higher than 
those^ for nonspecific therapy—71% and 
58% respectively. In the studies reviewed, 
no treatmeat was shown to be significantly 
better than another. for the” psychoneuroses, 

Aff important paper is that of Alexander 
(3) on current views on psychotherapy. He 
States that because many, of the anajytic 
concepts are'accepted today both by analysts 


‘and nonanalytic psychiatrists, the theoretical 


knowledge of jsychodynamics is a part of a 
basic knowledge of psychiatry, He also states 
that it is becoming more and more difficult 
to make a sharp distinction between psycho- 
analytic treatment and other methods of psy- 


chotherapy. In actual practice psychiatrists < 


are becoming more and more alike, some 
practicing puré psychoanalysis and others 
practicing psychoanalytically-oriented psy- 
chothérapy. Alexander also makes the point 
that while it is customary to divide psycho- 
therapeutic procedures into 2 categories, the 
supportive and the uncovering, it must be 
borne in mind that supportive methods are 
unknowingly or ihadvertantly usec in all 
forms of psychotherapy, and conversely some 
degree of insight rarely is cbsent from any 
sound psychotherapy. Thus, in this complex 
field, pedantic distinctions do not do justice 
to the actual happenings. In this article 
Alexander also quite correctly emphasizes 
the error of holding that supportive psycho- 
therapeutic methods require less technique 
and theoretical preparation than psychoan- 
alysis. 

There are many other fine points in this 
article. To mention only one, however, there 
is a strong tendency to differentiate between 
psychoanalysis and psychotherapy in quanti- 
tative terms, namely, the frequency of inter- 
views, duration pf treatment, and whether 
the patient should lie ой,а couch or be treated 
face to face. AN these are ušed to differ- 
entiate psychotherapy from psychoanalysis 


where actüally the distinction is probably 


— 
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between primarily supportive and uncovering 
methods. In our opinion, however, even this 
boundary is becoming obsolete. We would 
like to quote Alexander’s final remark as an 
example of broad vision in cagnection with 
development in psychoanalysis and integra- 
tion of dynamic principles into the gemeral 
body of psychiatry: 

Many experienced analysts have expressed their 
reservations toward these quantitative variatfons of 
the so-called classical procedure айй are inclined to 
consider them as dilutions of the classical procedure. 
Only time will decide the practical use of {Rese 
variations. One thing is certain: he mere repeti- 
tion of routine—and the rejection of new asfigges- 


tions as a threat to the purity of psychoanalysis— 
can fad only to stagnation, Further improyements 
of therapeutic technique can come only from a per- 
sistent re-examination of our theoretical premises 
and from relentless experimentation with technical 
modifications. є {, 


Two well-known neurotic mechanisms in 
relation to ambivalent actions are pointedly 
reformulated by Dr. Angyal(4) in discus- 
sing evasion of growth—2 typical methods 
of neurotic behavior. He feels the first of 
these methods is an essential,component of 
the obsessive compulsive character. It can 
also be found in other personality constella- 
tions. This method i$ an evasion by non- 
committment and consists of a peculiar com- 
bination of,saying "yes" and “по” at the 
same time. When entering into a new situa- 
tion the individual triesgto say "yes" but 
being féarful of the consequences does not 
commit himself wholeheartedly. This method 
of noncommittnfert has a пое] in tke play 


“activities of the child eagerly anticipating 


what is to come, yet fearful of the novel and 
the unknown; the child practices adult roles 
and activities in his “make-believe” play. 
These individuals’ lives remain make-believe. 
They go through the motions without ever 
being completely committed to any actions or 
to an interpersonal relationship. They refuse 
to take responsibility not only in the sense of 
not accepting duties imposed from the out- 
side, but also in the*sense of not identifying 
themselves with their own actions.* They 
constantly sit on a fence. The other mechan- 
ism described is evasion by.vicagious living. 
This is found jn pefsons whose living is 
structured orf another person and is often 
mistaken for love. Such very intense and 
tenacious attachments, however, I&ck the'es- 
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sentials of genuine love. They could better 
be defined as states of possession. These 
individuals try to sfbstitute for their own 
personality the personality of another person. 
The repression of their genuine spontaneous 
impulses leaves these persons with a painful 
emotional vacuousness. This is then covered 
up with excessive pseudo emotionality, the 
typical hysterical dramatization. The author 
believes that bosh these patterns of adjust- 
ment are fo frequently in the neuroses 
and that they can be understood as attempted 

esolutions of the conflict between the impulse 
to growth and the fear of facing new situa- 
tions. * QU * 

Interest in childhoed schizophrenia is in- 
creasing. "The, large number of adult schizo- 
phrenics who have shown marked emotional 
deviations in their childhodd is'being dem- 
gnstrated more and more. Dr. Weil(5) 

analyzes the clinical data and dynamic con- 
siderations in certain casés of childhood 
Schizophrenia, ‘She afrees with Dr, Bender's 
formulation that, in such children, develop- 
menta] delays and accelerations show over or 
underfunctionig in various fields and a 
cotitinuous failure in homeostasis. These 
manifestations are also associated with a 
great deal of anxiety and stereotyped be- 
havior. Dr. Weil found that these children 
show a poor patterning in their development 
and makeup. They show a conspicuous delay 
in ego development. She also stresses the 
large amount of anxiety and anxiety equiva- 
lents present which appear as neurotic symp- 
toms. However, these children are not neu- 
rotic. Neurotic children also show minor 
developmental deviations and certain imma- 
turities and ego limitations, but their mani- 
festations are not*as abundant and as varied 
and interchangeable as in the schizophrenic ‘ 
cases. The neurotic child does not show 
marked ego disturbances. These schizophre- 
nic children show early deviations in various 
fjelds®-disturbed patterns of eating and 
sleeping, disturbances of digestion, marked 
acceleration or retardation in the develop- 
menteof motility and lgnguage. Мапу of 
them display a gamut of neurotic manifesta- 
tions—hypochrondriacal complaints, compul- 
sive habits, obsessive preoccupations, and 
different anxiety symptoms such as phobic 
nfanifestations. She points out that many 
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such children lack nuance and proportion. 
They react in the extremes, and very rarely 
in the middle line. They are rigid in their 
habits and thinking. In contrast to neurotic 
children, they betray their conflicts very 
openly. Dr. Weil believes that constitutional 
factors seem to combine in these patients, in 
varying proportions, with early distress re- 
sulting in an increased anxiety potential. 
Lack of structure ог focus\can be observed 
with regard to anxiety as weil as with regard 
to aggression and passivity. She emphasizes 
quite correctly that, based on our presen? 
knowledge, there is not one new fact in the 
clinical symptomatology that is pattiognomo- 
nic. It is the entire picture characterized by 
retardation in ego development and anxiety 
in its many manifestations. 

Schacht(6) discusses the treatment of 
schizophrenia and borderline states. There 
is an increasing interest in the psychotherapy 
of schizophrenia and the borderline condi- 
tions. It would’ be irhportant to determine 
how far psychotherapy is effective and in 
what form it should be applied to,obtain 
optimal results. It is realized more and more 
that the classical treatment of neurotics is 
not applicable to schizophrenic patients, and 
even though the pseudoneurotic cases of 
schizophrenia show many neurotic mechan- 
isms, their treatment is closer to that of an 
overt schizophrenic than of a neurotic. They 
feel that several points are important in the 
treatment of these patients. They avoid an- 
alyzing the psychotic ideation ; they avoid the 
use of free associations. Whatever is valu- 
able, or potentially valuable, in the life of the 
patient is employed. The family is employed 
in treating the patient and the great impor- 
tance of flexibility as a therapeutic technique 
is stressed. The treatment of these patients 
is very complicated and in a great many cases 
unrewarding. We are still groping for more 
effective techniques. However, therapeutic 
methods are emerging slowly which аге cal- 
culated at least not to be damaging. It is 
these patients discussed by Schacht who 
show the greatest number of therapeutic 
failures, and in whom gross psychotic reac- 
tions are precipitated by unskilled handling. 

Even though their findings are negative, 
Dickes, et al.(7) show clearly the contro- 


versy raging around the importance “of 
» 
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adrenal neurotic function in relation to chi. 
ophrenia. In contrast to those who think 
that schizophrenic persons show a deviation 
in excretion of ketosteroids and an abnormal 
response to ACTH administration, Dickes, 
et al. arrive at the following conclusions: the 
adrenal cortical response of the schizophre- 
nics studied, as measured by the eosinophil 
and lymphocyte response to ACTH and 

physiological variation, falls within the nor. 
mal range, Studies of the 17-ketosteroid an 
corticosteroid excretion after ACTH in 11 
cases of acute schizophrenia showed a vary- 
ing'zesponse in different subjects. Wide vari- 
ation in the fasting levels of eosinophiles and 
lymphocyte counts were found among differ- 
ent patients and even in the same patient 


In the foreground of interest in the field. 
of psychosomatic medicine is the specificity | 
of autonomic responses discussed by Lacey. 
et al.(8). They investigated the correctness. 
of ‘the hypothesis of autonomic response 
specificity, but with the extension of the 
principle of relative response specificity. Itis 
assumed by many that for a given set of auto- 
matic functions, individuals tend to respond 
with'a pattern in which maximal autonom- 
ics activation occurs in the same physiologi- 
cal function whatever the stress. In general, 
this assumption was supported by their in- 
vestigation which was carried out on 85 
male students subjected to 4 stresses in se- 
quence: mental arithmetic, hyperventilation, 
letter association, and the sold pressor test. 
The vegetative response was measured by 
palmar conductance, heart rate, and varia- 
bility of heart rate simultaneously and con- 
tinuously recorded. It was found that some 
individuals responded with the same auto- 
nomic activation regardless of the stress. 
Others showed fluctuation from stress 10 
stress even though they exhibited one pattern 
of response more frequently than others. 
Still other individuals randomly exhibited 
one pattern and then another. Quantitative | 
differences between degrees of activation of 
the different physiological functions fluctu- 
ated widely. These findings are much mort 
in accordance with clitiical observations about 
the response ofthe vegetative nervous 58 
tem to stress than the rigid specificity as- 
suinptionYof former days. 
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The psychosomatic investigation of obesity 
continues and studies that explain this condi- 
tion in extreme terms of organogenesis or 
psychogenesis are now followed by more 
balanced presentations such as that of Schop- 
bach and Angel(9). Obesity wês the subject 
of a joint investigation undertaken бу the 
endocrinogic, anthropologic, psychiatric, ‘and 
social service departments of Jefferson Medi- 
cal College in Philadelphia. It was fpund 
that obesity is regulated by genes, "which 
(1) accelerate the total body growth rate, 
(2) tend to stop both physical and emotiogal 
growth earlier than usual, and* (3) sengitize 
the hypothalamic. appetite mechanisme The 
pfesence of all 3 of these genes produce a 
poteftially obese person. The ocgurrerfte of 
stress situations may “precipitate overeating 
which is usually accompanied by other neu- 
rotic or psychotic mechanism$. Overeating 
is associated with passivity, depertlence, in- 
tolerance of responsibility, and repressing 
aggression, all amounting to emotional jm- 
maturity. 

Kotkov(10) undertook the study of group 
psychotherapy in obese adults, He had ap- 
proximately 15 group psychotherapy sessions 
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with obese adults of both sexes and mixed 
marital status, with an age range of 20 to 
40 years. No amazing over-all weight loss 
occurred, but he believes that group psycho- 
therapy served as a relationship experience 
for the maintenance of weight loss in 48% 
of the patients who did not succeed with 
other methods. 
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The use of sleep treatment is increasing 
everywhere and has at last begun to evoke 
greater interest “hére. Several Ameticans 


. contributed to a valuable new book on the 


subject edited by Norry (1) of Buenos Aires ; 
another book on sleep therapy by Angel (2) 
has appeared in France, while elsewhere in 
Europe an extensive literature is emerging. 
The outstanding successes of Putnam and 
Rothenberg (3) with the prolonged narcosis 
treatment of epilepsy (using diphenylhydan- 
toin) were reported without reference to this 
large literature. The related use of intra- 
venous procaine by Olsen(4) and others(5, 
6) is also finding a place in our medical prac- 
tice. The whole subject has recently been 
given great impetus Му the*discevery of a 
remarkable new -ganglioplegic and sedative 
drug, 4560 RP, by Laborit (7-9) in France. 

4560 RP and Sleep Treathhent—While 


LI 


studying a series of dibenzoparathiazine 
derivatives for the purpose of enhancing the 
action of general anesthetics, Laborit and his 
associates synthesized a drug with a number 
of unique properties. This drug, which he 
labelled 4560 RP, is a chlorinated pheno- 
thiazine with the fellowing structure: 


CH;CH;CH;N (CHs)2 


то (y-digethylamigopropyl) -2- 
chldipphenothiazine hydrochloride 


Though it was originally intended for use 
іп Ње management of general anesthesia or 
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severe wound shock, its range of applicability 
rapidly widened (10-14) after its commer- 
cial introduction undes the name Largactil 
(distributed in this country by Smith, Kline, 
and French Laboratories under the name of 
Compound 2601-A or Chlorpromazine). It 
is primarily a ganglioplegic; its action is 
described as vagolytic, sympathicolytic, spas- 
molytic, antipyretic, antiemetic, and sedative, 
with a potentiating effect on other hypnotics, 
narcotics, anesthetics, and Nyalgesics. It is 
mainly a vegetative inhibitor and to a lesser 
extent a sedative. It is much more effective 


than other available autonomic agents but its” 


over-all action is both simpler and ]eos dan- 
gerous than that of the ordinary psychiatric 
treatment measures. It may be applied to the 
treatment of all conditions in»which vegeta- 
tive disturbances play a role, such as anxi- 
ety states, severe neuroses—including obses- 
sions—symptoms following drug withdrawal, 
manic-depressive disorders, certain cases of 
acute and florid schizophrenia, and in a wide 
variety of psychosomatic disorders. Clini- 
cally it induces a slowing of ,the pulse, a 
lowering of temperature, blood pressure, and 
basal metabolic rate, a slowirlg of respiration 
and a very brief transient leukopenia. When 
used in combination with other sedatives it 
usually doubles their potency. It is available 
both in tablet form and in aqueous solution, 
and may be administered by intramuscular 
injection, by vein or by mouth. When used 
in the prescribed manner it induces somno- 
lence or lethargy or actual sleep, especially 


when combined with sedatives. The patients 


talk little, display a shallow affect, and prefer 
to be left alone, There is a general psycho- 
motor retardation; the sensorium however 
remains clear and all intellectual functions 
„intact. 4 
Details of management can be studied in 
the papers referred to. Treatment is main- 
tained by continued administration of the 
drug for several days or weeks. The daily 
dose should not exceed 200 mg. Because cf 
, the tendency to orthostatic hypotension pa- 
tients are kept in bed. The room is kept 
quiet and darkened and much time is "spent 
in sleep. Mild and transient disorders of 
liver function have been observed (15), vas- 
cular collapse and undetected infections (be- 
cause of the low temperature) are dangers, 


safe. 

Because the body temperature is lowerg 
the method has come to be known аз h 
hibernation treatment. Deschamps and Cad: 
oret(12) с1айп success with its use in com: 
bination with other sedatives in the manage 
ment of cases of delirium tremens, acute 
amentia, depressive and manic states and 
acute,hallucinatory psychoses. Because of its 
antiemetic action it has been successfully 
used both here and abroad(16, 17) in the 
management of vomiting of pregnancy and 
in other conditions where nausea and vomits 
ing are prominent symptoms. It ha’ also 
been used in the management of carbon md 
noxide poisoning(18) and prolonged inulin 


› coma(19). Bergouighan(20) agrees with 


Delay and Deniker that its combination with 
other sedatives is usually superfluous. 

A somewhat similar gahglioplegic agent 
called C 9295, a pendiamide, was found help- 
ful in depressions(21) ; Smith(22) found he 
could relieve distress in 17 cases of anxi- 
ety neurosis by using the sympathetic block- 
ing agent hexamethonium, Funkenstein and 
Meade(23) have revived the use of intra) 
venoys ether. Prolonged electrical narcosis. 
also has its adherents (24-26). 

The more usual techniques of prolonged 
barbiturate sleep continue to be widely used 
for a great variety of diseases(27-32). 
Wiedner (33, 34) has used the treatment 


for years and has accumulated experience | 


with боо cases. He feels it is useful not 


only ёп frank *psychiattic® illness, and in 
psychosomatic conditions such as asthma, 


migraine, rheumatoid arthritis, and allergic 


states, but in a great vatiety of acute infec 


tious illnesses as well. In describing his 


techniques of management he points out that 
once the patient is accustomed to sleep after 
each injection, a simple saline injection can, 
through conditioning, induce the same result 
for a period of time. Andrejew(35) points 
out that the procedure has valuable diagnos 


tic cignificance in pointirig up and eliminating | 
the cefebral components of a disease process | 


whatever it may be. Panchenko (36) reports 
5001 results in a series of 100 cases of psy" 


е 


chosomatic disorder. Busalow(37) empha- - 
Sizes its value in the pre- and postoperative _ 


management bf surgical cases. 
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Insulin coma or subcoma treatment now 
looks like a variant of sleep therapy, and 
Weitzner (38) is reviving its use for a variety 
of allergic, psychosomatic, and other dis- 
orders, including rheumatoid arthritis, gout, 
serum sickness, psoriasis, and 51@ер paralysis 
(39). Alexander and Neander(40) btlieve 
that a beneficial response to both insulin dnd 
electroshock treatment can be expected in all 
cases that show an antiadrenocortical effect, 
as reflected in an increased eosipophilia. 

Electroshock Treatment—EST has been 
successfully used im 34 cases of drug addie- 
tion to relieve withdrawal syfaptoms( Т). 
It сап “relieve a’ psychosis associated. with 
pefnicious anemia(42), sometimes alleviate 
the p&ralysis of hemiplegia(43) gr relieve a 
premenstrual psychosis(44). Cerebral palsy 
is no contraindication to its use(45), nor is 
multiple sclerosis, Parkinsonisrfi, recent head 
injury, cerebrovastular accidents, or epilepsy 
(46). Intensive and prolonged treatment in 
chronic cases gives good results(47). Wipi- 
arz and Hoffman(48) found that the fear of 
activating a tubercular process «vith EST is 
almost always unfounded. Old age is no 
barrier to treatment(49). Robinson and 
DeMott(50) treated 6 carefully selected pa- 
tients over 80 years of age with EST and 
all took the treatment well, though one suf- 
fered a transient coronary attack a few days 
later. Sisler dnd Wilt(51) remind us how- 
ever that EST isa far from innocuous pro- 
cedure, ahd scores of deaths have already 
been reported in’ the literatuge. Routine 
electrocardiogranr$, «especially in the older 
age groups, are a wise precaution. A recent 
history of coronary disease «represents a 
special danger and the use of muscular re- 
laxants is especially indicated in such cases 
to prevent heart attacks as well as fractures. 

For these reasons various experimenters 
continue to look for ways to lessen the force 
of the convulsive reaction. Subconvulsive 
stimulation(52, 53) is very distressing to 
the patients, often does more harm than 
good, and probably has its safest indication 
for the relief of barbituate coma(54) or to 
hasten the awakening from insulin hypo- 
glycemia(55). A new felaxirfg agent RO.3. 
0386, (heteropqlymethylene-bis-trimethylam- 
moniumediiodide) appears to be especially 
safe and effective(56, 57). Ifs ation is 


similar to that of curare or succinyl choline 
dichloride(58) but less dangerous, for its 
effect is self-limited tqa few minutes. One 
of the most attractive procedures for miti- 
gating convulsions is the concomitant use of 
anticonvulsants. Rompel(59) gives full de- 
tails of dosage of Mesantoin for this purpose 
and regards his regimen as an improvement 
on Plattner’s, 

Cortisone and Thyroid.—Lidz, Carter, 
Lewis and Suratt(60) observed the re- 
sponse of patients under ACTH and corti- 
sone treatment, confirmed the general im- 
Pression that cortisone induces euphoria, but 
attributed much of thig to the associated 
relief of specifie symptoms. Fang, Martin, 
and Katzenelbogen(615, using conservative 
(losage, found that a subStantial proportion— 
half to two-thirds—of a group of g7 schizo- 
phrenic patients responded well to cortisone 
therapy. A group of Canadian workers(62) 
have confirmed Gjessing's work on periodic 
catatonia, reporting tke successful use of 
thyrojd for this condition, and relating the 
disturbance to, adrenal imbalance. In one of 
their cases cortisone also seemed to alleviate 
the cpndition. Infa large series of psychiatric 
cases studied by Reiss and his associates (63), 
thyroid dysfunction was frequent and several 
cases were cured by thyroid treatment alone. 
Danziger and Kindwall(64) on the basis of 
a large experience, feel that the nonspecific 
stimfilating effect of thyroid administration, 
if continued for at least 3 months, may be 
both ameliorative and curative in chronic or 
acute psychoses not otherwise responsive to 
treatment. 

Other Treatments—Meduna(65) pro- 
poses the use of nitrous oxide before and 
after CO, administration to allay the anxiety 
and distress so many patients feel with CO, 
inhalation. He believes the main area of use- 
fulness for this therapy is in certain of the 
milder anxiety neuroses and agrees with the 
earlier gtatement of Loevenhart that “this 
treatment is of no permanent help in any 
psychoses.” Lewis(66) feels that a simpler 
méthod of CQ, administration, consisting of 
rebreathing froma a paper bag, is of value in 
a variety ОЁ vague somatic disorders asso- 
ciated with habitual hyperventilation. 

Salzer and Lurie(67), prompted by the 
observation that the antitubercular drug iso- 
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nicotinyl hydrazide (Isoniazid) often in- 
duced euphoria in patients under treatment, 
found it a helpful agent in the management 
of 41 cases of mild depression, though un- 
desirable side-reactions, including psychoses, 
may occur if the dosage exceeds 5 mg. per 
kg. a day. Rey-Ardid(68) reports transient 
or sustained remissions in a large percentage 
of acute and chronic disorders that he treated 
with a modification of Speransky’s spinal 
pumping method. Several ‘yf the cases that 
responded had previously failed to benefit 
from either insulin or electroshock treatment, 
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PSYCHOSURGERY* ; 
WALTER FREEMAN, M.D., Pr. D, Wasmncron, D. C. 


Selective operasions enlfancethe therapeu- 
tic value of psychosurgery. ‘These operations 
axe equally effective and less damaging’to the 
persqnality; so much so that standard lo- 
botomy is on thé wane. Trartsorbital lo- 
botomy (9, 34), lower quadrant lobotomy (24, 
25), bimedial lobotomy (27), orbital under- 
cutting(6, 14), cingulate resection(19, 31), 
unilateral lobotomy(4), thalamotomy and 
hypothalamotomy(28), and novocaine injec- 
tions(20) have been studied during the fast 
year. The results are remarkably uniform. 
Freeman(g) in a report of 2,000 lobotomy 
operations concludes that transorbital lo- 
botomy reduces the fatalities by 50%, and the 

‚ undesirable sequels of prefrontal lobotomy 
such as convulsions, obesity, incontinence, 
and the “frontal lobe syndrome” by 05%. 

The results of lobotomy are shown to be 
rather stable over a decade ог more(11, 15, 
33); Ње, patients with psychoneuroses and 
affective disorders holding up better, how- 
ever, than those gvjth schizaphfenias. In a 
general review Kolb(17) states: "It Seems 
to promise return to the community of a 
greater number of.patients with chronic 
mental disease who have been hospitalized 
for more than two years, than does any other 
therapeutic procedure." Tow(30) asserts: 
"That the operation of leucotomy is thera- 
peutic is now beyond all doubt. It produces 
à considerable amount of relief in intolerable 
mental illaess. The wild, disorderly schizo- 
phrenic frequently becomes quiet and man- 
ageable; the depressive is often relieved of 
his sadness and suffering; the tense obses- 
sional becomes relaxed; and the anxious 
hypochondriac ceases to complain. Often, 
though not always, the distressing symptoms 
which fôrm the core of the presenting illness 
are removed,” $ 


є 


e Some change in attitude is discernible con- 
cerning, the relationship of operations on the 
frontal Ibe to the totaf therapeutic picture. 
Instead of being the figal act of desperation, 
lobotomy i$ now recognized ‘as the turning 
*point in therapy. Once the anxiety and ob- 
sessive thinking are reduced to Manageable 
levels, the patients become accessible to other 
modes of therapy. Barahona Fernandes (2) 
finds that the change of personality leads to 
iriproved adaptation® James(16) agrees: 
“I would like to say at once that a person- 
ality change % one of the effects most earn- 
estly to be desired from the operation of 
leucbtomy. Without such change the pro- 
cedure must be regarded as unsuccessful,” 
A method of dealing with these changes is 
suggested by Cattell(7, 8) who has given 
intensive psychotherapy to patients oth be- 
fore and after psychosurgery* “At present 
there is no evidence to suggest that the basic 
personality structure of the individual is 
changed with topectomy. There is every rea- 
son to believe that all the conflict material is 
still present. Some of it is unconscious, but 
some is conscious, though the patient is no 
longer preoccupied with it, anxious about 
it, or unsuccessftly defending himself 
against it.” 

Psychosurgery is under ethical and moral 
scrutiny. Pope Pius XII(22) states: “But 
in virtue of the principle of totality, of its 
right t8 employ the services of the organism 
as a whole, individual parts may be destroyed 
ок mutilated as long as it is necessary for 
the goed of the being in its entirety, to as- 
sure its existence or to avoid, and naturally 
to repair, serious and permanent damage that 
could not otherwise be avoided or repaired.” 
Baruk(3) and Freeman(12) are at opposite 
pofes as far as justification of psychosurgery 
e 


е» 
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is concerned, The latter queries: “whether 
these patients should be denied the chance 
of restoration to effective living through 
surgery.” i 
Studies on psychosurgery are found in 
proceedings of 2 scientific meetings(1, 24). 
The monograph of Petrie(21) on psycho- 
logic changes makes interesting reading. The 
changes seem to be toward less preoccupa- 
tion with the self and better socialization. 
Working with a colony of*monkeys, Brody 
and Rosyold(5) showed that lobotomy re- 
duces the rigidity and stability of the social 
structure, Convulsive seizures occur after 
prefrontal lobotomy in 25%, according to 
Freeman(10), but only in 196 of patients 
subjected to transorbital lobotomy. . Linne- 


mann(18) reports failure in the treatment 


of habitulll criminals by lobotomy. Raskin, 
Strassman, and Van Winkle(23) have added 
to our knowledge of the pathologic changes 
of prefrontal lobotomy. Stengel(29) reports 
on the patients’ attitudes to leucotomy and 
its effects, indicating that 31% of patients 
denied that any brain operation had been per- 
formed. Furthermore: "There was nothing 
nostalgic about the affective losses." > 
Temporal lobe operations for psychotic 
states have been reported by Scoville et al. 
(26), Freeman and Williams(13), and 
Уіаппа(32) ; but real success has thus far 
been achieved only in the treatment of psy- 
chomotor epilepsy (1). ү 
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There is perhaps no sign of progress more 
conspicuous than the fact that it becomes 
increasingly difficult to cover adequately even 
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the outstanding annal events and contriti 
tions in a condensed review. There ip? 
growing nümber of periodicals devoted © 
child psjchietry. It may be helpful to e 
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merate them in one place. In this country, 
we have the American Journal of Ortho- 
psychiatry, the Journal of Child Psychiatry, 
the Nervous Child, the Quarterly Journal of 
Child Behavior, and the isswes (in book 
form) of the Psychoanalytic Studyof the 
Child. The Swiss Zeitschrift fiir Kinder- 
psychiatrie, the German Praxis der Kinder- 
psychologie und Kinderpsychiatrie, and the 
recently revived Italian Infanzia Anormale 
are important vehicles for current publica- 
tions abroad. Besides, many articles have 
appeared in psychiatric, pédiateic, psychofogi- 
cal and educational journals. There hg$ been 
a goodly number of handbooks, texts, and 
monographs. In vjew of all this, only æ selec- 


tion of even the significant contributions can А 


be offered. Omission in no way implies lack 
of importance. өл I 

Books.—Twoenew monographs again di- 
rect attention to the work done in the Scan- 
dinavian countries where fact finders go 
about collecting data and drawing careful 
conclusions from them. One, by Фзіег(т), 
is a “clinicogenealogical investigation com- 
prising 526 mongols living oh Sealand and 
neighboring islands in Denmark” between 
1925 and 1949. The other, by Annell(2), is 
a study of pertussis in infancy as a cause 
of behavior disorders in children, done at the 
University Hospital of Uppsala. (A similar 
study, by Schachter in France(3), of 200 
children. who had *non-complicated" pertus- 
sjs during the first 3 years of life tends to 
confirm Annell’s findings tkat early occur- 

«тепсе of this disease may be responsible for 

a higher incidence of behavjor disorders.) 
The self-imposed limitation to a strictly cir- 
cumscribed area of research, the humility 
which lets the facts speak for themselves, 
and the abstinence from rash generalizations 
are truly impressive and worthy of emu- 
lation. 

This is in sharp contrast to the talkfest 
published as the transactions of the sixth 
conference on problems of infancy and child- 
hood, sponsored by the Josiah Macy, Jr. 
Foundation(4). An honest participant, who 
herself has done substantial research, spoke 
of a “peculiar conglemeration ôf impres- 
sions, thoughts,’ and' fantasies.” Opinion, 
often expressed in abstruse tepms, makes a 
hash of the few facts which have (rent into 
the discussion. e 
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H. and R. M. Bakwin, 2 pediatricians in- 
terested in child psycþiatry, have brought out 
a book(5) on behavior disorders and their 
clinical management, “designed as a practi- 
cal guide not only for the physician but for 
professional workers in the field of child 
psychology.” Avoiding controversial issues 
and steering clear of unproven speculations, 
it offers an orientation in the realm of that 
which is known- It reflects the progress that 
has been made since the appearance in 1942 
of their earlier volume on the psychological 

*care during infancy and childhood (6). The 
authogs have for years kept their colleagues 
alerted бу frequent articles in the Journal of 
Pediatrics, under the general heading: “Psy- 
chological Aspects of *Pediatrics," to which 
others have also contributed. (In 1953, the 

Bakwins have written on poor Appetite(7), 
the comics(8), homosexuality(9), and 
schizophrenia(1o); Peterman(r11) has dis- 
cussed behavior in epjleptic children ; Brazel- 
ton, Holdet, and Talbot ( 12) have a thought- 
ful “article оп the emotional aspect of 
rheumatic fever.) 

There has, of course, been the usual crop 
of books intended for parents. By far the 
best of those published in 1953 is the one by 
Teicher(r3), which is full of sound in- 
formation, solid and sympathetie under- 
standing, and good advice. , 

©} last year’s books on projective methods 
of investigation and treatment, Children in 
Play Therapy by Moustakas(14) can be es- 
pecially recommended. 

Attention should be called to a public 
health monograph by Ullmann(15), an at- 
tempt “to survey the nature and extent of 
the mental health, problem presented by a 
group of children in the ninth grade of a 
public school system and to develop a method 
for identifying individuals who need care.” 
This type of study, inaugurated by Wickman 
in the 192078, is brought up to date, with 
improfed methodology and broader impli- 
cations. 

. Periodicals.—Childhood schizophrenia has 
received spetial consideration in a. sympo- 
sium published*in the Nervous Child(16). 
A. comparison with an earlier symposium in 
the same journal in 1942 indicates that much 
progress has been made in the past decade. 
It“ is highlighted in Hendrickson’s well- 

* organized article on current views about eti- 

<» 


Е 


514 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


| 
[an 


ology. Chess and Rubin discuss treatment 
in a child guidance clinjc. Kornfeld suggests 
that “the development of schizophrenic dis- 
orders can best be explained in terms of a 
morbid interaction of various constitutional, 
environmental and possibly organic factors.” 
Case reports are offered by Harms and by 
Langer. The Sacklers plead for utilization 
and integration of “every available diagnos- 
tic modality, biologic as well as psychiatric 
and psychologic.” Anderson recommends “a 
much closer attention to physiological pa- 
thology than is current.” Bühler distin? 
guishes between 3, consecutive phases in 
response to psychotherapy. ¿Mehr gives a 
detailed report, about«he, application of psy- 
chological tests and' methods. Kestenberg 
presents 3,cases of what she calls “pseudo- 
schizophrenia” ‘and Klein reports a schizo- 
phrenic state simulating retardation and 
auditory impairment., These and a few other 
articles make ир an extremely instructive 
issue (which, it is feared, may prove to 
the swan song) of the journal. 

That childhood schizophrenia, thoaght to 
be practically nonexistent a few decades ago, 
has become a matter of much contemporary 
interest, is also shown by other reports of 
clinical studies and etiological theories. 
Mahler’s(17) paper on autistic and symbi- 
otic infantile psychoses is a major forward 
step in the direction of certain clinical -dif- 
ferentiations. Weil(18) discussed cases of 
“early or subclinical schizophrenia” which 
“do not show regression but inadequate pro- 
gression.” Stern and Schachter(19), de- 
scribing 4 cases of early infantile autism, 
suggest that this condition be studied for 
the time being as a specific phenomenon, to 
which they refer as “Kanner’s syndrome.” 
Weber and Klopp(20) reported a 14-year- 
old boy who displayed an “exogenous” 
schizophrenia-like psychosis following septic 
osteomyelitis and ending in complete re- 
covery under insulin therapy after 8 months. 
Sherwin(21) studied reactions to music of 
3 autistic children, 2 of whom were identical 
twins. › А, 

There were a number of syniposia pre- 
sented at meetings of the American Ortho- 
psychiatric Association. Of special value to 
child psychiatry are the round-tables „on 


the psychodynamics of juvenile delinquency, 


, 5 and 8 years of age who had 3 or more at 


(22), on the emotional reactions of chil 
dren and families to hospitalization and il 
ness(23), and on the Bronx Pilot Projet 
under the auspices of the New York City 
Youth Board(24). Only a few other articles | 
from the pages of this association's meaty 
journal can be mentioned here: a follow-up 
report on children who had atypical sexua 
experiences, by Bender and Grugett(25); 
an experimental approach to aphasic and to 
nonreading children, by Barger (26) ; a su 
of, juvenilé alcoholism, by. Falstein(27 ; and 
a discussion “of maternal” attitudes du 
and after pregnancy, by Zemlicl: 
Watson(28). у 
Krall(29) compared 32 children between 


| 


cidents in the preceding 4 years with 
children of the same age who had had m 
accidents." The former were more active, in- 
duiged in more aggression in doll play, 
showed less inhibition, expressed more cont 
mands and threats, came from larger fami- 
lies, and were somewhat later in birth orden, 

Schneersohn of Tel Aviv(30) completed 
a series of articles оп Lesesucht, the preoc- 
cupation of certain children with reading t? 
the exclusion of other activities. The at 
thor's earlier and present work deserves 0 
be known better in this country than it 1$ 

Mother-child relationship has come in fof 
much discussion and speculation. , Though 
its enormous impact on children's personality 
development’ cannot be questioned, it se 
to this reviewer that other factors are ОЙ 
neglected. The motto in a number of pl) 
lications seems to be: Cherchez la mere, ant 
nothing else. This is especially evident Ш 
an article by Staver(31) on learning at 
culty, one on suicidal attempts by Libe 
mann(32), and one by Hilgard(33) on 9 
niversary reactions in parents precipitat 
children." A more realistic note is stu 
by Bowlby(34) in his discussion of the 
fects of early mother-child separation. ~ 

Excessive permissiveness in child reas, 
has been criticized by Zimmerman 97. 
Burgemeister(35). Their paper should sert 
as a sobering admonition to those who ™ 
take permissiveness for submission and t 
conditional surrender to what some theo 
have decteed to be a child's needs. 
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MENTAL DEFICIENCY 


A marked upswing of public interest has 
come through parents who got together in 
many communities and recently formed the 
National Association for Retarded Children, 
which held its first convention in Chigago in 
October 1953. The stimulation and support 
coming from this active group may well be- 
come a major facfor in the improvement of 
facilities and the promotion of researglt. 

The needs and feelings of*parents have 
been given more attention than heretofore. 
A real service hgs been rendered ету 
Levingon(36), whose bookewritten for their 
opientation deals in a helpful and practical 
manner with the problems and coycerns 
which assail them? Agticles by Kanner(37) 
and by Richards(38) have also attempted to 
emphasize the significance of the .“parents’ 
viewpoint.” Growing interest on the part of 
the medical profession was shown by the 
publication in Postgraduate Medicine ої*ап 
article on the problem of mental deficiency 
in children(39). 

Porteus and Corbett(40) Have rendered 
a great service by listing theelegal, “statu- 
tory" definitions of "feeblemindedness" in 
the 48 United States, with an understandable 
plea for greater conformity. 

A. symposium on the vocational rehabili- 
tion of the mentally retarded, edited by Di- 
Michael(41), constitutes а special issue of 
the American Journal of Mental Deficiency. 
Out of the wealth, of material in this journal, 
tHe following contributions may be pointed 
out in particular а clinical and genetic Study 
of microcephaly by Book, Schut, and Reed 
(42); cases of elective mutism by Mor- 
ris(43) ; sex differences in the prevalence of 
mental deficiency by Malzberg(44) ; mental 
deficiency versus neurophrenia by Doll(45) ; 
and a review of the literature on cutis ver- 
ticis gyrata with a report of seven new cases 
by Polan and Butterworth(46). 
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NEUROSYPHILIS 
WILLIAM H. TIMBERLAKE, M:D., Boston, Mass. 


Bernard Dattner, who established the ra- 
tional method of assessing the activity of 
central nervous system syphilis, died on Au- 
gust 11, 1952. He made careful cell counts 

' and total protein determinations in spinal 
fluids of general paretic patients receiving 
Wagner Jauregg's fever therapy. By 1930 
he had proved that these two, indicating the 
activity of syphilitic meningitis, reflected 


with reasonable accuracy the activity of cen- „ 
tral nervous system syphilis. His Modern 


Therapie der Neurosyphilis was published in 
Vienna in 1933. ^ 2 

Clinical manifestations'are important, but 
permanently damaged brain tissue cannot be 
restored bx killing spirochaetes. Clinical 
manifestations indicate active disease only 
when they are unquestionably progressing 
and are associated with an increase of cells 
and protein in the cerebrospinal fluid. After 
successful treatment the cells return to nor- 
mal in 3 or 4 months and theze is a more 
gradual improvement of the, other quantita- 
tive tests of the HIGHER fluid. › 

The persistence of reagin in the cerebro- 
spinal fluid years after treatment does not 
prove the disease active, though high reagin 
titres usually decline in the first year. 
Thomas(1) has followed the reagin content 
of blood and cerebrospinal fluid in 183 ma- 
laria-treated patients 5 to 14 years and 213 
penicillin-treated patients 5 to 8 years. Re- 
activation of syphilis cannot be assumed 
when positive tests occur after negative or 
in positive cases when the titre fluctuates 
unless there is a significant rise which per- 
sists for several months. Persistently high 
titre in only one type of test, as occurred in 
35% of the penicillin group, may be due to 
the complexity of antibody substances being 
tested, or in some persons inhibitory sub- 
stances may interfere with demonstration of 
reagin more in some tests than in others. 
Kent(2) found sera, particularly those of 
syphilitic patients, contain substances inhibit- 
ing serologic reaction. 

Wide fluctuations in the same reagin test, 
as occurred in 9% of Thomas’ penicillin 
group, suggest that other factors than sy- 
philis influence the test in known syphilitic 


| 


patients as well as causing false positive E 
actions in nonsyphilitics. al 
Persistently' high titre does not alone 
cate the need for continued treatment, No 
patient had a relapse (increase of cells or. 
protein) more than 2 years after treatment. 
had inactivated the infection, even though 
high reagin titre persisted. The age of the 
patient was not a factor, but the shorter 
duration of infection the higher the percent 
age of negatife results. In general, cere 
brospinal fluid reagins disappear sooner than 
those of the blood and are rarely A 
by thé unknown factors that affect ү 


v 
indi- 


„serum теарїпз. After 10 years, 70% of 


bloods were positive and only 28% of 
brospinal fluids. Retreatment did not lower” 
titres that had persisted more than 2 
aftar treatment. At the last examination only 
6 patients had titres over то. 
Recording the results before and after у 
and 24 hours incubation of a spectrum 0 
7 different serym dilutions with saline, Kahn 
(3) has attempted to clarify our picture of 
the “false positive” reaction as a part of the 
“Universal Reaction.” The latter is a lipid 
antigen-antibody precipitation reaction that 
has given positive results in all human being 
and animals tested thus far. The serologi 
pattern differs in different human beings, 
in the same person is constant during health 
In the preserce of pathological conditions: 
undergoes intensification after 2 weeks incl 
bation ; on recovery, it reverts to normal. 
health, little or no precipitation occurs wii 
out incubation, slight ‘precipitation 
after 4 hours incubation and more after % 
hours. In syphilis, precipitation occurs Wf 
out incubation and is almost the same wE 
incubation. (The quantitative Kahn test C 
responds to the 0.9 dilution observed witht f 
incubation.) The pattern is distinctive i 
hence probably lipid specific. In lepm" 
there is a distinctive but different pati 
with greater response in the lesser dilution 
In malaria and tuberculosis there is 4! 
specific response presumably an intensi 
tion of the response that occurs in 1008 | 
sera. ? \ oa А 
In коры) infections the serologie™ 
A 
) 
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action is clinically important because particu- 
lar lipids are set free by the pathological 
process ; the moderate activity of the disease 
produces a high level of antibodies at a con- 
tinuous rate because of the chronicity of the 
disease and it happens that the reaction is 
optimal for the technique used. In conttast, 
in leprosy the ‘disease is either minimal or 
excessive so that ‘little antibody is formed 
and in malaria the conditions are noj topti- 
mal ; although the universal reattion becomes 
intensified after febrile attacks, the change 
may not affect the usual serodiagnostic range 
of dilutions, 5 e 
„The "Universal Reaction” has its common 
basis in tissue breakdown by normal catabo- 
lism r disease with the production of lipids 
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Bruetsch(13) states that at present there are 
23,000 to 50,000 cases of blindness in the 
United States due t syphilis. With clear 
photographs he substantiates his thesis that 
there is no “primary” optic atrophy in sy- 
philis, nor is optic atrophy due to constriction 
of the optic nerves by arachnoiditis, Rather, 
optic atrophy is the end result of direct in- 
fection and inflammation of the optic nerve 
and chiasm causing destruction of nerve 
fibers, disappearance of myelin sheaths and 
connective tissue, and glial overgrowth. 

ә Kennedy and Curtis(14) in a 4-8-year 
follow-up of 37 patients found 4 million 
units of penicillin effective in the treatment 
of optic atrophy, theugh larger amounts 
would be &dvisablé. Malaria did not add 


which are foreign bodies and auto-antigenic *enough to warrant its use. Treatment only 


as a result of chemical changes. Auto-anti- 
bodies are formed to the lipids and are de- 
tected in vitro by the “Universal Reaction." 
When these lipids аге of such nature gnd 
concentration as to be detectable in the range 
of dilutions of the usual serodiagnostic pro- 
cedures they cause a positive Serodiagnostic 
reaction. In the absence of syphilis such 
“false positive” tests assume clinical sig- 
nificance. . 

A number of improvements have been 
suggested in the technique of the Treponemal 
Immobilizatiqn Test (TPI) to make it easier 
and more reliable(4-9). 

Nelson(ro) treated rablits with doses of 
penicillin inadequate to cure syphilis. TPI 
add reagin fell to normal and the lymph 
nodes became noninfectious. After 2 months 
the TPI titre began to rise again and 3 
months later the lymph nodés became in- 
fectious. 

The TPI test is now being used for rou- 
tine testing as well as for research. How- 
ever, it must be emphasized that it is a deli- 
cate test and lacks reproducibility in most 
hands. Olansky(1r) obtained less reproduc- 
ible results before than after malaria in non- 
syphilitic patients whom they were examin- 
ing for false positive serologic tests. | * 

By injecting rabbits and mice with killed 
Treponema, McLeod and Magnuson(12) 
have shown in one mofe way thaf the pro- 
duction of TPL.antibodies is not accompanied 
by develepment of immunity. » 

In his book Syphilitic Optic (70Р, 


arrests the disease process *andé conserves 
what remains of acuity or visual field. Be- 
sides confirming Moore's critical level of 
20/70 visual acuity they found that if by 
cémpimetry-one squafe inch of visual field 
remains, the patient is apt to retain vision; 
if less, there* is apt to be progression to 
complete blindnegs. Increases in visual fields 
were not statistically valid unless of consider- 
able magnitude. 

The results of 4.8 to 6 million units of 
penicillin in Benton and Harris'(15) 23 pa- 
tients roughly paralleled malaria. All but 3 
of the 16 patients with vision 1655 than 20/50 
continued to deteriorate usually within 14 
years. 

Among 133 cases of optic neuropathy re- 
ported by Bagley(16), 23 cases were due to 
syphilis. One had Foster Kennedy syndrome, 
None showed any improvement. 

Twice weekly, Oksala(17) examined the 
fundus of a boy whose interstitial keratitis 
was cleared by Cortisone and after 4 months 
he saw chorioretinitis develop. Interstitial 
keratitis is only part of a panophthalmitis. 

Among 223 patients with interstitial kera- 
titis anf 71 with congenital syphilis without 
kefatitis, Klauder and Meyer(18) found 42 
with chorioretinitis. Retinitis pigmentosa oc- 
curred,in 3 ¢ongenital syphilitics and was 
absent in agquiréd syphilis. 

Drews et al.(19) emphasize the impor- 
tance of Cortisone in the treatment of syphi- 
litic interstitial keratitis citing cases that were 
not*helped by penicillin. The effect of topical 
є 
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Cortisone is a local one in the eye being 
treated. There was no resistance or intoler- 
ance and no ill effect from daily use of 
topical Cortisone for as long as 16 months. 
They stress the importance of checking fam- 
ily contacts to detect the process early when 
results of treatment are best. 

The criteria for diagnosing Argyll Robert- 
son pupils are reviewed by Benton(20) who 
quotes the frequency of occurrence of the 
various parts of the syndrome. He thinks 
the lesion is peripheral, at or beyond the 
ciliary ganglion. : 

Engeset, Eek, and Gilje(21) studied the 
X-ray changes in thé long bones of*59 con- 
genital syphilitics and, found that the changes 
seemed to be ‘due to disturbances in the 
growth rate and not a destructive inflam- 
matory provess Of specific nature. 

There have been 2 studies of spirochaeta 
pallida. One by Coutts and Coutts(22) dem- 
onstrated granules and cysts in human syph- 
ilitic chancres by dark’ field study. Another 
by Bradfield and Cater(23) reports an elec- 
tron microscope study of flagella. — | 

The continuing occupational hazard of 
syphilis is emphasized by Epstein(24) who 
reports 51 extra genital chancres among 
physicians. 

Treatment.—The reports on antibiotics 
other than penicillin continue to be short 
term and with small numbers of patients; 

Robinson and Robinson(25) report a 2-4- 
year follow-up. Fourteen cases treated with 
chloromycetin have negative blood and cere- 
brospinal fluid, 3 have positive blood, and 2 
doubtful blood. Of 1o Aureomycin-treated 
patients, 5 negative blood and cerebrospinal 
fluid. Of 5 Terramycin-treated patients 3 
have negative serology of blood and cere- 
brospinal fluid. 

These medicines should replace penicillin 
only when there is some necessity, e.g., peni- 
cillin sensitivity, and if the patient can be 
kept under close observation. эш 

Because of the similarity of aggravating 
factors of rheumatoid arthritis and tabetic 
lightening pains, Moore(26) tried Cortisone 
in 5 tabetics who reported marked relief. 
The effect on gastric crises was doubtful and 
unpublished reports have failed to confirm 
the beneficial effect on lightening pains. 

Summary—Persistent clinical signs 'or 


2 


positive serologic tests are not indications for. 
further therapy. The cell count and protein _ 
changes of the spinal fluid are reliable signs | 

The serologic tests for syphilis are one 
band of a broad spectrum of lipid antigen 
antibody responses found in all animals, well. 
or ill. Although Treponemal diseases cause 
the formation of lipids of the particular tpe 
and concentration optimal for this e 
othersconditions may overlap it and cause 
“false positive’ tests. И 

The difficulty of reproducing results even” 
with the improved.TPI tests must be borne. 
in mind, — ' 

Penicillin is the adequate treatment for. 
optic atrophy. 4 

Antibiotics other than penicillin should not 
be used for the treatment of syphilis unless 
there is some strong contraindication to the 
use of penicillin and the patient can be 
followed closely. 
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$ - KARE M. BOWMAN, M.D, San Francisco, Слив, 


' ALCOHOLISM , 
. . 


. 

Disulfiram is the cómmon name now ap- 
proved by a committee on usage in the In- 
ternational Pharmacopeia forthe drug tetra- 
ethylthiuramdisutfide (antabuse). ‘Now that 
disulfiram has been in use 6 years, 5-year 
summaries have appeared in 2 Scandinavian 
countries. According to Martensen-Larsen 
(1), the method used in Denmark with 2,000 
patients met with no fatalities and but one 
important contraindication—cardiac decom- 
pensation. He advises minimum doses, and 
the use of a single small dose at any time in 
order to sober and calm an intoxicated pa- 
tient. In a Finnish 5-year study(2) Leine- 
berg reported good results in 191, or 36%, 
of 533 male patients treated with disulfiram. 
He considers it unfair to compare these re- 
sults of outpatient therapy, a wecessity for 
9076 of all patierfts; with the*better ones at- 
Both writers 


hence and using it asa criterion for success- 
ful therapy; they allow for degrees of 
improvement, despite relapses. Leineberg 
decries clandestine use of disulfiram, claim- 
ing that some alcoholics now commonly use 
a 0.2% solution of aromatic tincture of iron 
to counteract its effects. On the other hand, 
Allen and Prout(3) in their 1953 review of 
alcoholism state that claims for ferrous chio- 
ride as a treatment of toxic disulfiram*alco- 
hol reactions are unfounded, and no specific 
antidote has thus far been discovered. 

Work of Swedish temperance boards in- 
cludes use of commitment procedures and 
establishment of state boarding houses to 
Permit disulfiram therapy, cembikied with 


medical and psychologic, treatment. A Swiss 

worker nofes that Somatic injury to chronic 
*alcoholics with use of the drug is 3 times 

greater in Switzerland than fn D@nmark. 

In the U.S., a follow-up study by Hoff 
айа McKeown(4) reports benefits in 78% 
of 560 volunteer patients treated by disul- 
fifam in a Virginia nfedical* college hospital 
servite, as compared with benefits in 47.8% 
of 232,controf patients. In both groups men 
did better than women. 

Workers in 2 countries compare use of 
apomorphine with disulfiram. Follow-up re- 
ports by 2 Swiss physicians 17 months to 
5 years after apomorphine treatment of 500 
alcoholics showed cure in 31% and social 
recqvery in 15%; second occurrences in 
4096, occurring mostly in the first half year ; 
and no precise information in 14%. In their 
experience apomorphine alone obtained as 
many cures as when combined with psycho- 
therapy or disulfiram, but social recoveries 
increased with combined apomorphine and 
psychotherapy. These writers and others 
claim that аротогрћіпе by restoring humoral 
balance and quieting anxiety has a biologic ‹ 
effect. British workers advocate use of disul- 
firam for the self-indulgent young drunkard 
and apomorphine for chronic addicts. 

Almest all reports agree that disulfiram 
in'competent hands is a valuable adjunct to 
therapy, but should be combined with psy- 
chotherapy ама other activities. 

One report céncerned fhe difficulties re- 
sulting from increased alcoholism in France, 
where lack of treatment and posttreatment 
centers prevents adequate therapy. 

Some workers continue to report at least 
ёетрогагу good effects with adrenocortical 


Cos 


therapy. One report claims greater sedative 
effect with ACE, more rapid symptomatic 
relief with ACTH, and both of help in re- 
ducing fever in delirium tremens. Use of 
ACE is advised in presence of cirrhosis in 
treating delirium tremens. Voegtlin(5), 
however, in a study of 40 patients found a 
course of adrenal steroids and ACTH of 
little except adjunctive use to other therapies. 
Temporary effects seen in 153 patients after 
use of ACTH were used as an approach to 
rehabilitative therapy. Findings in another 
study of initial low-normal eosinophil counts 
and subsequent declines in circulating eosino- 
phils after injection of epinephrine in half 
of 157 hospitalized ‘aiecholics confirm earlier 
results and do not indicate^the presence of, 
deficient „adrenocortical function in alco- 
holics. Although final evaluation of the 
therapy awaits analysis of the complete fol- 
low-up program, a preliminary 7-month 
study of 94 Californja state hospital chronic 
alcoholics showed benefits in about a third of 
both the ACTH and the placebo treatment 
groups. > 

According to William$(6), prelimjnary 
findings in the Harvard long-term, large 
scale controlled study of his genetotrophic 
concept of alcoholism confirm his animal ex- 
periments and indicate that nutritional sup- 
plements diminish craving for alcohol in 
human subjects. One study suggests’ that 
potential alcoholics have characteristic meta- 
bolic patterns “which would make it possible 
to identify and forewarn vulnerable indi- 
viduals.” 

From their study of 500 alcohol addicts 
and other groups, Oltman and Friedman(7) 
find evidence regarding a specific metabolic 
disturbance in addicts still meager, but sug- 
gest a specificity in the transmission of cer- 
tain biologic inadequacies from parent to 
child. Popham(8), however, denies a dis- 
tinctive inherited metabolic pattern predis- 
posing certain persons to alcohol; nor, iti his 
opinion, has animal experimentation estab- 
lished specific preferences in zats for alcohol. 
He agrees with" Wexberg that support for 
the genetotrophic theory requires follow-up 
studies showing a significant correlation be- 
tween a premorbid metabolic type and alco- 
holism in large numbers of individuals. 
Piotrowski and Abrahamsen(9) consider, 
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from examination of 100 imprisoned se 
fenders, of whom 58 were drunk at 
crime, that nonalcoholics committing crim. 
when drunk offer more hope for treat 
than do chronic alcoholics who tend to com 
mit offenses while drunk. k 
Three recent books(10) on forensic py. 
chiatry include the medicolegal aspect 
alcoholism, its association with crin 
and criteria and use of tests in drunken 
ing. The content of various state program 
is briefly discussed, as are problems of vil 
untgry hospital admission and commi 
for alcoholics. | 
A few investigators report failures i 
treatment as due in part to the therapisl 
own anxieties or overconcern for the pati 
Several states report progress with | К 
programs. Georgia has set ир а rehabili 
tion center near a state niedical school, a 
Minnesota after a 2-year study has laid: 
its program. Appraisal of the 3-year V 
ginia program shows 57% of 816 patien 
helped to attain sobriety, 22% improve 
their family relations, and 20% unimprove 
In the 3-year operation of District of Colu 
bia’s program 519 of 1,075 registered vol 
teers and 196 of 380 court-referred patie 
were treated; of these, 30% were ШШ 
proved. New York City reports that 
general hospitals giving some treatment 
alcoholics, only 2, earmark a total of 760 
The Yale study(11) of college drui 
behavior im 27 representative colleges ® 
cludes that coilege drinking follows the @ 
temporary cultural pattern. About $ of 3 
men and women drink to some extent, 
the majority had drunk alcohol before í 
lege entrance ; a fourth totally abstain. y 
reports indicate an increase in juvenile : 
holism and other drug addiction. 
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“Statistics on old age accumulate almost as 
fast #5 the growing number of elderly per- 
sons. Gumpert(1) has pointed out that mass 
senescence is unprecedented, and therefore 
we have conditions and social effects never 
before seen. Mags senescence is as new as 
the atomic age in which it appears, ^" 

Analyses of U.S. life tables, 1940349, 
showing significant decreases in mortality 
of older age groups except fer white men 
aged 50 to 65, are reported by Lewis(2). 
In women the higher survival rates for all 
age groups rise to major degree after age 50. 
The added fact that 4'of all persons over 
age 65 have an average income of less than 
$1,000 suggests that medical schools, hospi- 
tals, and other welfare institutions should 
begin to prepare for the fast-increasing load 
of elderly persons. 

*Comparing Cowdry's 3 editions of Prob- 
lems of Aging, G&rdner(3) émphasizes that 
‘research in biology and cellular aspects of 
aging has fallen far behind work in clinical, 
organic, sociologic, and related fields. 

Different writers have emphasized the im- 
portance of longitudinal studies of person- 
ality development from childhood to old age, 
with greater emphasis on middle and old 
age. It has been pointed out that aging em- 
phasizes limitations on the extent of activi- 
ties in both sex and work, which are 2 im- 
portant motivations. Much more study ,of 
family relationships in later age ise also 
needed. - 

New techniques in the Donner Laboratory 
of Radiation Studies, University of Cali- 
fornia, for méasuring and torrelating cer- 
tain physiologic and biochemical factors of 
aging include measuring the peripperal cir- 
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culation during the entire life span. Studies 
in diet, metabolic handling of fat, thyroid 
function, and activity “of hormones are con- 
tributing to further understanding of arteri- 
osclerosis. One writer points out that the 
use of tracers adapted from atomic medicine 
to study these activities may prove equal in 
importance to the discovery of the micro- 
scope. 

In studying the genetic aspects of senility 
Knoll(4) found in 114 patients whose para- 
noid conditions first appeared after age 40 
a definite genealogic correlation with schizo- 
phrenia; i.e., the latter occurred in 3.3% of 
parents df patients and in only 0.5% of the 
total population. Kalipann's(5) compara- 
tive studied of twins show the effect of ge- 

*netic factors upon senescence, Whereas fra- 
ternal twins who have livefl in®the same 
environment often have different courses in 
senescence, identical twins raised in differ- 
ent environments often have the same types 
of disorders and pathBlogic conditions quite 
consistently at the same time in life and in 
the same тапћег. ‘ 

The good restlts of electroshock therapy 
in nfany older emotionally disturbed patients 
are brought out by a number of writers. 
Three reports claim improvement with the 
use of oral metrazol. Swenson and Grimes (6) 
report subjective improvement in 25 mental 
hospital patients, although comparison with 
a control group showed no statistically sig- 
nificant differences. Jensen and Leiser(7) 
report moderate to marked improvement in 
half of 30 patients with cerebral arterio- 
sclerosis; others continued to improve or 
continued to deteriorate. They conclude that 
oral metrazol is of value, has no contraindi- 
cations, and is most efficacious on the more 
deteriorated patients. Fong(8) believes 
longer observation is needed to evaluate re- 
sults of the therapy, which brought improve- 
ment in 16 of 35 psychotic patients with 
cerebrdl arteriosclerosis treated for 3 months, 

Berkowitz(9), investigating the psycho- 
logic abilities in a male population of. vet- 
erans aged 20 to 84 years with the Wechsler- 
Bellevue tests, Concluded that decreases in 
psychologic functions and efficiency for ages 
40 to 60 exceeded any decreases in the age 
group 60 to 80. 

In an interesting paper Gumpert(1) con- 
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tends that it is possible to compensate for 
many losses in abilities due to old age. He 
points out that the mèst successful elderly 
persons have entirely accepted biologic inse- 
curity and turn their work toward logic, wis- 
dom, and other endeavors that do not require 
accurate memory recall. 

Goldfarb(10) notes that the staff in homes 
for the aged must recognize their own fears 
of dependency, in order to handle trouble- 
some patients, Rather than gratifying the 
patient’s dependent needs or forcing him 
into withdrawal, the staff must find and» 
put the patient's assets to use, while still giv- 
ing him care and protection. Several writers 
stress the value of group occupational ther- 
apy, group psychotherapy, and training in 
self-care in geriatric ward psychiatry. Vari- 
ous writer& emiphasize that many of the 
psychoses in older persons commonly re- 
garded as organic deterioration are func- 
tional in nature and respond to psychother- 
apy and the usual rehaBilitation therapies. * 

As noted earlier, a number of reports ton- 
cern the importance of social factors and the 
finding of new interests and part-time occu- 
pations for the well-being of older people. 
A study of 100 persons over age 65 in a 
midwestern community showed that married 
men were healthier than single men; and 
that adjustment and personality ratings cor- 
related closely not with handicap score in 
hearing, vision, etc, but with earlier life 
patterns which later maturity had merely 
intensified. 

Hall(11) advises corporations to encour- 
age early planning for retirement. Observ- 
ing retired executives, he found that those 
were best off who devoted considerable time 
to civic service and volunteer community 
work in which their skill, experience, and 
judgment were especially valuable. 

There are the usual number of protests 
against arbitrary age retirement of profes- 
sional workers. Pleas are made for tapering 
off, change to new work and semiretirement. 
A study of 1,502 teachers compulsorily re- 
tired from Chicago public schóols and col- 
leges indicated that suitable work,was more 
crucial to happiness of men; pleasant club 
activities and friends, more important to 
women, A new book by Kubie and Lan- 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


2 


> 


Ue 


dau(12) describes 9 years’ experience at th 
Hodson Center, a recreational center for 
aged in New York City. 

Writers continue to point out that men 
past бо or eyen 70 can work profitably a 
certain, jobs. Inter-industry stocktaking vil 
help to provide job analyses and job descrip. 
tions suitable for older workers. These 
writers feel that unions should do moret 
look byt for the older workers. Mrs. Hobby 


aging called attention to less absenteeism and | 
fewer accidents іп workers.over age 50. 

Indicative of economic and social pres 
sures is the appearance of 2 recent articles 
on euthanasia. Both writers, however, fed. 
that euthanasia entails grave risks to other 
than the dying person and must be rejected 
as a method of. relief. 

The report of the President's Commission 
on Health Needs of the Nation, released 
early last year, appealed for more home catt 
of the aged and their admission to gene al 
hospitals for short-term care. A program 
of training and research in state menus 
health prograras, issued in July 1953 by the 
council of state governments, made definite: 
suggestions about care of the aged in 
community. Recently Florida surveyed 2 
cities whose census data had shown high 
concentrations of people above 6o. The sur. 
vey stressed the importance, for good health 
and happiness, of àt least minimum financial 
security, a number of close friends and de 
velopment of’ hobbies or interests. 
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EPILEPSY 
DOUGLAS T. DAVIDSON, JR, M.D. ° 


In applying the term epilepsy to all cere- 
bral seizures regardless of “etiology, Mc- 
Naughton (24) speaks for an ever increasing 
group of workers in this field(3) who con- 
ceive of epilepsy'as a symptom not a disease 
entity. The classification he proposes for 
the epilepsies considers 3 factors : the clinical 
seizure pattern ; cerebral localization, and eti- 
ology, often myitiple. In a, critical еҳёті- 
nation of commonly used terms, he concludes 
that“ epilepsy, "etiology undetermined, is a 
more honest and challenging concept than 
“essential” or “idiopathic” epilepsy which 
suggests an etiological diagnosis has beene 
made. Similarly, he proposes a more care- 
ful appraisal of minor ies ud making full 
use of the contributions of electroencepha- 
lography and neurosurgery to our knowledge 
of cerebral localization. All minor seizures 
are no longer “petit mal”; this term now 
should be used in the more festricted sense. 

The new edition of Holt and McIntosh's 
classic text book on diseases of childhood, 
now titled "Pediatrics" (17), carries а radi- 
cal revision of the section on epilepsy, incor- 
porating many of the advances in this field. 

Pediatricians nodded knowingly at Len- 
nox’ conclusion that fever-activated epilepsy 
is usually outgrown(20), but sat up with a 
jerk when he found almost twice the propor- 
tion of epileptic relatives in the families of 
. children whose convulsiois occurred with 
fever as in those whose convulsions were 
afebrile. Disturbing also was the appreciable 
occurrence of brain damage in connection 
with febrile convulsions. Possibly the most 
stimulating contribution of this paper, how- 
ever, is Lennox’ provocative suggestion that 
when convulsions and fever co-exist, one or 
more of 6 situations may obtain, including 
the possibility that both the fever and the 
convulsions may be epileptic manifestations 
with or without infection. ‹ 

In this year’s lone pathological report deal- 
ing with nonfocal epilepsy(29), Watson re- 
views the literature fon myoclonus epilepsy 
and presents an affected family as well as 
the findings obtained from pathological ex- 
amination of one of its members. In this 
patient, the brain at autopsy shdived diffuse. 


neuronal lipidosis characteristic of cerebro- 
macular degeneration. A brother still living 
presents a clinically similar picture. A sec- 
ond family, though certainly strongly af- 
fected by epilepsy, is less certainly classifiable 
as to pathology, and the patient described in 
greatest detail deviates in several essentials 
from the 2 patients belonging to the first 
family. 

The exact role played by heredity is still 
not fully tlelineated. Alstrom(1) seems to 
speak for thdse who feel that it has no ap- 
preciable «influence tithe oecurrence of ерї- 
lepsy, and Lennox continues to add to his 
tremendous body of data on relatives and 
twins(19), which seems to support the con- 
tept that heredity definitely increases the 
possibility of epilepsy? Those who accept the 
evidence of electroancephglography will be 
greatly impressed by the identical appearance 
of the brain waves of one-egg twins, not 
only ‘in regard to background rhythms but 
inerespect to the seizure discharge configura- 
tion as well. The Seventh International Con- 
gress of Pediatrics, held recently in Havana, 
gave medical men the rare privilege of hear- 
ing these 2 points of view presented succes- 
sively by their chief proponents. 

‘The neurophysiological background for 
epileptic seizure patterns continues to be illu- 
minated almost exclusively by the spotlight of 
electroencephalography. Clinical usefulness 
of this type of examination is becoming more 
widely appreciated especially in differential 
diagnosis, localization, and as a guide to 
treatment and prognosis. In this field a 
major contribution has been the publication 
of Volume Two of the Gibbs’ Atlas of Elec* 
troencephalography (14). This volume deals 
with the electroencephalogram in epilepsy 
and ás a fit companion for Volume One 
which treats normal control electroencepha- 
lograms. Probably no one working in clini- | 
‘cal electroercephalography escapes the neces- 
sity of referring occasienally to the Gibbs’ 
Atlas іп“ connection with the interpretation 
of sleep tracings in children. Chapter 13, 
titled “Thalamic and Hypothalamic Epi- 
lepsy,” and Mulder’s paper (23) are of spe- 
cial interest to those interested in the differ- 
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ential diagnosis of psychiatric symptoms. 
The Gibbses have suggested that the exami- 
nation can be a prognostic guide in epileptic 
children whose symptoms are associated with 
occipital or mid-temporal spike focii(13). 
Such children tend to recover from their 
seizures and their electroencephalograms 
turn toward normal by adolescence. 

In a comprehensive survey of the psycho- 
logical and social aspects of epilepsy, Lennox 
and Markham(21) make a bid for the at- 
tention of a large segment of this country’s 
physicians through the medium of their” 
paper іп the Journal of the American» Medi- 
cal Association, This presentation contains 
so much meat that sp&se-does not, permit an 
adequate summary here. It is sufficient to 
say that this paper should be thoughtfully 
perused by’ every physician who treats epi- 
leptic patients. Ruskin(27) makes a worthy 
contribution in the field of medico-legal 
aspects of epilepsy. „ A 

Because of the continuing discovery o 
new antiepileptic drugs, a number of treat- 
ment articles may be expected each year (10, 
18). The majority of papers present an,in- 
creased emphasis on the treatment of the 
entire patient with stress on his emotional 
and vocational rehabilitation as an essential 
facet of»successful therapy. Such an article 
by this reviewer attempts to cover the points 
emphasized above(10). The happy resülts 
of intensive psychotherapy in the treatment 
of 3 epileptic children were reported in de- 
tail by Gottschalk(16). Bickford's(6) pa- 
tients who apparently deliberately induce 
epileptic seizures in themselves present a 
psychological enigma. 

Regarding reports on the use of the newer 
medicines, those on Mysoline(12, 15) de- 
serve attention, not because this drug prom- 
ises to replace phenobarbital or Dilantin as 
anticonvulsants, but because unlike Mesan- 
toin and Phenurone or the short-lived Thian- 
toin, it has thus far not exhibited toxic char- 
acteristics and has proven effective in many 
patients not relieved by Dilantin and pheno- 
barbital. Milontin(22, 30) and Diamóx(5) 
are reported to be useful in patients display- 
ing the spike wave complexes in the electro- 
encephalogram. Doyle(11) publishes con- 
trary results in a small group of patients 
treated with Milontin. In neither drug have 
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‚ togenic lesions offers the prospect of relief 


— | 
the therapeutic benefits consistently bettere | 
those of Tridione but, aside from occasion) | 
incidence of nonprogressive urinary tray 
irritation with Milontin(22), both dmg 
have been gratifyingly nontoxic. Stamps | 
(28) бп the basis of wide experience with 
Thémisone, has reported especially ie 
results in the treatment of psychomotor se 
zures, although a 6% incidence of bone mar 
row dépression and the need for using large 
doses are disadvantages that may somewhit | 
diminish general enthusiasm for this drug 
Malidone a Homologue of Tridione is re | 
ported, superior in its therapeutic effects anl 
less toxic(7). ү 
Surgical removal of non-neoplastic epilep | 


to severely ag dicapped epileptics in whom 
medical treatnient has failed and in whom. 
there is a discrete electrical focus in a surgi 
cally approachable area. In psychomotot 
epilepsy where a temporal lobe focus cat 
often be demonstrated, either limited сой 
cal excision under electrographic control 
amputation of, the anterior one-third of the 
temporal lobe tip may be performed (4, 25) 
Hemispherectomy in hemiplegic childr 
with uncontrolled seizures is being done with 
increasing frequency and some very епсош“ 
aging results, not only in regard to the ser 
zures, but also on the general effectiveness 
of these children(8, 9, 25). j 
Despite such local setbacks as the recenti 
ill-advised and discriminatory legislation t 
Delaware making epilepsy feportable, publi 
enlightenment is increasing through medical) 
inspired articles in the press and medi 
information programs over radio and tele- 
vision. Seminars on epilepsy have been 0^ 
ganized in many parts of the country К 
ancillary medical services. The entry of pub- 
lic health agencies into the field in Maryland 
is told by Baldwin’s summary of two yea® 
experience(2). Е 
The few articles that have appeared m 
popular magazines, for example, We 
Learned to Live with Epilepsy” in Parenti 
Magazine, January 1953, "They're Beating 
the Devil Qut of Epilepsy" in the Readers | 
Digest, January 1953, and “No Wonder Ер“ 
leptics Are Bitter" in the Saturday Бой 
Post, March 28, 1953, produced a deluge 9 
thousands|of letters inquiring mainly b 
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treatment facilities. This deluge inundated 
the asthenic National Epilepsy League head- 
quarters in Chicago and gave eloquent evi- 
dence of the urgency and magnitude of the 
problem. Presumably stignfatization and 
guilt have largely prevented interested lay 
people from organizing and joining forces 
to better the lot-of the epileptic as similar 
groups have done for the infantile paralysis 


victims for example. e 
Epilepsy continues to be more than a medi- 
cal problem. * Ed e 
. D 
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MENTAL HEALTH IN EDUCATION 


W. CARSON RYAN, Pu.D. 


Five major goals for mental health educa- 
tion were developed this past year by the 
Michigan Department of Public Health on 
the basis of replies from 64 experts in the 
field: (1) to disseminate knowledge and de- 
velop understanding of the underlying prin- 
ciples of mental health; (2) promote the de- 
velopment and maintenance of good mental 
health in children ; (3) create informed'*pub- 
lic interest in the problem of mental ‘illness ; 
(4) develop the community aspects of the 
mental-health program; (5) prémote train- 
ing of personnel. With respect to the second 
of these goals the report specified: Train 
teachers and school administfators in child 
development theory, in the elenf2nts of the. 


psychology of adjustment necessary to recog- 
nize children with problems, and in develop- 
ing the ability to maintain a mentally healthy 
classroom atmosphere ; promote screening of 
personnel in an attempt to assure well- 
adjusted teachers ; develop mental-health cur- 
ricula in school systems to help children 
fnake satisfactory adjustments, and in gen- 
eral adjust school practices to children’s 
emotional needs ; develop mental-health liter- 
ature appropriate for school children of all 
ages(1). 

Tn the same issue of Mental Hygiene, con- 
taining this statement of goals, Peter Blos 
emphasizes the interaction between the edu- 
cative process and the principles of mental 
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health. He points out that a significant part 
of childhood’s destiny lies in the hands of its 
teachers; that a reasonably stable relation- 
ship between teacher and child is essential 
for the maintenance of self-respect ; and the 
fact that children experience emotions in 
relation to learning and school life should be 
recognized and made part of the learning 
experience. 

Lawrence K. Frank, former director of 
the Caroline Zachry Institute, has recently 
summed up the modern viewpoint of educa- 
tion and its mental health possibilities аз? 
follows: “Basic to children’s learning is a 
conviction that with understanding, affec- 
tional guidance, theySe, and will develop 
into healthy personalities with a feeling of 
worth and dignity(2). The final report of 
the Midcentury White House Conference on 
Children and Youth, made available early in 
1953, notes the change from the traditional 
concept of “learning” to one concerned with 
mental hygiene, involving better understand- 
ing of the “wholeness of the person—physi- 
cal, emotional, social, intellectual, spiritual,” 
and a new conception of the integration of 
the personality (3). ў 

Helping teachers and school administrators 
"improve the school life of the child from 
the point of view of its usefulness to him in 
developing his mental health" was the pur- 
pose of the Detroit School Mental-Health 
Project, which recently completed 5 years’ 
work.(4). The project was extensive rather 
than intensive; its goal, the official report 
says, was to reach as many as possible of the 
10,000 teachers in 600 schools in the Detroit 
metropolitan area, rather than to concentrate 
on the staffs of 1 or 2 schools. More than 
2,800 teachers took the beginning 2-hour 
‘credit course in education for mental health, 
and 558 of these took a second and advanced 
course. As many as 3,860 teachers attended 
shorter institutes on the subject, and ap- 
proximately 5,000, in connection with their 
teachers’ meetings, heard a series of 4 radio 
programs addressed specifically to them. 
Some of the by-products of the project were: 
fewer looked upon mental illness With fear 
and hopelessness; there was greater readi- 
ness to use the services of the psychiatrist 
and psychiatric social worker ; and more at- 
tention was paid to education for family liv- 
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, the Centej and the school with which 


ing. “We are ourselves convinced,” say thog 
in charge, “that many teachers involved; 
this program are living and teaching шо 
than before in accordance with the principle 


pils, conduct themselves in such a way tha 
pupils are able better to attend to their ай 
needs, [moreover] there appears to be mort. 
widespread concern about mental health, no 
only in thé schools but in the community, 
School people are more conscious of the need 
for visiting teachers, child-guidance centers 
and other resources in the school system ani 
the community as a whole." 5 
How to get better understanding of те 
tal health in the classroom was the subject 
of discussion ita number of workshops dur. 
ing the year. “The Teacher and the Roa 
to Mental Health” was the theme of the 
Uniyersity of Oklahoma workshop in July 
Topics included: development of healthy 
family relations for the “preschooler” and tlt 
impact of school experience on him; organ 
izing the curriculum for maximum persond 
and social development of the child; disc 
plinary problems ‘and good mental health: 
principles; the mental health of teachers) 
using state resources and developing state 
wide programs for mental-health improve 
ment in the schools(5). A Massachusetts 
workshop in mental health grew out of 
common interest on the part of represent 
tives of State Departments cf Education att 
Public and Mental Health. It gave particula ў 
attention to the emotional needs of children; 
parent-teacher relationships, and the role 0 
guidance in teaching. The major benefit 0 
the workshop, it was found, was not so 1000 
the increase of fundamental knowledge ® 
“the improvement of attitudes through € 
periencing democratic participation which 
fostered growth and lessened tension” (6): 
Consultation service to public schools by 
“mental health team” is a plan experimented 
withat the Mental Health Center in Phoen 
Arizona, where 5 disciplines—psycholog 
clinical psychology, psychiatric social wo% 
mental health nursing, and_social-scient® 
research—were ll utilized, with the psy 
chologist serving as the chief liaison Бе 
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team worked(7). Only moderate gains were 
claimed, but the fact that the school wel- 
comed the service was felt to be important, 
and there was general agreement that the 
team method leads to a mutual learning ex- 
perience for both the Center*staff and for 
the school personnel, with resulting better 
services for the children. ү 

That private and public schools alike have 
become much concerned with mental health 
is indicated by a significant leaflet, distribu- 
ted by the National Council of Independent 
Schools, entitled Some Inquiries Helpful in 
Appraising Mental Health іа Schoof?(8). 
Typical questións were: What kinds of re- 
spect is accorded the learnings that come by 
way of activities? Do the children have a 
sense of belonging, éach one to something, 
in which he is a responsible participant? 
Does the routine that cares*tor behavior of 
individuals witltin the classroom or within 
the school take into account that behavior is 
much more than contribution or infraction; 
that behavior is evidence of what a pupil is 
inside, and where he is emotionally and on 
the ladder of growth and learning? 

The flow of helpful, nontechnical books 
and pamphlets for parents, children, and 
youth continues unabated (9, то). Especially 
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Henry A. Davidson(1) writing about 
“Psychiatry and Euphemistic Delusion” 
points out that delusions fool nobody for any 
length of time. He writes: 

If we improve the operation, we do not need to 
sweeten the word. And if we fail to improve the 
operation, it is a futile bit of word play to invent a 
new term. The true meaning always wears through 
the verbal varnish. 


Tt would be euphemistic to claim that psy- 
chiatry is making general progress in in- 
dustry. The actual situation seems, t6 be 
this: Quite a few medical directors and 
other members of management have become 
seriously interested ig the tse of psychiatry. 
They recognize costiy psyghiatric problems 
in фе? own industries. They, want help in 
solving them, They have authority to hire it. 

But, in accord with usual industrial pra 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


527 


timely is a recent publications on films for 
use in psychiatry, psychology, and mental 
health prepared by the Medical Audio-visual 
Institute of the Association of American 
Medical Colleges. It includes 51 critical re- 
views of films in this area(1r). 
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Independent Schools, Bos- 
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IN INDUSTRY 


F. W. DERSHIMER, M.D. 


tice, they have been observing psychiatric 
“operations” and its products. They are 
observing the results of psychiatric treatment 
on fellow employees, relatives, friends, and 
themselves. Ы 

When they thus scrape through the “ver~ 
bal varnish” of psychiatric sales literature, 
they develop grave doubts as to whether they 
can safely use the product to advantage. 

Thés refusal to buy the present usual psy- 
chiatric product may be a beneficial act. It 
may prove, in the course of time, to have 
preserved ań opportunity for psychiatry such 
as we hag, andlost, afte? World War I 

Many industrialists appear to be in agree- 
ment with Judd Marmor(2) in his paper on 
the god complex as an occupational hazard 
of psychotherapists. As Marmor writes, one 
prominent attribute of psychotherapists is 
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their refusal to learn. In response to a basic 
state of insecurity, they strive, instead, to 
appear omniscient. 5 

In industry, we observe evidence of this 
attribute so often that we are in danger of 
condemning all practicing psychiatrists for it. 
Like some other practicing physicians, psy- 
chiatrists too seldom call upon the industrial 
physician for available information about 
either their patients or the mores of industry. 
In some cases, they make obvious efforts to 
avoid or circumvent the industrial physician. 
Such behavior does not improve the reputa- 
tion of psychiatrists, 

А common example is seen, over andover, 
The self-diagnosis of the patient is accepted 
when he attributes his*tisturbance to his job 
or other working conditions. He is removed 
from work, for, rest and psychotherapy. 
Months later he is returned as “cured” but 
with the recommendation to management» 
that he be given a different kind of job. 

In these cases, most industrial physicians, 
can and gladly will supply accurate and jm- 
portant histories, if queried before the un- 
realistic diagnosis has been made and treat- 
ment prescribed. And this is the only time 
it can be useful to the psychiatrist and his 
patient. 

It is a pleasure to report that a few prac- 
ticing psychiatrists are taking advantage of 
this opportunity. They are learning, as a 
result, to avoid misleading their patierits 
about the realities of the business world. 


PSYCHIATRIC NURSING 
MARY E. CORCORAN, К. №, Betuespa, Mp. 


‚ A review of activities in psychiatric nurs- 
ing during the year indicates that official 
nursing organizations are progressing with 
their plans to “meet the nursing needs of the 
mentally ill" (1). Ф 
A Coordinating Council of the Americam 
» Nursing Association and the National 
League for Nursing called a special meeting 
of representatives of other -organizations, 
interested in the welfare of the mentally ill, 
to consider the means by which organized 
nursing "can move in a concerted manner" 
(2) to accomplish its objectives. 
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* which,to transrhute the allegedly base metal 


Psychiatric patients mislead themselyes too 
readily. They are not cured by supporting 
their delusions. | 
Business is motivated by self-interest, b 
mores are based on this. When busines, 
leaders like Crawford Greenewalt and 
jamin Fairless frankly support the intelli 
application of this motivation, they do more 
in my opinion, to promote mental health than, 
do many psychiatrists. | 
They bring the problem down to reality, 
They eliminate the need for miracles, for 
panáceas, for a philosopher’s stone with 


of human nature into the alleged gold of 
something better. m 
They define, at least Бу -implication, bur 
‘problem in human terms. Our first and 
problem in psychiatry is not to make men. 
over, not to elüninate self-interest, but to. 
cure and prevent the mental disease which 
interferes with promoting self-interest it 
telligently. | 
Lasting progress, in or out of industry, 
depends upon dur progress in solving this | 
great problem. , Industrialists who criticize | 
our “operations” are trying to help us ad- 
vance our own self-interest intelligently. 
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The committee included representatives 
from The American Psychiatric Associationi 
the Group for the Advancement of Psy 
chiatry; the National Association for Men- | 
tal Health; the Committee on Mental Health | 
of the American Medical Association; the | 
American Hospital Association; the U. » 
Public Health Service; Veterans Adminis 
tration; the National Federation of Licens | 
Practical Nurses; thé Planning Cot! 
Working toward Natioral Organization for 
Psychiatric Aides; and others, in adito? - 


to members from the nursing organizations 
^ Bi 
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They met in New York City for 2 days 
` in April 1953 and from their deliberations 
came increased understanding of the prob- 
lems involved and concurrence in recom- 
mending progressive action. With the ex- 
ception of the 2 members representing the 
psychiatric aides, the group recommended, 
“That nursing assume the leadership and 
responsibility for the training of all nursing 
personnel rendering care to psychiatrij* pa- 
tients and to look to The Amefican Psychi- 
atric Association and other professional psy- 
chiatric groups fgr critical evaluation and 
psychiatric concepts that should be usefi in 
providing nursing care and training fof that 
care"(3). ! 

Additional recommendations approved by 
the coordinating council included provision 
for continuing study of “progrgssion in nurs- 
ing education and from practical nursing and 
psychiatric aides training into professional 
nursing” (4) and for continuation of the 
committee and other items. > 

At The American Psychiatric Associa- 
tion's annual meeting(5) in Los Angeles, 
May 4 to 8, the number of nwrses present 
and participating in sessions concerned with 
psychiatric nursing was gratifying. hj 

Ап overflow attendance participated in a 
round-table panel discussion of the topic “1п- 
terpreting the Functions of Nursing Services 
in Psychiatric Hospitals to the Public." 
Members of the panel presented their view- 
points interestingly and audience participa- 
tion was lively. Mn 
* At the National League for Nursing bien- 
nial convention held in Cleveland, Ohio, in 
June, Dr. Bernard H.. Hall addressed a large 
audience of members of the American Nurs- 
ing Association and the National League for 
Nursing. His subject was “A Colleague 
Looks at Psychiatric Nursing" (6). A panel 
ОЁ nurses discussed the presentation and 
comments from the audience attested to the 
interest the topic aroused. 

From the states come items indicating 
Progress in education of personnel caritig 
for patients in mental hospitals. New York 
State Department of Mental Hygiene con- 
tinues to provide leadership in hursing educa- 
tion. Nine of the basit nursing schools(7) 
Conducted by the department are approved 
for temporary accreditation by the PIC 
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ing Service of the National League for 
Nursing. 

Eight collegiate institutions(8) in New 
York State are offering programs in arts 
and sciences to student nurses enrolled in 
the basic schools of nursing conducted by the 
New York State Department of Mental Hy- 
giene. Approximately 200 students are cur- 
rently enrolled. They will earn credits for 
their work in the colleges and learn the nurs- 
ing arts at the home hospital. 

Practical aspects of psychiatric nursing 
ase well presented by Dorothy Clark(9), 
Assistant Director of Nursing Services, Cali- 
fornia Départmgnt of Méntal Hygiene, in an 
article entitled, "Tbe „Little Things Do 
Count.” She states thatsbecause these “little 
things” make the difference between custo- 
dial and therapeutic care, they are the essen- 
tials in the nursing care of mentally-ill pa- 
tients. Among the items mentioned is the 
importance of appearance. The kind of 
clóthing provided, its ге, апа appropriate- 
ness ihfluence patient behavior. 

A subcommittee on clothing for mental 
patients(10) established by The American 
Psychiatric Association, Mental Hospital 
Services, has devoted its effort to promote 
improvement in the kind of clothing pro- 
vided for patients in mental hospitals, Miss 
Annie Hall, Director of Nursing for the Vir- 
giniae State Hospital System, was appointed 
chairman, She was succeeded later by Miss 
Helen Edgar, Director of Nursing at the 
Philadelphia State Hospital. One achieve- 
ment of the committee was an interesting 
exhibit of clothing which was on display at 
the Mental Hospital Institute, Little Rock, 
Arkansas. The garments were made of 
nylon-orlon fabrics ‘and had been tested in 
State and Veterans Hospitals. Interest in 
the exhibit and participation in the session 
devoted to clothing indicate that the topic 
is considered important to those concerned 
with paffent care. 
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OCCUPATIONAL THERAPY 
3 
LAWRENCE F. WOOLLEY, M.'D., ATLANTA, Ga. 


Outstanding in organizational development 
is the completion of the constitution for tht 
World Federation of Occupational »Thera- 
pists(1, 2). The Americaa Occupational 
Therapy Association нев been accepted as a 
member in the World Federation. In the 


U. S. there are 27 individual members, 8” 


individual” subscribers, and 1 contributing 
member as reported in October 1953(3). « 
Attempts to definexapplications of occupa- 
tional therapy to specific problems are in- 
creasing in number and excellence. Condon 
(4) gives a valuable study of the manage- 
ment of the manic-depressive, pointing out 
that manic patients may be calmed by quiet 
repetitive activities, Slow, careful brushing 
on of paint; making small mats rather than 
a large table cloth; weaving simple patterns 
are emphasized. The constant facing of re- 
ality; making reality attractive by showing 
constructive ways to get attention ; proteétion 
from ruining the project by impulsiveness ; 
planning to avoid the cycle of failure, loss of 
self-esteem, and grandiosity are also stressed, 
and ways of achieving these goals illustrated. 
‚ Depressed patients must have tasks assigned 
since their low initiative keeps them from 
choosing. Menial, monotonous tasks help to 
assuage guilt feelings. Depressed patients, 
given good materials, may feel more guilty 
and spoil the task to prove unworthiness. Re- 
assurance in simple tasks helps the patient to 
avoid destructive tendencies. As improvement 
takes place the patient becomes moré’aggres- 
sive ; this is a signal for closer supervision to 
prevent suicidal attempts. Dangerous tools 
should be avoided. Direct compliments are 
omitted. The task is to be guided by “kind 
firmness." Tolerance of postshock confusion 
is aided by guidance and reassurance. Useful 
tasks should always be chosen. The exam- 
ples and discussion are excellent. 


æ. 


or rural), type of residence, financial stati 
domestic situation, etc., play a role. A за 
period of care within the institution leads! 
a follow-up program for І year. Clubs & 
encouraged. Mossack finds that the ave 
alcoholic in a private institution shows lit 
interest in manual skills or cultural pursi 
and suggests that longer hospital residen 
might help. 

As part of,a discussion of hearing impa 
ments(6, 7, 8, 9), Ness presents techniq 
for gaining tlie attention of the deaf pers 
ways to facilitate the use of lip reading 0f 
hearing aid ; methods of instruction ; and d 
phasizes the need for safety and protect 
devices. Activities not dependent upon? 
auditory sense are chosen ; most crafts сай! 
used. Bibliographic material chosen i { 
well-illustrated pictorial magazines and “bë 
seller” fiction is well accepted. Interpersoh 
relationships contingent роп interviewil 
introduction, conversation, or general $ 
cialization are recommended. | 

Techniques and special problems are © 
cussed as applied to the aphasic child(10) 
the cerebral palsied(1r, 12); hemiplegt 
(13) ; the chronically ill (14) ; disturbed chi 
dren(15) ; geriatric patients(16) ; and p4f 
plegics(17). f 

Kurland and Krawiec(18) report on 5 
use of drama in psychotherapy in a state ү 
pital. They indicate that the activity 14 i 
from soliloquy on an empty stage to the 
of elaborate props with the whole litera 
of the drama. The opportunities provid 3 
socializing and bringing about a psycho 
cal awareness are limited only by the їл © 
ity of the director of the group. ° y 

Friedman (19) offers the following ™ 
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gested procedures for the use of art in ther- 
apy: (1) organization of the program to 
formulate a work plan applicable to the emo- 
tional and intellectual needs, (2) aid in de- 
veloping an appreciation of аг? forms as re- 
lated to daily activity; and (3) establishment 
of normal work tolerance and acceptablé at- 
tention span. He advises an atmosphere of 
ease and informality ; discussion of art én re- 
lation to the patient's experiemces ; explora- 
tion of latent talents and skills, and little aca- 
demic teaching. The aims and “objectives 
should include ethphasis on appropriatgness 
and the development of aesthetic judgment. 
The attitudes of the therapist should never 
convey an air of tolerance or of resignation. 
There is some discussion of the choice of 
materials, j 

New schools for trainjfé occupational 
therapists are ufgently needed in Canada 
(20). President Campbell of the Canadian 
Association for Occupational Therapy sec- 
ommends undergraduate and graduate medi- 
cal training in rehabilitation, establishment of 
professorial chairs in universifies, provision 
of adequate training facilities, and the grant- 
ing of degrees in rehabilitation medicine, He 
believes all nurses should be educated in the 
subject by proper provision in the nursing 
curricula and that a vigorous recruiting pro- 
gram be started. He holds that the term “те- 
habilitation" is more completely inclusive of 
the needs of the handicapped person and 
should replace thé term “physical medicine.” 

The A. O. T. & is again to be commended 
for its excellent Buyers’ Guide(21). 
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PSYCHIATRIC SOCIAL WORK 
HESTER B. CRUTCHER, М. S.S., Aunany, N. Y. 


Research.—One of the criticisms of psy- 
chiatric social work has been lack of research. 
Most of the literature has been descriptians 
of practice or sharing of experiences. "This 
year, however, research has come into its 
own. The April issue of thesJoureal of the 
American Association of Psychiatric Social 
Work contains 3 significant papers on this 
Subject—Method of Social Wofk Research 
in Schizophrenia (т), Psychiatric Cése Work 


Interviewing as a Research Method in the 
Human Relations Field(2), and Some Es- 
sentials in the Evaluation of Social Case 
Work(3).  « 

Administratio of a greup research pro- 
gram for student social workers(4) is an- 
other contribution in this field. 

АП of these articles suggest methods and 
possibilities for further research along simi- 
lar lines. 


< 


The findings of a most comprehensive 
piece of research yet ‘undertaken in the field 
of psychiatric social work, a study that has 
been in preparation for some years, were also 
released this year with the publication of 
Berkman's Practice of Social Workers in 
Psychiatric Hospitals and Clinics(5). We 
have for the first time a comprehensive pic- 
ture of psychiatric social workers, their loca- 
tion, and responsibilities. This study under 
а grant from the National Institute for Men- 
tal Health, was made primarily to secure 
data that would facilitate planning for pro- 
fessional education'in this field; it has long 
been realized that teaching iñ any profession 
must be closely reláted' to practice if the stu- 
dent is to be adequately equipped. The study 
provides smple material for an evaluation of 
professional education in terms of present 
practice of social workers in psychiatric get- 
ings. The need for the extension of present 
professional training facilities is brought 
forcefully to our attention by the fact that 
55% of the social workers in psychiatric hos- 
pitals and 14% of those in psychiatric clinics 
do not have professional training. But this 
ambitious piece of research brings to light 
many other important implications for the 
field. One of these is the fact that 2% of 
the psychiatric social workers reported that 
they were iüvolved in research studies of 
various kinds, frequently in collaboration 
with other members of the psychiatric team. 
Since research is essential in the development 
and improvement of any professional field, 
it would seem that psychiatric social workers 
are assuming responsibility for testing and 
evaluating social case work to a greater ex- 
tent than has been recogaized. 

Another interesting fact brought out by 
the study is the need for program planning 
for social workers in psychiatric settings, 
There seems to be a decided tendency to allo- 
cate the social worker to special, services 
rather than to recognize his unique contribu- 
tion in the total treatment plan in collabora- 
tion with other disciplines. With the short- 
age of personnePthe use of his specific skills 
in dealing with patients is an important con- 
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sideration for both psychiatrists 
service administrators. On the by 
factual data provided by this study; 
are evident and both sound and p 
developments for the field of psyd 
cial work can be expected. 

Other Developments.—That so 
ers are taking their teaching res 
witl? allied disciplines seriously 
creasing use*of these services is b 
is evident from various articles ой | 
їйє of medical and nursing studen 
9).* While psychiatric social wo 
worked extensively with alcoholies, 


It is therefore gratifying to see tha 
beginning a sharing of experience 
field, as shown. in the article, “Т 
Worker and the Alcoholics Anonym 
gram in a State Hospital” (то). —— 

Although there has been little wi 
year on the family care of mental) 
there is increasing interest evid@ 
seminars on this subject in various) 
the country, the proceedings of 
not.yet available, 

This has been a year when pasti 
has been particularly evident and 80Ш 
ning for future developments has 
possible. 
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| OUTPATIENT PSYCHIATRY AND FAMILY CARE 
WALTER E. BARTON, M.D, Borrow, Mass. 


Since appropriations became available un- 
der the National Мема! Health Act ig 1947, 
457 new mental hygiene clinics have heen 
established in the United States, According to 
Curran(1) one haH of the 1,228 clinics, now 
operating, are in communities with ,fewer 
than 100,000 population. In thé smaller com- 
munities, as well as in the larger, tbe demand 
for psychiatric services fae exgeeds the sdp- 
ply of trained personnel available to staff the 
needed clinics, ` The professional réquire- 
ments for psychiatrists, social workers, psy- 
choldgists, and public health nurses working 
in semirural areas must be as high as in 
urban centers because of the у demands 
for their services beyond éAdividual treat- 
ment of clinic patients, 

Koren and Joyal(2) believe that clinic 
patients should be charged а fee, even thoagh 
nominal, for without some sacrifice by the 
patient treatment becomes mort difficult and 
progress slower, Infantile dependency re- 
actions are perpetuated when fees are not 
charged. Attitudes toward fees may bessen- 
sitive clues to the dynamics operating in 
patients, 

The psychotherapy of major mental illness 
is now being undertaken in outpatient clinics 
as illustrated by the repor® of Beck(3) who 
describes’ a favorable outcome in a patient 
with schizophrenje reaction who had been 
pick for 7 years, The patient was seen in 
the clinic for an hour a week, 

in 


In order to stimulate positive 
the mental health of a community, М 

(4) believes the clinic should provide help 
for teachers in schools and colleges. Coun- 
telling and consultative services were pro- 
vided also to other social agencies. 

For many years, child guidance and mental 
hygiene clinics have been under severe pres- 
sure from case loads greater than the staff's 
Strength to meet them. In the interests of 
doing careful, high quality work, most clinics 
have devised waiting lists for all but emer- 
Rencies. Morris and Sotoker (*5) interviewed 
72 persons by telephone had been on a 
Clinic waiting list several 6 months, 
Exactly one half of the persons interviewed 
felt they no longer had the prolfems for 


which they had sought help. Most had cleared 
without outside assistance, The other pa- 
tients still had their troubles but were dis- 
couraged by the long waiting period. 

Dr. Warren(6) and his group sought to 
determine the adequacy of outpatient treat- 
ment given disabled veterans 
in Arizona. Five patients were scen 
йл а 3-усаг period once or oftener by the 
mental hygiene clinic ; 100 were being treated 
on < бошаса On these, 36% 
were being treat тв, 
39% by ph; А wwe 


/ у in psy- 

echiatry, and 25% by Board certified psychia- 
trists, Thirty patients, seleeted at random 
from the mental h clinics, and a simi- 
lat number from treated by "fee-basis 
physicians,” and 30 receiving no 


treatment, were compared, All had psycho- 
neurotic disorders, The average of 
treatment wagas follows: 33 months for fee- 
basis veterans, and 8,9 months for clinic pa- 
tients ; relative improvement in the 3 groups 
is shown in Table 1, 


TABLE 1 Y 
RaxATIYE Evrecrivennss оғ, Метиор 
LO 
Sian 
=. M tenent we 
"n Veterans, 0 » 10 x 
Clinie Patients... 13 53 27 7 
Controls sss.. 0 ^" 10 6 
After speculation og the findings, the authors 
conclude that the team approach in the men- 


VAMILY, CARE 
‘The slow growth in the use of family care 


ental 
were placed under the foster home 
Cummings(7); 67 of 
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turned to the hospital. Sixty-six percent of 
the patients placed ій family care had been 
ill for 5 years or over. 

It is estimated that there was a saving to 
the taxpayers of some $500,000 through this 


PATIENTS IN FAMILY CARE IN THE UNITED STATES 


June 30, 1953 


NEW SOLE оа е еее ене зое“ 2,317 
Michigan .. 1,188 
Illinois .... 768 
California 627 › 
Ohio ..... 330 
Maryland * 272 
Massachusetts . 257 
Veterans Administr: 183* 
Rhode Island ... » 183 
Connecticut .......... бой е 
North,Carofina ...... eene 16* 
Total 1953 
1952 .. 
1951 
* These reports covered аЙ earlier 12 months’ period than 
30 June 1953. » 


operation in the Veterans Administration. 
One of the most tangible values, of course, 
was the release of beds for others on the 
waiting list. Cummings felt that improved 
health and behavior resulted in the patients 
placed in foster homes. 

Crutcher(8) reports that 165 continued- 
treatment patients were placed in familp care 
last year in New York State. An increasing 
number of low-grade children from the 
Rome State School have been placed in good 
homes under resourceful caretakers. She 
notes the following trends in family care: 
(1) More work is being done with the pa- 
tient’s family to help. them understand his 
problems. (2) More is ? being done to help 
the patient understand his family's attitudes. 
(3) Group meetings with caretakers have 
helped them accept the patient, his goals, and 
his limitations. (4) Caretakers visit patients 
who have had to be returned to héspital to 
maintain contact and the expectation of re- 
placement. (5) Occupational therapists are 
helping caretakers plan activifies forspatients 
in the family cate home and in, community 
recreation. (Margaret Platner of the Illinois 
Department of Public Welfare stresses this 
point also.) (6) Patients are not brought 
back to the hospital if they can be helped in 
the community. (7) There is greater need 


for homes in cities and suburbs close to com- 
munity resources for work and training. 

Main(9) reports that Ohio has ro patients 
coming to an institution 5 mornings a week 
for day care. They return home to their 
families at night. Yerbury(10) indicated 
that Connecticut is discharging patients over 
65 years old eligible for Old Age Assistance 
benefits. These selected patients are placed 
in convaleséent hospitals where the cost is 
borne by, ће State. Kettle(11) of Norwich 
(Connecticut) State ‘Hospital has 100 pa- 
tients so placed. Only 13% had to be re- 
turned to the hospital for further medical 
or psychiatric treatment. Regan(12) reports 
that the Rhode Island State Hospitdl dis- 
charged 198 patients from family care last 
year. California called to the attention of its 
Legislature 
care; it costs less to suppórt a patient under 
this plan than in the hospital. 
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ADMINISTRATIVE AND FORENSIC PSYCHIATRY 
WINFRED OVERHOLSER, M.D., Wasuincton, D. €. 
Interest in administrative psychiatry, Annals of the American Academy of Politi- 


judging by the number of articles appearing 
during the past year, is on the increase. 

David Rioch and Staton(1) discuss mieu 
therapy, with particular emphasis on the de- 
velopment of hospital groups as a contribu- 
tion to therapy. Adland(2), basing his arti- 
cle on a study conducted in a small private 
mental hospital, considers the problems pf 
administrative psychotherapy tand the. im- 
portance of the.resolution ‘of diversities of 
Opinion between therapist and administrator. 
Freeman and Schwartz(3) describe what 
they term a motivation centre in which the 
efforts of various types of hospital personnel 
are concentrated on regrgssed patients. 
Baganz(4) presents the reSults of a ques- 
tionnaire study directed to hospital adminis- 
trators, and emphasizes the need of certifica- 
tion of mental hospital administrators—a 
project now well under way Бу a special 
committee of The American Psychiatric As- 
sociation. Cameron(5) emphasizes the im- 
portance of the Central Inspection Board in 
bringing about higher standards in méntal 
hospitals, and Blain(6) discusses recent 
trends in organized psychiatry. Gottlieb(7) 
states that the responsibility that the admin- 
istrator is willing to assume has much to do 
with the success of research activities being 
integrated into the total function of the hos- 
pital. Kaufman(8) cites illustrative cases 
in discussing the rôle of the psychiatrist in 
the general hospital. 

Dunham (9) points out the need of careful 
epidemiological studies in assessing the value 
of preventive programs. Goldhamer and 
Marshall(10) study a century of mental hos- 
pital admission rates in Massachusetts and 
arrive at the conclusion that in that whole 
period the rates for the age groups 20 to 50 
years inclusive have shown no substantial 
change. 

Maclean(11) points out a trend toward 
simplification in the regulations and laws 
governing admissions to mental hospitals. 
Sclare(12), a British: psychiatrist, makes 
some interesting observations on the mental 
patient fh America. Finally, mestion should 
be made of the fact that the ДЗ of the 


cal and Social Science for March 1953 (vol. 
286) is devoted to the topic of Mental 
Health in the United States. The article by 
Barton (p. 107) on hospital services for the 
mentally ill has particular reference to some 
administrative problems. 
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FORENSIC PSYCHIATRY 


During the year considerable attention has 
been focussed on the relations of mental dis- 
order to responsibility and punishability for 
offenses. Two articles(1) discuss phases of 
the Straffen case, a British trial which stirred 
up much comment on both sides of the At- 
lantic. One of the notes(2) points out that 
the M'Naghten Rules "recognize a lack of 
criminal responsibility for a much more re- 
stricted sphere than any other European 
legal syÉtem." Warner(3) makes a none too 
strong defense of the status quo in a Penn- 
sylvania case in which a moron was allowed 
to plead guilty to first degree murder. Wael- 
der(4), int discussing the problem of respon- 
sibility, advocates consideration of the .3 
criteria of dangerousness, deterrability, and 
treatability of the offender determining dis- 
position. An unsigned note(5) criticizes the 
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majority opinion of the Supreme Court 
whereby an Oregon law placing the burden 
of proof of insanity was upheld—a decision 
from which Mr. Justice Frankfurter dis- 
sented in his usual clear and forceful way. 
Cruvant and Waldrop(6) present an inter- 
esting study of the murderer in the mental 
institution. Of over 32,000 admissions to 
Saint Elizabeths Hospital they found only 
81 accused of homicide, and conclude that 
there is no such psychiatric entity as the 
"insane killer.” Smith(7) presents a strong 
argument for the concept of partial respon: 
sibility. Daumezon and Paumelle(8) de- 
Scribe a case of a 57-year-old ovsessional 
woman who, after a topectomy, showed vio- 
lence toward her mother and had to be com- 
mitted. By far the most important pro- 
nouncemen: in the field of responsibility is 
found in the British Royal Commission on 
Capital Punishment, the report of its four 
year's deliberation has just appeared(9). 
The Commission would prefer abolishing all 
“tests,” but agree that if any are to be used, 
the M’Naghten Rules are indaqeuate and 
should be supplemented by a further provi- 
sion that the accused was “incapable of pre- 
venting himself from committing” the act. 
Further, the Commission recommends that 
every person charged with murder be men- 
tally examined before trial—the principle of 
the Briggs Law of Massachusetts. These 
recommendations have been acclaimed by 
the Lancet(10) and British Medical Jour- 
nal(11). 
Several articles have discussed evidence. 
Reese and Hodgson(12), for example, con- 
sider the psychiatrist in court. Griffin(13), 
on the same subject, urges the establishment 
by the courts of clear criteria of "expert- 
ness.” A note in the Harvard Law Review 
(14) considers psychiatric assistance in the 
determination of testamentary capacity, with 
Some sound recommendations for improve- 
ment. The views of the lawyer ave well 
stated in an article by Viscount Simon(1 5). 
A thorough discussion of drug-induced 
revelation and criminal investigation is pre- 
sented by Dession and Rediich(15) and as- 
sociates of the Yale Law and Medical 
Schools. A note in the Northwestern Law 
Review(17) considers a recent case in Illi- 
nois in which confidential communications 
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to a psychiatrist were held privileged in the 
absence of a statute. 

The law of sexual sterilization in Penn- 
sylvania is considered by Challener(18). A 
few articles on commitment may be men- 
tioned» Branch(19) reports the new Utah 
law-«—modeled on the Draft Act prepared by 
the National Institute of Mental Health— 
to be efficient and workable. A note in the 
Virginia Law Review(20) criticizes the de- 
cision of the United States Court of Appeals 
in holding that the United States has no 
right to detain-petmanentlz insane" persons 
charged with crite. ? 

A growing interest in the subject is re- 
vealed by the new books. A recent issue of 
the Ohio State Law Journal(21), for in- 
stance, is devoted to Law and Psychology. 
Father Pickett'of Ottawa has written a vol- 
ume Mental A fflittion and Church Law(22). 
Dr. L. H. Cohen's(23) Murder, Madness 
and the Law, Neustatter’s(24) Psychological 
Disorder and Crime, and Overholser’s (25) 
The Psychiatrist and the Law may also be 
mentioned. 

Most of the'state legislatures were in ses- 
sion during the year, with the usual copious 
output of new laws—a few provisions may 
be noted. 

Colorado(26) follows the lead of New 
York and New Jersey in making certain enu- 
merated sex crimes punishable by an inde- 
terminate sentence of from one day to life; 
psychiatric examination before sentence is 
provided. New Jersey(27) established a 
neuropsychiatric institute at Skillman for the 
study of various types of nervous and men- 
tal disorders. North Carolina(28) set up a 
scholarship loan fund for medical students 
and nurses specializing in psychiatry at the 
3 medical schools of the state. Kansas(29) 
established a treatment centre for “emotion- 
ally, mentally, and socially disturbed chil- 
dren." That State also enacted a law releas- 
ing the state hospitals and physicians thereof 
from liability for damages resulting from 
psychiatric shock treatment “if approved and 
accepted methods are used”—an interesting 
reaction to the spate of malpractice suits on 
this ground entered and threatened (30). 
Tennessee(31) ‘passed an act to regulate the 
Practice of psychologists. One provision is 
to the effect that a psychologist or psy- 
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chological examiner who engages in psy- 
chotherapy must "establish and maintain 
effective intercommunication with a psycho- 
logically oriented physician." Nebraska (32) 
provides for a legislative cottncil to study 
ways of providing for the needs of {Йе aged. 
The new Missouri commitment act(33), 
modeled on the Draft Act of the National 
Institute of Mental Health, has beqn de- 
clared unconstitutional by ae lower* court, 
most curiously on the request of the very 
department charged with its adnfinistration | 
Е 
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MILITARY PSYCHIATRY 
: * JOSEPH S. SKOBBA, M.D., ATLANTA, Ga. 


The Korean War has continued to give an 
opportunity for further study and evaluation 
of the management of combat neuroses. Glass 
(1) in a historical: review of psychiatry in 
the Korean campaign describes extension of 
the division psychiatrist’s function from 
treatment and evaluation to prevention. 
When conditions permitted, the division psy- 
chiatrist made periodic visits to battalions 
and other divisional units to aid in the psy- 
chiatric orientation of units. Whenever pos- 
sible, the psychiatrist gave indoctrination 
talks to line officers. 2 

Glass evaluated the use of nonconvulsive 
shock therapy in the treatment, of combat 
neuroses with evacuee patients from Korea. 
Daily Jionconvulsive theraby was given for 
7 to 10 days. About 50% off those treated 
showed varying degrees of improvement. 


The patients treated were considered to be 
less suitable than those in the division areas. 
He doubts that nonconvulsive shock therapy 
could be of any practical value in the early 
phases of emotional breakdown in combat as 
the time required “ог such treatment exceeds 
the 2- to 4-day period considered optimum 
for best results in the forward areas. 
Marren(2) calls attention to the fact that 
the clinical picture of combat casualties 
changes rapidly and that individuals who 
show marked disorganization and confu- 
sion can become alert and clearly oriented 
after/a 24-hour rest. Hg recommends that 
these réttions be recorded so, that on re- 
evaluation, individuals with this type of re- 
action will not be returned to combat as ex- 
perience has indicated that they do not do 
well. He stresses the importance of main- 


tes 


538 


REVIEW OF PSYCHIATRIC PROGRESS 1953 


[Jan. 


taining the psychiatric casualty’s identifica- 
tion with his combat unit, pointing out that 
this could not be done if the soldier was 
evacuated to rear echelons. He warns against 
indecision on the part of the psychiatrist, 
maintaining that hesitancy increases the anx- 
iety of the soldier and that precision and dis- 
patch gives reassurance, 

Teichner(3) is of the opinion that “com- 
bat fatigue” and “operational fatigue” are 
misleading terms. He believes that “trau- 
matic” and “war neurosis” are more clearly 
descriptive of the syndrome. He suggests 
the term “death anxiety neurcsis" »which, 
while not a pleasant one, would be more de- 
scriptive and accurate. He points out that the 


drive for self-preservation with its affective , 


aspect, fear of death, and the residue of the 
Oedipus complex, present in all to varying 
degrees, provides a neurotic potentiality from 
which combat may provoke symptoms of 
“war neurosis.” А 

Schnenck(4) describes in detail 4 examples 
of psychiatric contacts which vary from 
psychologic first aid to very brief psycho- 
therapy. A hypnotic approach was incorpo- 
rated. He considers the methods applicable 
in war- and peacetime military psychiatry 
where time limitation exists. 

Tolpin(5) in evaluating the duties of a 
guardhouse psychiatrist proposes additional 
functions that would help maintain good 
standards of performance from military per- 
sonnel and also reduce the number of 
prisoners. In addition to determining mental 
competence, the psychiatrist can advise as to 
the prisoner's ability to benefit from disci- 
pline and rehabilitative action. He com- 
pares time spent in the guardhouse with the 
recruit training period when many factors of 

' {һе erstwhile civilian personality determine 
the soldier's ability to adjust to military life. 
А re-evaluation should be made of the men 
under sentence. The psychiatrist can con- 
tribute helpful information concerning psy- 
chological factors contributing to the offense 
and, most important, the fitness of the man 
for return to duty on completion “of his 
penalty. p 

Brill, Beebe, and Loewenstein(6) studied 
the relationship of age to resistance under 
military stress. Reviewing World War I ma- 
terial, they found the conclusion that men 
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under 21 broke down in greater numbers 
than their proportion in the army would war- _ 
rant was based оп a doubtful assumption . 
that men sent into combat (in World War — 
I) were of the same age distribution as those — 
entering the army. Their study suggests that 
men 18-19 years old are the most emotionally : 
fit to resist the various stresses of military 
service and, that up through the age of 38 — 
at least, thers is no suggestion that any par- - 
ticular age is critical. 

Ginzberg, Herma, and. Ginsburg(7), in- © 
vestigating tlie problem óf the ineffective — 
soldier in World War II, found that the aim _ 
of the screening procedure to identify aid . 
reject every individual with a psychonetrotic — 
vulnerability was in error as it is not possible 
to define “potential breakdown" with suf- — 
ficient precisioz. Their findings indicate that - 
the student of the problem of breakdown © 
must pay more attention to environmental | 
stresses and supports in order to understand ` 
the causes of successful or unsuccessful per- ^ 
formance. Consideration of the stresses and ` 
strains which have no counterpart in civilian | 
life may yield important clues to failure in | 
the service. 

At one of the training centers, a program | 
of group psychotherapy of psychoses was 
conducted. In the treatment of all psychia- . 
tric patients, the emphasis was on return to — 
duty, and separation was made almost impos- — 
sible. While the length of hospital stay for 
some of the patients was ‘greater than tra- 
ditionally acceptable, this ‘program resulted 
in a marked reduction in the number of | 
transfers and separations as compared with 
the periods preceding’ and following this 
project. 

There was a marked trend in the develop- 
ment of outpatient treatment programs. The 
more nearly adequate psychiatric staffs avail- 
able probably accounted for this develop- 
ment. So effective was this method of re- 
ducing hospitalization that the previously 
crowded “open” wards were vacant for long 
periods. 
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+ PSYCHIATRIC EDUCATION 
| FRANKLIN G. EBAUGH, M.D., Denver, Coo. 


е е, AND 
ROBERT H. BARNES, M. D., Durnam, N. C. 
. 


Undergraduate «' Psychiatrice Education: 
While 1953 brought no major revamping in 
medical education, the proponents of feom- 
prehepsive medicine” became increasingly 
vocal and continued to place their convictions 
into practice. Alan Gregg(1) suggested as 
a new term for the “whole tree of medicine, 
including all its þranches”£"“Great Medi- 
cine.” Much of the dissatisfaction with con- 
tinued and increasing “splintering” (i%., 
compartmentalization) of Gregg’s “Great 
Medicine” came from medical educators out- 
side the psychiatric specialty. The Dean of 
Harvard Medical School emphasized the tre- 
mendous need to reconstruct our educational 
programs in an attempt to tie together the 
various specialties into a comprehensive 
whole, 

This need has given rise to an ever in- 
creasing number of experimental teaching 
programs oriented to thi$ end. Harvard, 
Western Reserve, Colorado, Tennessee, 
Pennsylvania, ang Boston Urfiversity are 
among the more prominent medical schools 
instituting or carrying on such programs. 
Of necessity, departments of psychiatry play 
important roles in all such programs, even 
though the impetus has often come from non- 
psychiatric physicians. The problem of find- 
ing and training psychiatric teachers who can 
function effectively in such programs is con- 
siderable. Psychiatrists are often as suscep- 
tible to the “splintering” impact of speciali- 
zation as the surgical or medical specialists. 

Thus, there has been a demand for psychi- 
atric teaching which goes beyond the Strict 
boundaries of our specialty and an increas- 
ing attempt to correlate psychological and 
social factors with medical illness(2). This 
has called for a realistic integration of psy- 
chiatry into the undergraduate medical cur- 
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rigulum. Carter and associates(3) have out- 
lined the hgme medical care program at 
Boston Vetiorsiy where’ emphasis is put on 
individual supervision of the medical student 
by both an internist and«a psychiatrist. 

* Coupled with this increased interest in 
“comprehensive medicine" has beem a broad- 
ening of the concept of “preventive medi- 
cine.” According to Barr(4), “Preventive 
medicine for the individual can draw no 
sharp line or distinctio& between diseases of 
the body and those of the mind.” As he 
wisely notes, ‘such a view of comprehen- 
sive and preventive medicine must become 
deepty ingrained as an “attitude of mind, an 
aspiration” before a teacher can effectively 
promulgate it. Seen in this light, medicine 
is most certainly a social science, and as such 
the role of the psychiatric educator takes on 
new cope and new responsibilities (5). What 
the future of this trend will be is difficult to 
determine, but clearly the young medical (in- 
cluding psychiatric) educator can no longer 
isolate himself in his own small domain. 

The practical problems of obtaining psy- 
chiatric educators continue. A number of 
these are touched on in a recent editorial (6) 
in The Journal of Medical Education. One 
is the utilization of the volunteer staff and , 
its relation to the full-time faculty. The per- 
ennial problem of supply and demand of 
trained personnel, and the many conflicts be- 
tween private practice and a teaching career 
сойіпие. 

With the increased interest in psychiatry 
and appreciation of its applications has come 
а demand рг improvementein undergraduate 
psychiatric education, both in the subject 
matter and the methods of presentation. 
These matters are of crucial importance be- 
cause few schools have many more available 
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hours in the curriculum. Thus improved 
teaching will have to come largely through 
better utilization of the time we now have 
available. Thompson(7) outlines some of 
the difficulties in increasing curriculum hours 
and presents a very sensible program now in 
use in one of the California medical schools. 
Certainly every psychiatric department must 
re-examine not only its methods of teaching 
and its course content but in particular its 
basic objectives—what it hopes to accomplish 
with medical students. This should lead to a 
better utilization of available time. Further, 
when “comprehensive medicine” as a prac- 
tical philosophy of, medical education be- 
comes more widespread, a large number of 
“hidden hours" can ‘and+will be picked up for 
psychiatric teaching without ever appearing 
on the official curriculum to be jealously 
viewed by other specialists. 

From the standpoint of presentation ef 
material, more emphasis is being put on small 
group and individual teaching than the lec- 
ture approach. Nevertheless, shortages of 
teaching personnel and the very nature of 
much of the material to be taught, demand 
continuation and improvement of lecture 
courses. Allport(8) reviews some of the 
techniques of good pedagogy: emphasis on 
student participation to increase his “ego- 
involvement” in the process, decreasing his 
anxiety and increasing his self-esteem, uti- 
lizing "live" demonstrations such as "are 
made possible by psychodrama techniques, 
etc. Freeman(9) recognizes the importance 
of audience participation and good “show- 
manship" in presenting material to under- 
graduates. Rappaport(10) points out the 
need for training in better techniques of 
interviewing and presents a plan which is 
quite applicable to medical student teaching. 

'An attempt to evaluate the effectiveness of 
certain segments of psychiatric education is 
made by Saslow and Mensh(11). Only 
through evaluation efforts will we be able to 
determine whether we are doing effectively 
what we set out to do. 

Graduate Psychiatric Education: The com- 
pleted report of the Second Conference on 
Psychiatric Education held in 1952 at Cornell 
University will prove of real interest. It will 
constitute the best available thinking of the 
leaders in this field. John Whitehorn(12) 
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briefly reviews the background and signifi- 
cance of the second conference. 

The importance of psychodynamics in the 
training of residents for psychotherapy is 
emphasized by Alexander(13). Too often, 
even in graduate training, psychotherapy is 
treated as a “commonsense” procedure that 
one just “picks up” in contacts with patients, 
Psychotherapy has to be approached with a 
firm grasp of psychodynamics and applied 
through close’supervision of the psychothera- 
peutic process. Only through frequent (2 
to*3 hours per week), individual supervi- 
sory»hours can psychotherapy be adequately 
taught. Flemming(14) discusses some of 
the reasons why trainees cannot be set frée 
to do psychotherapy with patients without 
supervision. Gardner(15), in discussing the 
similarities in the training process of the 
psychiatrist, clinical psychologist, and social 
worker, again underlines the need for care- 
ful supervision of therapeutic endeavors in 
training. It should be noted, parenthetically 
in regard to this last article, that an impor- 
that aspect of psychiatric education is in 
the proper training, through supervision, of 
clinical psychologists and psychiatric social 
workers. Whatever individual feelings may 
be among psychiatrists, the facts indicate 
these groups are taking a progressively more 
active role in psychotherapy. The sensible 
way to handle this is to apply our experience 
and techniques in psychiatric residency train- 
ing to insure that these nonmedital ther- 
apists are carefully selected and adequatety 
trained, not only to do родӣ therapy but to 
recognize which problems lie outside their 
province. If this is done, their contributions 
to psychotherapy, applied and theoretical, 
can be great. 

The many obstacles in training for psychi- 
atric research careers are extensively and 
entertainingly discussed by Kubie(16). Too 
often the more capable, energetic and in- 
quisitive minds are enmeshed in educational 
and administrative responsibilities that make 
reszarch contributions impossible, even when 
the desires and capabilities are present. The 
great need for maturity and extensive train- 
ing and experience exists, but how to obtain 
these and still remain in a position to accom- 
plish extensive research is an extremely 
pertinent problem in a field where both basic 
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and applied research has unfortunately been 
slow in coming. 
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CASE REPORTS 


ELECTROCONVULSIVE THERAPY IN ACUTE MULTIPLE 
FRACTURES 


LOUIS А. COHEN, M. D., лмо KENNETH С. JONES; M. D., Іаттів ROCK, ARKANSAS 


The successful treatment of a depressive 
illness with electroconvulsive therapy follow- 
ing multiple fractures was reported in the 
November 1950 issue of this Journal by one 
of us (L.A.C.). The patient Peesehtly re- 
ported concerns a similar cade but the treat- 
ment was іпійаіей" з Weeks after the acute 
fractures were incurred. 

The patient is a 61-year-old white male 
who jumped from the second story window 
of a hotel with suicidal intent. He was dd- 
mitted to the St. Vinéent’s Infirmary in Little 
Rock, Arkansas on December 4, 1952. The 
radiographic examination revealed a subacro- 
mial dislocation of the right skoulder ; a sim- 
ple fracture of the neck of the left talus; a 
simple fracture of the shaft of the third left 
metatarsal ; a simple comminuted fracture of 
the shaft of the right femur; a simple de- 
pressed fracture of the right frontal bone 
into the right frontal sinus; and multiple 
abrasions and contusions. He showed по ob- 
jective neurological signs of brain damage. 
The minor fractures were treated with splint- 
ing and casts. The orthopedic surgeon 
(К. С. J.) decided that intramedullary fixa- 
tion of the fractured right femur would con- 
stitute the treatment of choice from the psy- 
chiatric as well as the orthopedic standpoint. 
Therefore, on December 9, 1952, 5 days after 
the accident, under general inhalation anes- 
thetic, this procedure was carried out success- 
fully. The comminuted fragment of the distal 
femoral shaft was fixed with 3 screws. 

On psychiatric examination this man was 
found to have a classical picture of involu- 
tional melancholia with ideas of having been 
worthless, sinful, no good, wanting to die, 
having no future, and a very morbid de- 
pressive picture in general. He was very 
agitated, restless, had to be restrained in bed 
because he wanted to bump his head against 
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the wall, puli his hair, choke himself, etc. On 
December 14, 1952, 10 days after the initial 
injury, he was transferred from the local 
general hospital to the Gilbert Clinic where 
security provisions were available. He re- 
quired heavy sedation to keep him fairly com- 
fortable. The orthopedic surgeon felt that 
the fractures were sufficiently mobilized that 
electroshock therapy could be instituted with- 
out danger of “isplacement ог redislocation 
of the injuries. 

On December 26, 3 weeks after the initial 
injuries, electroconvulsive therapy was begun 
with the Reiter apparatus. After he had re- 
ceived 4 grarid mal convulsive treatments he 
became more cheerful and friendly, easier to 
manage and sedation could be dispensed with. 
A tetal of 8 treatments was given during the 
3 weeks following the first one. Six weeks 
postoperative, he became ambulatory with the 
assistance of a cane, was cooperative, and on 
the road to recovery. Eight weeks postopera- 
tive, the cast was removed from the left 
lower extremity. When examined on April 1, 
4 months postoperative, it was found that the 
patient still walked with a Сапе and that there 
was limitation of external rotation in the 
right shoulder and of internal rotation in the 
right hip. Other functional abnormalities 
were not evident. Some pain upon motion 
and weight-bearing of the left foot was 
demonstrable. X-rays of the left foot and 
right femur revealed advanced healing of the 
2 fractures without alteration in position at- 
tained prior to electroshock therapy. 


[ SuMMARY 

This case report represents the successful 
outcome of an»acute melancholia with fresh 
fractures, treated concurrently by orthopedic 
surgery and electroconvulsive therapy. 
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FRACTURES OF HIP WITH MANUALLY CONTROLLED 
BRIEF STIMULUS ECT i 


Report oF Two Cases 
De Н. KRANS, Perry Port, Мр. 
. 


Fracture of the neck of the femur is gen- 
erally considered a rare complication of ECT 
(1). During many years of using stangard 
technique in our hospital, we Һай previously 
had only 2 such fractures ; one, in an elderly 
man and the other in a 33-year-old mag, 
given ECT in second-stage ihsulin coma. 
Therefore, the recent occurfence of 2 cases 
of¢such fractures within a month, while us- 
ing a modified technique employing bursts of 
high current during convulsion, is a coinci- 
dence that cannot be ignored. The gravity of 
this fracture lies not only in the hazard of an 
open reduction, but also in fhe fact that the 
muscular forces causing the fracture can 
also produce the more drastic fracture of the 
acetabulum instead. Also, it is not unknown 
to have either type of fracture occur bilater- 
ally and greatly increase the hazard (1). 

The 2 recent fractures occurred in patients 
with chronic schizophrenia. One was aged 
28, white, with illness of 9 years, hospital- 
ized 8 years, asthenic build, underweight. The 
other was aged 27, Negro, with illness of 95 
years, currently hospitalized 85 years, heavy 
musculature and moderate obesity. There 
was no definite evidence of any physical ill- 
ness in either patient from physical, labora- 
tory, or x-ray exeminations. Both patients 
had received ECT in past years without com- 
plications. Though neither patient would be 
considered in excellent athletic condition, 
they were not more sedentary than the aver- 
age closed ward patient. The fractures oc- 
curred on the fifth and third treatment, 
respectively. Both were treated by open 
reduction and insertion of Knowles pins. 

Since these 2 fractures occurred in a group 
of only 27 patients, totaling 365 treatments 
up to the time of the second fracture, it is 
essential to review the technique carefully 
to search for the factor that might be re- 
sponsible for the high incidence of 7% of 
cases and 0.5% of treatments. 

The patients were in a group of chronic 
schizophrenics being treated by е variety of 
methods and combinations of ery 


to explore and evaluate the modified tech- 
niques as described by Hirschfeld and 
Bell(2). Using their classification of treat- 
ment levels, these 2 patients were receiving 
“fourth stage” electrotherapy. It consists of 
producing a convulsion and while the con- 
velsion is in progress, increasing the current 
to 800 m.a. peak (twice the level necessary for 
сопушыог or sk periods of about 2 seconds 
each. Between these.periods the current is 
reduced to about 200 m.a* Hirschfeld(3) has 
not noted serious complications with the tech- 
nique. In our total group to date, $$ patients 
haye received 590 of these “fourth stage” 
treatments. The only, additional fracture 
noted has been 1 vertebral compression. It 
would seem, therefore, that the treatment as 
we carry it out does not carry more than the 
expected amount of skeletal injury from 
shock treatments, except for the strikingly 
high'incidence of hip fracture. One other 
patient limped and complained of pain in the 
upper leg, sufficient to discontinue treat- 
ment, but no diagnosis could be made. The 
question arises whether this particular tech- 
niqué can produce postural and muscular 
conditions particularly hazardous to the hip 
joint. In the technique used for these pa- 
tients, the current level is controlled manually 
and can be varied from an abrupt current 
shift to a very gradual glissando. This ap- 
plies not only to the original raising of cur- 
rent, but to the 9 other shifts in current level 
required to give thé 4 brief bursts of extra 
current required in “fourth stage” treat- 
ments. No 2 operators would do it exactly 
the same. It would seem unlikely that the 
original raising of current to convulsive level 
is partidularly traumatic, since these convul- 
sions produced by manual control appear 
smoother and easier in onset than those pro- 
duced by an automatic timer with abrupt or 
very sharfe build-up of current. However, 
having a current flowing during the convul- 
sion induces muscular contractions in addi- 
tion to those produced by the convulsion. 
This is obvious in the inability to detect the 
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clonic phase because of the electrically pro- 
duced rigidity. Raising of current up to the 
800 m.a. level causes a further increase in 
muscular tension and further stiffening of 
the body. This is particularly noticeable in 
the arms which will generally flex across the 
chest as the current is raised in the first burst 
of the 800 т.а. current. The effects in the 
legsare not as clear or consistent, but in some 
patients there is a definite increased extension 
of the foot with each current increase. It 
would seem, therefore, that there is a definite 
possibility that these extra muscular contrac- 
tions superimposed on the varying, tensions 
produced by the convulsion could result in 
moments of dangerous force and direction of 
pull, particularly traumatic to the neck of the 
femur. It may not be just the current rise 
that is important, but its timing in relation 
to the phase of the convulsion. For example, 
in the second case, the first burst of 800 т.а. 
current was given while the patient was still 
in the early tonic phase of the convulsion, 
with the thighs flexed and the legs straight 
up in the air at right angles to the trunk. No 
one in the treatment room could remember 
just what the conditions had been in the first 
case, Kalinowsky has suggested the fracture 
of the hip is more likely if the legs are re- 
strained. For this reason we have generally 
left the legs free to move. After the second 
fracture, the policy was followed of waiting 
until the legs returned to the table before in- 
creasing the current. The turning of the dial 
to produce the 800 m.a. level has been made 
more deliberate, taking about 2 seconds to 
raise from 200 to 800. In 225 treatments 
since that date, there have been no definite 
skeletal complications. The incidence of hip 
fracture for the total group treated is now 
5.7% or 0.3% of treatments. 
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It is suggested that anybody working with 
a technique involving the raising of current 
flow during a convulsion should attempt to 
keep an accurate record of the timing of the 
current changes in relation to the convulsion 
and the position of the body or else rigidly 
standardize every detail. It is very difficult 
to remember an hour later the details that 
might have clarifig’ jhe mechanism of the 
fracture. An observer alert to posture and 
the sound of a breaking bone might pinpoint 
the precise moment of such a complication. 
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Two cases of fracture of the neck of the 
femur are reported in healthy schizophrenics 
under 30 while using a technique of electro- 
therapy уйча manually controlled square 
wave brief stimulus current, raised at inter- 
vals during the convulsion, These cases oc- 
curred in a group of 35 patients, representing 
an incidence of 5.7% or 0.3% of treatments, 
which is in marked contrast to 2 such frac- 
tures in the same hospital uring the many 
years of standard ECT. It is suspected that | 
the alterations in current level superimpose 
muscular contractions on the convulsive 
movements, which in certain phases of the 
convulsion might be particularly hazardous 
to the hip joint. 
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CORRESPONDENCE `, 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sim: A number of points in President Ap- 
pel's letter of November 11 to the members 
of A.P.A. seem to require free and орф dis- 
cussion before final decisions afe made. Sev- 
eral questions that occurred to me seem to 
puzzle others with whom,the,letter was ĝis- 
cussed, as well as myself. Jt would beshelp- 
ful if ‘the issues which seem to me personally 
important were presented for the considera- 
tion‘of all. sn 

There was an unofficial ballot in 1951 re- 
garding the consolidation of the New York 
and Washington offices—th€ only ones actu- 
ally in question at present. About two-thirds 
of those eligible to vote at that time didt so, 
and 95 percent favored consolidation. «Of 
these favoring consolidation, approximately 
63 percent fayored New York, and 26 per- 
cent Washington. There must be powerful 
reasons, of which we have not been told, to 
lead the Committee on Permanent Моше 


(made up of eight past presidents for whom 


I have the highest respect, individually and 
collectively) and Council to ignore this vote. 
Except for the one point on which there 
seems to be complete agreement—that in the 
interest “of economy and efficiency there 
should be one (and only one) general or 


„central office. 


Now we are told that comprehensive and 
impartial review of all the facts" leads to a 
unanimous vote by Council to establish head- 
quarters in Washington. Presumably this re- 
view was made by the Committee on Perma- 
nent Home. I, for one, would like to know 
what were considered to be “the facts re- 
garding relative advantages” of the two lo- 
cations. The list of assets and liabilities 
which I worked out for Chicago, Philadel- 
phia, New York, and Washington indicated 
New York as by far the most important cen- 
ter for our Association. 

It seemed that we were being urged to ap- 
prove Council's choice. Tt iva fair question 
— suppose we had not? Would this “opinion 
poll” also be ignored—perhaps on the basis 
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that only the biased voted? That is еѕѕеп- 
tially what has been rumored with respect to 
the previous vote. Isn’t there something we, 
the rank and file membership, should know 
about the "Association's purposes," which 
will be served “most effectively" in Washing- 
ton, or in New York, for that matter ? 

© If the purposes can only or best be served 
in Washington, there is no reason I can see 
as of now for æ branch office in New York or 
anywhere else. Fortunately, the editor's of- 
fice is where the editor is, and this will al- 
ways be true. We do need official representa- 
tives at key points throughout тА country, 
but we already have these in the officers and 
council members, confmittee chairman, and 
others. e i 

1f the office is located in Washington, and 
the Association is drawn into many legisla- 
tive matters, is there danger of losing tax- 
free status? 

The central feature of President Appel's 
letter is the purchase of a "dignified, spa- 
cious" property in Washington. The ques- 
tions of cost, and where the money is to come 
from for this “sound real estate investment" 
are not presented. According to my informa- 
tion, which is believed to be authoritative, the 
property is priced at $225,000 and will, ac- 
cording to one member who looked it over 
carefully, require the expenditure of $10,000 
to $25,000 to make it fully usable. 

If the Association had $250,000, which it 
has not, would it be better business to invest 
the money so that a return of perhaps $10,000 * 
a year might be had, which could be used to 
further some project? Or would it be better 
to buy a house and operate it as a “Perma- 
nent Home”? If the place is not tax-free, 
then in lieu of the rental that would be paid 
for leased quarters, one must figure interest 
on invéstment, taxes, depreciation, repairs 
and mairffenance—heat, water, lavatories, 
decorating, and especially wages. It would 
be interesting to know the estimated annual 
cost of all these items. The number of rooms 
and size of the grounds to be maintained 
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would enter into the costs of maintenance 
and repairs. Would wages and materials re- 
quire more or less than $20,000 a year? Add 
taxes, interest, social security, depreciation, 
and the cost is staggering. If someone were 
to offer such a property to the Association as 
a gift, could we afford to accept it? 

The money to purchase this or any other 
permanent home must come from some- 
where, How is it to be raised? As a mem- 
ber of the Budget Committee, I know the As- 
sociation does not have sufficient reserve 
funds to consider such a proposition, and i1? 
my judgment it would be foolish to; invest 
our reserve funds in this way. We need in- 
come, not outgo. »Presumably the money 
would have to be obtained by-voluntary con- 
tributions or by special assessment on the 
members. "We do need increased space, be- 
cause much of the program in Washington js 
presently run by projects financed by grants 
from foundations. These projects are limited 
in time and in money but usually mean an 
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obligation that we carry them on. Is this 
true of the new Architectural Project? Does 
Council expect this to continue beyond the 
period of the grant? If so, where are the 
funds to comé from? This has happened with 
other projects. 

There are many disadvantages to buying 
property for the purposes of an Association. 
If Cbuncil is to be a truly representative 
body, rather than one which influences the 
viewpoints of members in terms of its own 
opinions, it would. seem to be time that we 
havera legal mail ballot to decide (1) whether 
we shall have a general office in New York or 
Washington, and (2) whether we should buy 
a Permanent Home under*any presently ex- 
isting circumstances, no matter where Head- 
quarters may be. 

I believe all ò us will abide by the results 
of such a truly democratic procedure. 

: Lawson С. Lowrey, M. D, 

New York City. 


BATTLE NEUROSIS 5 


There fell in this battle of Marathon, on the side of the barbarians, about six thousand 
and four hundred men; on that of the Athenians, one hundred and ninety-two. Such was 
the number of the slain on the one side and the other. A strange prodigy likewise happened 
at this fight. Epizélus, the son of Cuphagoras, an Athenian, was in the thick of the fray, 
and behaving himself as a brave man should, when suddenly he was stricken with blind- 
ness, without blow of sword or dart; and this blindness continued thenceforth during the 
whole of his after life. The following is the account which he himself, as I have heard, gave 
of the matter: he said that a gigantic warrior, with a huge beard, which shaded all his 
shield, stood over against him, but the ghostly semblance passed him by and slew the man at 
his side, Such, as I understand, was the tale which Epizélus told. 
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The History of Herodotus 
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From Thursday evening, "October 29, 
through Sunday, November 1, till 4: 15 inthe 
afternoon, The American Psychiatric Asso- 
ciation was intensively active. Committee 
chairmen met Thursday for dinner and told 
one another of their Committée’s interests, 
plans and problems. Discussion continued 
late into the night, . This was the opening gùn 
and keyed up the chairmen for committee 
meetings and activity the following two days. 

“Saturday and Sunday Council met and for 
the first time, a historic occasion, the Speaker 
and the Secretary of the Assembly, Dr. Jo- 
seph L. Abramson and Dr. John R. Saun- 
ders, sat with Council togetker with several 
members of district branches. They entered 
freely into discussion both spontaneously and 
as matters were referred to them for cqm- 
ment and recommendation. Everyone felt a 
new step had been taken in the progress of 
the Association in this new and closer rela- 
tionship of the officers, both efected and ad- 
ministrative, and with the membership at 
large. This is only a step—new ways can be 
devised for effecting an even closer relation- 
ship. The Long Term Policy Commission 
recommended a change in the Constitution 
whereby the Assembly’s field of discussion is 
appropriately broadened. The Council voted 
$1500 for the Assembly’s activities. The 
Speaker of the A®sembly and a member of 
the Assembly, Dr. David Flicker, were ap- 
pointed and met with a Committee to Com- 
municate with the Membership on Matters 
Relating to the Possibility of a Permanent 
Home. In these new relationships with the 
Assembly, one felt closer to the membership 
at large and progress was in the making. 

There was a beehive of activity in most 
of the committees and the Council. As 
Dr. Abramson has written me, he was 
“amazed at the tremendous amount of effort, 
time and energy which the members of Coun- 
cil have expended in the affairs of the organi- 
zation.” One can scarcely realize the amount 
of activity and the comprehensiveness that 
are involved in the operationseof The Ameri- 
can Psyfhiatric Association. Asel sit down 


to write, a tome is presented to me of the 
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"Proceedings of the Council" at its recent 
meeting. Four hundred and forty-seven 
pages! And this does not include Committee 
reports and deliberations. I believe it is in- 
conceivable to the average member with what 
thoroughness, earnestness and conscience so 
many matters are deliberated. On most sub- 
jects all angles are reviewed; all points of 
view are presented and discussed. The per- 
sonalities ofthe Council represent a variety 
of temperaments and breadth of experience. 
The enthusiasm of the @xtroverts and acti- 
evists are cut into and lassoed by the questions 
and doubts of the obsessives and,the intro- 
verts, Idealists are tempered by the realists. 
*I wish I could review the high points of 
tHese 400 pages. There is scarcely an aspect 
of psychiatry that is ot togched. There is 
hardly an interest an individual member of 
the A.P.A. might have that is not discussed: 
from the proposal of a study on the infec- 
tious origin of feeblemindedness to a study 
of effectiveness of communication at the an- 
nual meeting ; from the needs of the Commit- 
tee on Public Health to study alcoholism to 
the standards of child psychiatry ; from prob- 
lems, created by salary levels in the veterans 
hospitals to staff deficiencies in the public 
hospitals ; from standards for private psychi- 
atric hospitals to difficulties in education of 
psychiatric nurses; from a request to send a 
representative to Rome to a consideration of 
the claims of Texas or Massachusetts for an 
annual meeting; from the difficulties of ac- 
complishing adequaje public information to 
the report of the Committee on Civilian De- 
fense; from the Conference on Mental 
Health held in Washington to the proposed 
regional conferences on research. 

And by the way, the Washington Confer- 
ence on*Mental Health, with representatives 
of over 50 organizations interested in pro- 
moting mental health, showed the difficulty 
of communication and the need for it. Fur- 
ther confefences, in my opinion, are desirable 
to effect clarification and communication be- 
tween these many organizations interested in 
common problems. The Conference was his- 
toric in that it was the first large effort at 
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collaboration between The American Psychi- 
atric Association and,the American Medical 
Association! We need more of this. It is 
hoped that a combined conference will be 
sponsored between representatives of The 
American Psychiatric Association and lead- 
ers of our medical colleagues in state medical 
societies. 

The Central Inspection Board is doing 
splendid work under the leadership of 
Dr. Tarumianz and in the wise, tactful “in- 
spections" of Dr. Chambers. But money is 
desperately needed that this work, fundamez- 
tal to the progress of our public hospitals, 
may continue. The Joint Accreditation 
Board and the Committee on Mental Health 
of the American Medical Association are 
working hand in hand with us to search out 
new possibilities of financing this project. 

The Ad Hoc Committee on Education,in 
Public Hospitals in Liaison with the Ameri- 
сап Psychoanalytic Association is hard at 
work. With the 800 young psychiatrists in 
analytic training, a new pool of men is going 
to be available for psychiatric teaching, ther- 
apy and research. With the development of 
adequate opportunities many of these men 
could be drawn into public hospital psychi- 
atry. Many of them are interested in the new 
approaches to psychodynamic therapy of the 
psychoses, 

Just as American psychiatry is stirring 
with new ideas, new experiments, and is 
showing signs of change and transition, so 
The American Psychiatric Association is full 
of new currents and activities. The A.P.A. 
is not static, Current and new developments 
are in process. To prepare for the near fu- 
ture, funds will be required for important 
developments. For this purpose an Ad Hoc 
Committee on Endowment Fund has been ap- 
pointed under the chairmanship of Dr. Wil- 
liam B. Terhune. No matter how the ques- 
tion of A.P.A. Headquarters is decided as to 
location, the time is coming when"it is be- 
coming desirable to own a building or home. 
It is very likely that the Endowment Com- 
mittee will soon formulate plans to raise 
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money for this and other long-term purpo: 
This seems to me be to an important ni 
for the development of the Association, 

In my recent letter to the members 
reported that the Committee on a Perm 
Homé has recommended, after over 


other areas as needs arise. The Council 
curred ir this recommendation, subje 
ratification by the membership. A letter w 
immediately sent to the membership acquait 
ing them with the action of Council and asl 
ing them to express their preferences 
postal card. This was for an exploration’ 
opinion for the benefit of Council ; an offi 
ballot by mail;to be sent later. The Cour 
did not contemplate the purchase 0! 
A.P.A. Headquarters without the sup ; 
the membership. A committee has been 
pointed, with Dr. Overholser as Chai 
to explore and evaluate real estate possib 
ties in Washington. 

Finally, I made a suggestion to Со 
which it voted to explore: “Just as we h 
inestimable benefits from the Flexner Rept 


lege of Surgeons’ study of hospitals, 
should now have a study, by a sociologi 
committee of sociologists or a founda’ 
state mental health programs and administi 
tion, the factors making for their breakdoj 
and crisis and the factors making for success 
Patterns of breakdown seem to repeat thel 
selves. Are the chief factors in breakdow! 
of program, change of political party, or 
tics, or is it difficulty in public and per: 
relations on the part of directors of me 
health? The American Psychiatric Associ 
tion cannot make the needed study. Neitli 
can the Public Health Service. I believe th 
we need a Flexner Report on mental hea 
administration. This should be a great he 
to administrators and commissioners, а! 
society. 
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THE PROBLEMS OF THE AGING 


The popular interest in “geriatric medi- 
cine” as exemplified by numerous contfibu- 
tions to the literature, public Mearings, and 
symposia has led to a more wholesome atti- 
tude on the part of both profegsion and pub- 
lic toward the problems of the ever-increasing 
number of older members of the population. 
Ohe result is that these senior citizens are 
considered more deferentially ; such terms as 
seniles, old fogies, dotdrds, etc., are less fre- 
quently heard. One significant trend is the 
formation of clubs for elderly persons in 
which mutual intérests are advanced. 

There is a growing consciousness in medi- 
cal and social circles that chronological age 
should not be the criterion either for compul- 
sory retirement or for continuing in a life 
work. Men in public life who achieve the 
stature of statesmen are invaluable even at 
advanced ages and they are honored by their 
colleagues and their counsel sought because 
of their wealth of experience and their native 
wisdom deepened with the advancing years. 
We think of such men as Justice Oliver 
Wendell Holmes, former president Herbert 
H. Hoover, elder statesman Bernard M. Ba- 
гиєћ, and pre-eminently Prime Minister Sir 
Winston Churchifl, Such men, compared 
With the common run, virtually live more 
than one long and useful life. For them there 
is no chronological retiring age. 

Educators, on the other hand, have as a 
rule been quite rigidly retired around the age 
of 65, although they may be at this time at 
the zenith of their value in wisdom and ex- 
perience and as teachers and counsellors, 
While it would indeed be reasonable to relieve 
senior educators of many routine duties, their 
continuing service, perhaps on a part-time 
basis or in the capacity of “readers” in the 
English universities, would appear to be emi- 
nently desirable. { 2 > 

In this field a change for the better is 
noted, for example, in one pérticular school 
that has éxperimentally appointed to the fac- 
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ulty professors retired from other schools, 
In this way the faculty of a small college has 
been strengthened by the addition of men 
already distinguished in educational leader- 
ship and research, 

It is noteworthy that the American Psycho- 
logical *Aseotiation at its sixty-first annual 
convention recently held went on record as 
favoring determining the time of retirement 


eof educators not arbitrarily on the basis of 


chronological age, but rather by tbe criteria 
of personal qualities and functional capacity. 

‘A similar trend is apparently developing in 
other fields. The NeW York State Joint 
Legislative Committeeeon the Problems of 
the Aging, under the leadership of State 
Senator Thontas C. Desmond, was the first 
such agency among legislative committees, It 
has proved to be an admirable organization 
which has had the valuable cooperation of 
specialists and advisory committees. 

The titles of the last 3 reports of Sena- 
tor Desmond's committee—1950, “Young at 
AnyeAge”; 1951, “No Time to Grow Old" ; 
1952, “Аре is No Barrier” —give some indi- 
cation of the nature of these statements. They 
include communications not only from spe- 
cialists but also from certain senior citizens . 
themselves setting forth their own experi- 
ences and viewpoints. These valuable re- 
ports are profusely illustrated and contain 
considerable statistical material. 

The joint legislative committee hopes to * 
continue its investigations in various direc- 
tons as well as to render constructive service 
in attacking the problems of the aging, from 
the stanfipoint of both management and sen- 
ior employees, and to provide counselling for 
those about to retire. The experiences already 
gained especially in the brgad field of the 
socio-econófnic status of the older members 
of the population indicate the need for con- 
tinued and expanded mental E oo 
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SHOP TALK 
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There appears to be misunderstanding in 
some quarters as to the selection of papers 
for publication in this JOURNAL. It is care- 
lessly assumed, not infrequently, that only 
papers read at the annual meeting of The 
American Psychiatric Association qualify 
for inclusion in the Association’s official 
publication. 

The facts are these: The number of manu- 
scripts submitted independently during a 12- 
month period and the number accepted by 
the program committee for the dnauai meet- 
ing have been, during some ‘years past, ap- 
proximately equal. “In quality also there has 
been little to choose between these two sets of 
contributigns. There have been excellent as 
well as less good offerings in both, and it has 
been the consistent policy of the editorial 
board to publish thebest of both program 
and non-program material. As it works out, 
each of these two sources supplies about the 
same number of published articles. 

A word may be in order concerning the 
method of selection of papers on the annual 
program to be printed in the JounNAL. Each 
year, before the meeting, voting lists are sub- 
mitted to the members of the editorial board 
and to an equal number of officers and fel- 
lows for their recommendations. Similarly 
evaluations are received from those presid- 
ing at the various sessions during the annual 
meeting. By this means each paper receives a 
considerable number of ratings which are 


scored according to a scale that has been care- 
fully worked out. The result is that each 
paper published has been chosen on the basis 
of the returns of the voting lists; and while 
each manuscript is reviewed in the editorial 
office as soon as practicable after the meeting, 
it is Benerally found that ratings established 
by the voting lists are satisfactory to deter- 
mine acceptance. 

All this takes time, All of the lists are not 
retufned equally promptly (delay in matters 
not personally essential being a normal hu- 
man habit) and when all returns are in, tabu- 
lation of the recommendations is a substantial 
chore. Every effort is made, however, to no- 
tify each contributor within two months after 
the annual meetiiig whether his paper will ap- 
pear in the Journat or may be released for 
publication elsewhere. 

Other periodicals, representing special in- 
terests in the general field of psychiatry, not 
infrequently request the release of papers 
pertinent to those interests. Authors, too, 
may wish release for this reason. Such re- 
quests from authors have always been hon- 
ored, sometimes reluctantly. At the same 
time the JourNAL, representing the entire 
discipline, aims to publish representative ma- 
terial from all diyisions of the annual pro- 
gram. The objective is to make our official 
publication comprehensive and to report sig- 
nificant work on all fronts." 


It were not possible for all things to be well "less all men were good—which I think 


will not be yet this good many years. 


—Sim Tuomas Мове 
Utopia 
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NEWS AND NOTES œ 


THE INTERNATIONAL ASSOCIATIQN FOR 
Снпр PsvcHiATRY.— This association, will 
hold an international institute on child psy- 
chiatry on August 13 and 14, 1954, in con- 
junction with the Fifth Internationaf’ Con- 
gress on Mental Health which ‘will be held in 
Toronto, August 10-21, 1954. The theme of 
the institute is “Emotional Problems of Chil- 
dren Under Six.” Members of the institute 
will discuss prepared clinical case studies and 
fesearch reports related to the treatment of 
youhg children. «Papers will be submitted 
from the United States and other countries, 
which illustrate a variety of treatment meth- 
ods and different professiénal and cultural 
points of view. * 

President of the association is Dr. Feed- 
erick Н. Allen of Philadelphia. Secretary- 
General: Dr. Abraham Z. Barhash, who may 
be addressed at 1790 Broadway, New York 
19, N. Y. 
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Minnesota ANNOUNCES CONTINUA- 
TION COURSES IN PSYCHIATRY AND NEU- 
ROLOGY.—The University of Minnesota will 
present a continuation course in neurology 
for general physicians and specialists, Janu- 
ary 25-30, 1954, in the Center for Continua- 
tion Study. ү 

Diagnosis ande management of the com- 

* moner neurological disorders will be stressed. 
The guest faculty will include Dr. Madison 
Н. Thomas, chairman, neurology section, 
Department of Psychiatry, University of 
Utah; Dr. A. Theodore Steegman, professor 
and chief, Department of Neurology, Uni- 
versity of Kansas Medical Center; and 
Dr. Adolph L. Sahs, professor and head of 
the Department of Neurology, University of 
Towa. As an integral part of the course, the 
annual John B. Johnston Lecture will be pre- 
sented on the evening of January 27 by 
Dr. Andrew T. Rasmussen, professor emeri- 
tus of anatomy, University of Minnesota. 
The course will be under the difection of 
Dr. A. В. Baker, professoreand director of 
neurology, who will be joined by other mem- 
bers of the faculty of the University of 


Minnesota Medical School and the Mayo 
Foundation. 

From February 1 to 5, a continuation 
course in child psychiatry for general physi- 
cians, pediatricians, and psychiatrists will be 
presented, consisting principally of small 
group discussions of common problems. 
«Гһеѕе will be led by recognized experts in 
the field. A minimum of didactic lecture 
material will be presented. The guest faculty 
will include Dr. Sherman Little, Orthopsy- 
chiatric Department, «Children's Hospital, 
Buffalo; Dr. Mabel Ross, mental health con- 
sultant, U. S. Public Health Service, New 
York City; and Dr. Henry Н. Work, assist- 
dnt professor of pediatrics and psychiatry, 
University of Louisville. Dr. Reynold A. 
Jensen, professor, Departments of Psychi- 
atry and Pediatrics, University of Minne- 
sota, will direct the course. Lodging and 
meal accommodations are available at the 
Center for Continuation Study. 


NATIONAL AssociATION FOR MENTAL 
HzrArTH.—The third annual meeting of the 
Nafional Association for Mental Health was 
held in Cleveland, Ohio, from October 31 
through November 2, 1953. Five hundred 
representatives from 300 state and local men- 
tal health associations attended. Also repre- 
sented were the National Institute of Mental 
Health, The American Psychiatric Associa- 
tion, the Neuropsychiatric Division of the 
Veterans Administration, and many other 
professional and governmental organizations. ‹ 

The theme of the meeting was “Mental 
Health—Everybody’s Business.” Represen- 
tatives of the clergy, industry, law enforce- 
ment agencies, public health, and parent- 
teacher groups developed this theme in rela- 
tion to their own fields. 

The Rev. Seward Hiltner, professor of 
pastoral theology at the University of Chi- 
cago, represented the clergy. Industry’s view 
was expressed by Dr. J. Elliott Janney, in- 
dustrial psychologist, of Rohrer, Hibler, and 
Replogle in Cleveland. Mr. John M. Glea- 
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son, chief of police of Greenwich, Connecti- 
cut, spoke for the law enforcement agencies. 
Public health was represented by Miss I. 
Estelle Dunlap of the Frances Payne Bolton 
School of Nursing in Cleveland, and parents 
and teachers by Mrs. Russell C. Bickel, secre- 
tary of the National Congress of Parents and 
"Teachers. 

Highlights of the meeting were: 

I. Addresses by Dr. Karl Menninger and 
Mary Jane Ward, author of “The Snake 
Pit.” 


2. A report by Dr. William Malamud, di-” 


rector of the NAMH, schizophreriia, research 
program. Dr. Malamud stated : 

Our students of genetics have been able to prove 
the significance of the constitutional endowment of 
the individual in the development of the disease, but 
equally important is the fact that it has been pos- 
sible to demonstrate that in a large measure these 
factors serve to make the person more vulnerable 
to the disease, provided cértain stress situations de- 
velop which bring forth this constitutional weakness, 
and that the disease, schizophrenia, is really a re- 
sultant of a combination of constitution and early 
environmental factors. This knowledge can now be 
utilized in the development of a rational program of 
prevention. > 


3. A report by Dr. George S. Stevenson, 
national and international consultant of the 
National Association for Mental Health, in 
which he declared that mental illness was the 
most costly of all the illnesses afflicting the 
American people, in terms of both financial 
expenditure and loss and through personal 
and social disaster. 

4. A report by Mr. Raymond С. Fuller 
who has just completed a 2-year study of the 
administration of state mental health services. 
Мт. Fuller stated that the states were still 
using “stone-age tools” in their administra- 
tion of mental health services. 

5. Report by Dr. Erich Lindemann who 
stated that the field of preventive psychiatry 
lagged far behind preventive efforts in other 
health fields, i 

Dr. Lindemann said that psychiatry has 
lately turned more and more away from ex- 
clusive preoccupation with the needs of the 
individual patient to the emotiona? needs of 
the family and the community. 

6. Richard Weil, Jr., formerly president 
of Macy's New York store, was elected 
President of the National Association for 
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Mental Health. He told the convention that 
the mental health associations would need at 
least то million dollars to do an adequate 
job next year. This fund, he said, would be 
used for allocation of grants for new re- 
search ón mental illness ; allocation of grants 
to medical social work and allied training in- 
stitutions for the expansion of programs for 
training personnel in the psychiatric and 
mental health fields ; fellowships and scholar- 
ships to students in these fields; and in the 
establishment of information and referral 
centers in conlmunities where none exist 
today. . , 

Mr. Weil said that the NAMH was now 
in the process of setting up a scientific. re- 
search committee, which would serve as a 
clearing center for information on all re- 
search being carried on in the field of mental 
illness and which would select areas of re- 
search to be financed by grants from the 
ien Association for Mental Health 
fund. 


DzarH or Dr. Kinprep.—The death of 
Dr. John Cramer Kindred, owner and direc- 
tor of the River Crest Sanitarium in As- 
toria, N. Y., occurred October 25, 1953, at 
the age of 50. 

Dr, Kindred, a native of New York, was 
the son of the late. Representative John Jo- 
seph Kindred. He graduated in medicine 
from the Medical College of Virginia in 
1930. А 

He had been associate attending psychi- 
atrist at Queens General Hospital and was 
active in several medical.and civic organiza- 
tions. He was a former president of the 
National Association of Private Psychiatric 
Hospitals. He had been a fellow of The 
American Psychiatric Association since 1935. 


1953 ACHIEVEMENT Awarps.—Superin- 
tendents of State and Veterans Administra- 
tion institutions who received achievement 
awards for notable advances in hospital ad- 
ministration and treatment procedures dur- 
ing the year were: Dr. Daniel Lieberman 
(Sonoma State Hospital, Eldridge, Califor- 
nia), Dr. E. 5. Post (V. A. Hospital, Sheri- 
dan Wyoming), Dr. Edward Johnson (Sel- 
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kirk Mental Hospital, Manitoba, Canada), 
Mrs. Anna T. Scruggs (Enid State School, 
Oklahoma), Dr. Gale H. Walker (Polk State 
School, Pennsylvania), Dr. P. C. Steck 
(Anna State Hospital, Illinois) .* 

These awards were presented durirfg the 
meeting of the Fifth Menta Hospital Insti- 
tute, Little Rock, Arkansas, during the past 
October. Forty-five states, the Distriok of 
Columbia, 7 Canadian provinces; and Hawaii 
were represented at the Institute by 271 
delegates, which was a record attentlance. 


‘TRAINING IN Group DEVELOPMENT.— 
The National Traiming Laboratory in Group 
Development will hold’a 3-week session at 
Gould Academy, Bethel, Maine, June 20 
through July 10, 1954. Persons working 
with groups in a training, consultant, or lead- 
ership capacity in any field are invited to 
apply. 

The NTLGD is sponsored by the Deen 
of Adult Education Service of the NEA and 
by the Research Center for Group Dynamics 
of the University of Michigan, with the co- 
operation of the faculty members from.the 
universities of California, Chicago, Colorado, 
Illinois, Texas, Harvard, Ohio State Univer- 
sity, Teachers College at Columbia Univer- 
sity, and other educational institutions. Its 
year-round research and consultation pro- 
gram is stpported by a grant from the Car- 
negie Corporation of New York. For fur- 
ther information, write to the NTLGD at 


D Sixteenth Street, N.W., Washington 6, 


Group 'ТНЕВАРҮ Awarp.—The Ameri- 
can Society of Group Psychotherapy and 
Psychodrama announces an award of $150 
to be granted in the year 1953-54 for the best 
paper dealing with research, theory, or ex- 
perience in or pertinent to group psychother- 
apy and psychodrama. The award will be 
made only if the committee of judges feels 
that a worthy report has been prepared dur- 
ing the year. This committee will consist of 
a psychiatrist, a psychologist, and a sociolo- 
gist as follows: Jules Н. Masserman, Robert 
W. White, and Ernest W. Burgess. 

For further information write to: Dr. Ed- 


gar F. Borgatta, Laboratory of Social Rela- 
tions, Harvard University, Cambridge 38, 
Mass. 


FINGER LAKES NEUROPSYCHIATRIC So- 
clETY.—This society, an affiliate of The 
American Psychiatric Association, held its 
annual dinner meeting at the Veterans Ad- 
ministration Hospital, Canandaigua, New 
York, November 12, 1953. Dr. Robert W. 
Rasor addressed the large group present on 
{е psychopathology of drug addiction. 

The Society elected the following officers : 
president, Dr. Renjamin Pollack, Rochester 
State Hospital, Rochester, №. Y.; vice-presi- 
dent, Dr. Edwin M. Levy, Veterans Admin- 
istration Hospital, Canandaigua, N. Y.; sec- 
retary-treasurer, Dr. Murray Bergman, 
Newark State School, Newark, N. J.; coun- 
cil: Dr. Benjamin Pollack, Rochester; 
Dr. Louis Lopez, Canandaigua, Dr. Edwin 
M. Levy, Canandaigua? Dr. James F. Mur- 
phy, Willard, N. Y.; Dr. Murray Bergman, 
Newark, N. J. Dr. Robert Schopbach, Clif- 
ton Springs, N. Y.; and Dr. Jacob Schneider, 
Willard, N. Y. 


Tue Greater Kansas Cary MENTAL 
Нвлітн Founpation.—Milton E. Kirkpat- 
rick, M. D., reports the dedication of the new 
Paychiande Receiving Center on October 16, 
1953. Enabling legislation was passed by the 
State of Missouri in May 1950; ground for 
the Receiving Center was broken in May 
1952; and it is expected that the building will 
be ready to receive patients in January 1954. 

The Receiving Center will be devoted to 
short-term psychiatric care, research, and 
educational programs for professional per- 
sonnel. 

The address of the Foundation is: City 
Hall, Kansas City 6, Mo. 

е 


AMERICAN GROUP PSYCHOTHERAPY AS- 
SOCIATION.— The Association will hold its 
eleventh anfiual conference January 15-16, 
1954, at the Henry Hudson Hotel, 353 West 
57th Street, New York City. 

The conference will be preceded by 3 
workshop tables on January 15, at 3 p.m. 
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and the general session will be held between 
7:30 and то p. m., to.be followed by а cock- 
tail party. 

January 16, Saturday morning, will be de- 
voted to 6 panels dealing with group therapy 
in mental hospitals, general hospitals, private 
practice, in the treatment of addiction and 
alcoholism, in child guidance, and a number 
of other related fields. 

The address of the American Group Ther- 
apy Association, Inc. is 228 East 19th Street, 
New York 3, N. Y. 


o 
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Dr. Hever Heaps 8РЕЕСН Hosprrat.— 
Announcement has ‘been received of the ap- 


pointment of Dr. W. Lynwood Heaver to the’ 


e 


[Jan. 


medical directorship of the National Hospi- 
tal for Speech Disorders, 61 Irving Place, 
New York City. A graduate of the Univer- 
sity of California, Dr. Heaver received his 
M. D. degrez from Columbia University in 
1937. Since 1946, he has been adjunct neuro- 
psychiatrist at Lenox Hill Hospital ; prior to 
this he was a member of the resident staff on 
the New York Hospital-Westchester Divi- 
sion for 7 years. A Fellow of The American 
Psychiatric Association, he has since 1947 
been panel consulting psychiatrist to the 
Board of Education of the City of New 
York, and from 1947 to 1950 was senior con- 
sultant psychiatrist of the New York Re- 
gional Office of the Veterans Administration, 
His appointment comes 6n the eve of the 
Speech Hospital's thirty-seventh anniversary. 
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IMPORTANT NOTICE 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


It has been necessary to change the date of the Spring, 1954, examination. 
Although originally announced for April 29 and 30, it is now necessary to 
change the date to May то and 51, 1954. The other arrangements remain the 


same. 


Ф 


Davin А. Bow, Jr., M. D./ 
* — Secretary-Treasurer. 


Half the wars of Europe, half the internal troubles that have vexed the European states 
+. have arisen from theological differences or from the rival claims of Church and State. 


—James Bryce, 
The American Commonwealth 
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DesicN For A Brain. By W. Ross Ashley. (New 
York: Wiley and Sons, 1952. Price: $650.) 


This ingenious book, by the director of research, 
Barnwood House, Glouster, England, may We de- 
scribed briefly (and somewhat inaecurately) as a 
commentary on cybernetics. It is, in fact, an ex- 
amination of basic principles by which adaptive be- 
havior can be exhibited by a machjne, and presents 
a new concept—thaf of ultrastability—by which a 
living erganism may adjust fo varying gircum- 
stances by purely mechanistic processes. 

The author reminds us that the living organism, 
though mechanistic, “learns” by experience so that 
its operations become more effective, its behavior 
“better adapted.” He wishes to identify the nature 
of this change called learning. At the outset, he dis- 
cusses simple dynamic systems, heir variables, and 
their interrelationships, for example, the swinging 
pendulum with its angular velocity which constagtly 
changes in conformity with its varying angular de- 
viation from the vertical. Potential variables outside 
this “system,” such as the length of the pendulum, 
constitute parameters. The range over which the 
variables move make up their “field.” Then con- 
sidering the animal as a machine, he points out 
that organism and environment form an “absolute 
system" in that the organism affects the environ- 
ment, and the environment, the organism. The proc- 
esses of this interaction of animal and environment 
constitute a "line of behavior," the variables of 
which may be measured quantitatively, as on a dial- 
indicator. Such a system has “feedbacks” in that 
each variable is itself modified by the effects it 
produces. “Survival can occur only when the “es- 
sential variables" remain within physiological limits. 

It is the unique r€sult of the feed-back connec- 
tions that a machine posessing them becomes “goal 
seeking” when the connections tend to reduce “er- 
ror.” (It would become goal-avoiding if the con- 
nections were reversed to increase the error.) Thus, 
the feedback makes a system both goal-seeking and 
automatic. "Stability" results when the line of be- 
havior of a system, through operation of its feed- 
back mechanisms, never deviates beyond its field. 
Adaptation, then, is the achievement of a stable be- 
havior, the essential variables of which remain 
within physiologic limits. Homeostasis, as con- 
ceived by Cannon, is a good example, the mecha- 
nisms being inborn. In a similar fashion, "learned" 
reactions come to form a stable system. For ex- 
ample, the kitten learns how closely to approach the 
fire on a cold day through the controlling feed-back 
mechanisms of excessive heat or cold, varying with 
the distance from the fire. Ч = 

A parameter, being a variable outside of system, 
changes the field of the system when it itself is 
changed. Stimuli may often be repfesented as a 
change of parameter, and a change of parameter 


alters the stability of a system so that a new sta- 
bility must be achieved. 

Variables may exhibit 4 degrees of constancy: 
(1) full-function, varying without finite constancy ; 
(2) part-function, with finite intervals of change’ 
and of constancy; (3) step-functions, with finite 
intervals of constancy separated by instantaneous 
jumps; and (4) null-functions, i.e., no change over 
te period of observation. Step-functions (for ex- 
ample, the sexghormone content of the blood stream 
as an animal passes puberfy) play an important 
part in biological systems in that their abrupt 
changes, induced when main Variables reach a “criti- 
cal state” (overshoot the limits of stability), alter 


"the field of the variables and thus force a new trial 


for stability. (A man, acting consistently under 
one set of circumstances, comes to act quite dif- 
fefently, but eventually consistently, when the 
circumstances undergo critical change.) 

Through these logical steps the author arrives 
at his major contribution® the Principle of ultra- 
stability, In an absolute system of many variables 
and a large nunsber of step-functions as alternative 
parameters, the transgression of any variable across 
the critical boundaries of the field induces a change 
in а Step-function which alters the field. If any of 
the system of variables overpasses the critical 
boundaries of the new field, a step-function again 
changes and calls still another field into existence. 
Thus, one field after another is rejected until one 
appears within which all variables remain and so 
achiefe stability or "ultrastability." The author 
defines this principle of ultrastability in the follow- 
ing terms: “An ultrastable system acts selectively 
towards the fields of the main variables, rejecting 
those that lead the representative point to a critical 
state, but retaining those that do not.” This prin- 
ciple he considers adequate as an explanation of 
adaptation without the invocation of a deus ex 
machina. 

The remainder, somg two-thirds of the book, is 
devoted to a detailed elaboration of the principle 
and its presumed application to the operation of the 
adapting nervous system. He describes a machine, 
the homeostat, by which he tests the principle—a 
system of 4 magnetic units interconnected in such 
varying ways as to constitute a system of 8 inter- 
acting vAtiables, 4 of the magnet-deviations and 4 
of the uniselector positions, the latter acting as step- 
functions the sudden changes of which alter the 
fields. He is not concerned whether this machine 
uses methods like those employed by the living 
brain—"My*sim, on the Ste лаш, is simply to 
copy the living brain"—ie., the "behavior" of the 
living brain, failing or succeeding after the brain’s 
fashion. 

In this review no description of the author's long 
argument is possible. He devotes much logical 
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thought to the analysis of ultrastability in living 
organisms and to the operation not only of fully 
connected systems but also of those that are sub- 
divided or "iterated"—a condition he considers to 
exist in the nervous system. He arrives finally at 
the conception of a “multistable system"—one con- 
sisting of many ultrastable systems, joined main 
variable to main yariable, all the main variables 
being part-functions. He holds that the main fea- 
tures of the multistable system are not only possible 
but necessary as an explanation of adaptation by 
the nervous system. He conceives of animals adapt- 
ing, not to the whole universe, but to appropriate 
parts of it in sequence—"serial adaptation" Не 
concludes with a chapter on the interaction between 
adaptations, in which he asserts that in a multi? 
stable system previous adaptations alter subsequent 
ones, thus suggesting a basis for learning and for 
memory. Six final chapters present a mathematical 
analysis of the whole problem. 


This book is admittedly more nearly an exercise , 


in deductive logic than one in the usual scientific 
method of “observation and induction. There is 
nothing here precisely neurophysiological or directly 
relative to the nature of neuronal activity. The 
book is not a dissertatiou on how the brain works, 
but rather on principles, that could underly the 
brain’s operation, and which, in the author’s opinion 
must underly it. It is therefore an argument by 
analogy, intriguing, ingenious, even brilliant, a 
mathematical tour de force. It is remarkable for its 
skill in expressing its mathematical concepts in 
language that is lucid and intelligible, albeit dificult 
for the nonmathematician. 

Though appealing in its general outline, in places 
the argument is less than convincing. For example, 
it is not altogether clear why, in a living organism, 
the passage of a main variable beyond the critical 
point should necessarily change a step-functión in 
such a way as to offer another opportunity for the 
achievement of stability. This difficulty is sur- 
mounted by the author's appeal to natural selection 
of the successful changes in parameter. Again, in 
the complex interplay of the subdivided or iterated 
System, it is not clear how one can be sure of the 
process of events without reference to the changes 
in an actual living organism. In fact, this great 
analogy, like that of cybernetics itself, would gain 
in credibility by confirmatory evidence on many 

` points from the processes of adaptation in living 
organisms. Finally, the multistable system appears 
weakest in achieving the author’s principal aim— 
an explantion of learning and memory. It is less 
than obvious how an ideal multistable system, con- 
structed after the fashion of the author's homeostat 
or even his projected "dispersive and multistable 
system” machine, could adapt more readily to a 
new situation for having previously adapted to a 
similar опе, or, прол repeated trials, reach stability 
with increasing directness and speed. The “learning 
process,” as described for such machines, seems to 
refer to the changed interactions of variables after 
failures to reach stability, rather than to the change 
wrought in a reaction by a previous trial. 

To return to our original characterization, this 


‘ec 


is a commentary on cybernetics and, as such, is both 
informative and stimulating. One looks forward 
with interest to the further development of the 
author’s concept, and its more intimate elaboration 
by reference to the actual processes of adaptation in 
living organisms. 

2 Roran P. Macxav, M. D., 
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A ст-Воок or MzpicaL PsvcHoLocv. By Ernst | 


retschmer, M. D. Translation from the roth 
German Edition with an introduction by E. В, 
Strauss F.R.C.P. (London: The Hogarth 
Press, 1952. Price: 30s.) 


The last English ‘translatich of Kretschmer’s | 


Medizinische Psychologie preceeding the present one 
appeared in 1934. It was done by the same transla- 
tor, who had the advantage of working for nearly 
a year in Kretschmer’s clinic during the time when 
the latter was professor at Marburg. Later Kret- 
schmer followed Gaupp, the grand old man of Ger- 
man psychiatry, in the professor’s chair at Tübingen 


where he still presi&es, He is well known to Ameri- — 


can readers not only through the present textbook, 
but especially through his challenging Kérperban 
und Character and his study of genius, Geniale 
Menschen, 

The purpose Kretschmer had in writing the first 
edition of this work many years ago has been ex- 
emplified in all editions since. Medical students 
and practitioners needed an acquaintance with psy- 
chology not ordinarily provided in the medical cur- 
Ticulum, “not the old sort of philosophical concep- 
tual psychology which possesses no sort of utilitarian 
value for the medical man,” but rather “a psy- 
chology derived from and applicable to the science 
and practice of medicine," which should at the same 
time take sufficient account of broader biological 


and social relationships “to effect a satisfactory sys- Í 


thesis between the science of medicine and a true 
science of mind,” М 

The plan of the book is based on the fact that 
“medical psychology can draw no hard and fast line 
between ‘normal’ psychology and psychopathology: 
The same primal mechanisms are constant and re- 
current; on the one hand they crop up in dreams, 
the fantasies of artistic creation and folklore, and 
on the other in schizophrenia and neurosis. They 
are as adducible in animal and child psychology as 
they are in the psychopathology of hysteria and 
catatonia.” Accordingly, to illustrate human psy- 
chic processes as completely as possible both normal 
and pathological cases are drawn upon. 

Kretschmer’s book does not claim to be a com- 
plete compendium for the training of a psychiatrist. 
It provides one aspect of such training—a funda- 
mental and indisputable one—indicated by the title, 
а medical psychology reduced “to a few primal 
biological mechanisms [that] will help to make 
instruction in clinical psychiatry easier and more 
intelligible for the medical student.” Such a medi- 
cal psychology “should be entirely concrete ani 
nonmetaphysi¢al.” 

The insurmountable stumbling block in metaphys- 
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ical psychology is the nebulous concept of a soul. 
Kretschmer bypasses this stumbling block; the soul 
and the psyche are the same thing. He agrees with 
Democritus. Says Kreschmer: “By soul or psyche 
we mean that which we directly experience . . . all 
that is perceived, felt, imagined or willed. . . . The 
psyche is the universe of experience. . . .”¢ 

Another simplification deals with states of 
consciousness. Kretschmer replaces the “uncon- 
scious” of Freud by die Sphäre (literally “the 
sphere,” for which the translator uses the (Greek 
word “Sphaira”), thus avoiding the “verbal obliq- 
uity” of the former term which “has led to endless 
misunderstanding and controversy.” Instead Kret- 
schmer uses the analogy of ,the yisual field; the 
“sphaira” represent the periphery of the figld of 
consciousness, the border zone' between cogscious- 
ngss and unconsciousness. Beyond lies unconscious- 
ness, or better, extra-consciousness or nonconscious- 
ness. The Freudian “unconscious” seems to postu- 
late levels or depth of'the psychic life beyond 
awareness, For Kretschmer “ап ‘unconscious psy- 
chic life’ is a contradiction in terms.” From either 
point of view an eyent may beither conscious or 
unconscious, or it may at one time be unconscious 
and at another conscious by the ordinary process of 
recall, however induced. Іа any case the Kret- 
schmerian concept is clear enough and squares With 
common observation. 

Keeping in mind the subjects of most importance 
for the physician the author dwells particularly 
upon the nature and treatment of the neuroses. “For 
is not the psychology of the neuroses essentially the 
psychology of the human heart in general, only in 
exaggerated relief? He who understands the neu- 
roses understands human nature and therefore pos- 
sesses the best of all equipments for the remaining 
psychological requirements of medical practice.” 
Kretschmer has developed a plan of psychotherapy 
of his own. He follows no school but utilizes what- 
ever procedure appears applicable to the individual 
cdse, “The supreme principle of psychotherapy is 
(nihil nocere. He ућо never inflicts psychic injury 
on his patients is already a good psychotherapist.” 
The author's practice is not only flexible and elec- 
tric but all-inclusive, making use of every favorable 
agency and influence that may be brought to bear. 
Brief periods of treatment are preferable, usually 
1 or 2 months, and re-education and training play 
an essential part. 

Considerable new material has been introduced in 
the present edition of Kretschmer’s book to take ac- 
count of recent work, such as Hess’ neurophysiologi- 
cal experiments with animals and Kleist’s studies on 
the functional topography of the cerebrum and the 
frontal lobe syndromes. The number of editions 
through which the German text has passed is an 
index of its value and usefulness. The present Eng- 
lish edition is timely and welcome. 

ы eC B.F. 


GESETZE UND SINN DES TRAUMENS. By Professor 
Dr. &. Leonhard. (Stuttgart: Georg Thieme 
Verlag, 1951.) * 

It is Professor К. Leonhard’s contention that 
dreaming is a function of the subconscious. He does 
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not recognize nor treat of the Freudian Uncon- 
scious. The subconscious, according to Prof. Leon- 
hard, supports the corfscious in its mentation 
functions and is particularly concerned with those 
matters which the conscious in the waking state ex- 
cluded from central awareness, or treated inade- 
quately. Certain among these neglected matters are 
brought up again by the subconscious in the pat- 
terns of dreams. But the work of the subconscious, 
Prof. Leonhard maintains, is not confined to dream- 
ing; on the contrary it operates constantly to main- 
tain the soul in ordered agitation. “Im Unter- 
bewusstsein eine stindige Arbeit stattfindet, durch 
welche die Seele nach eigenartigen Gesetzen in Un- 
ruhe gehalten wird” (pp. 137-138). The subcon- 
cious is the repository of man’s precious lore (Wis- 
sensschetz). $t is therein kept alive and available 
to the upper strgta of consciousness, The dream 
affords the subconscious the opportunity to work 
through its problems (Aufgabe) free of the limita- 

tions of logical thought. The dream thus maintains 
and transmits man’s treasured recollections (Erin- 
nerungsgutes). What logical thought 1$ to wakeful 
Ps aria the dream is to the subconscious (р. 
143). 

From this basic hypothésis, and by the evidence 
of numerous dreams, dreamt, recorded, and studied 
by the author, he derives what the terms the laws 
and the significance of dreaming—Gesetze und Sinn 
des Träumens. "The subtitle includes a critique of 
dream interpretation and a glance or look (Ein- 
blick) into the operations of the subconscious. 

This is the second, expanded, edition. The first 
carried the more modest title The Laws of Normal 
Dreaming. Professor Leonhard's criticism of dream 
interpretation is restricted to a denial of the validity 
of Freud’s theory of repression as the vis-a-tergo 
of the dream: the denial of the existence of uni- 
versal dream symbols; the denial of the existence of 
Jungian Archetypen, and the contention that pa- 
tients dream in conformity with the school affilia- 
tions of their psychiatrists and, by virtue of the 
suggestive powers of theoretical formulations and 
expectations. “Patienten der Freudschen Schule an- 
ders träumen als die Patienten der Jungschen 
Schule” p. 3). d ; | 

Professor Leonhard’s work is astute, ingenious, 
informative and provécative. It is also extremely 
naive, and in spots obtuse. The author gives many 


of his own dreams. Thereby he appears either as a ' 


bold or a rash man. In the end, however, one is 
forced to the conclusion that he is neither the one 
nor the other, but simply a man who, though know- 
ing a grgat deal about dreams, really doesn't under- 
stand them. His psychology is the long-discredited 
associationalism. He believes that dreams are ulti- 
mately determined by physical states and sensations. 
Frustration dreams, characterized by an overwhelm- 
ing sense of fatigue, and the inebility to run, climb 
stairs, or to*find one's goal, are due, according to 
Professor Leonhard, to the actual experienced sense 
of fatigue resulting from the previous day's physical 
strain. He reports the following dream (his own) : 
"T am in an autobus, a corpulent woman presses 
against me more and more forcefully. I awake," he 
continues "and sense the pressure of the heavy bed 
< 
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cover, just as I felt in the dream the pressure of the 
corpulent woman." 

АП that despite, Professor Leonhard's work com- 
mands earnest study. In significant ways it is in- 
formed, pertinent, and suggestive. Even his theories 
on the functions of the subconscious and the role 
therein of the dream, deficient as they appear to be, 
are not without much merit. They are an excellent 
antidote to the other extremes. 

Iaco GarpsToN, M. D., 
New York City. 


BESINNUNG UND BEWUSSTSEIN. (AWARENESS AND 
Consciousness). By С. E. Stórring. (Stutt- 
gart: Georg Thieme Verlag, 1953.) = 


It is very hard to give the English,reader an idea 
of this small booklet (134 pages). The word “Be- 
sinnung” which the author opposed to consciousness 
is practically impossibie to translate into English. It 
has too many meanings in German. For instance, it 
means awareness, it means rationality, it means re- 
call, it mezms seriousness of mind. It is somehow 
the meaning of the Aristotelian “Nous.” Maybe the 
best translation would be awareness. The meaniag 
of “Besinnung” may besclarified by an example of 
the author’s use of the term in this book. The baby 
is conscious, but nas no "Besinnung," that is it is 
without evaluative awareness of its own mental 
processes. The author is of the opinion that the 
maturity of a human being consists especially in the 
development of the ability for “Besinnung” and 
“Selbstbesinnung.” 2 

The author started from the study of the “beson- 
nene Dümmerzustande" (clouded state of epilep- 
tics). In this organic condition, the patient is con- 
scious but he acts without “Besinnung.” “Besin- 
nung” is the highest function of the psychological 
aspect of a human being. He shows how this‘func- 
tion develops in the life of a human being and how 
it is disturbed in different mental diseases especially 
in schizophrenia. If we cannot, or if we are pre- 
vented from using this function of “Besinnung” in 
dealing with important life problems, or in questions 
of evaluation, then 2 main dangers arise. The first, 
we lose our personality. We become without indi- 
viduality. We are not a personality any more. We 
are part of the crowd. The,second danger is that 
we get neurotic. He shows how modern psycho- 

» therapy, especially logotherapy of Frankl, uses “Be- 
sinnung” and “Selbstbesinnung” in spite of the fact 
that other words are used for these functions. 

I suspect that American psychiatrists will not be 
very satisfied with this book. One reason is that it 
deals with cultural problems, problems "of value, 
problems of responsibilities and dignities which the 
author uses to understand psychiatric problems. 

The modern German philosophy of Husserl, of 
Scheler, Jaspers and Heidegger is quoted for the 
understanding of these problems, What happened in 
the world, and especially in the last 15 years in 
Germany, colored very much of this book. Ques- 
tions which were very important for the German 
psychiatrists are sometimes not so important for 
American psychiatrists, and sometimes these ques- 
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tions cannot be even understood by an American 
psychiatrist, not even for one who was born ii 
Vienna, lived there for more than 40 years, 
worked in psychiatry for more than 15 years in 
German cultural sphere. It is very interesting ti 
see how this trend in modern German psychiat 
developed, but to understand it fully, it would 
essential to have experienced intimately the Se 
World War, the Nazi regime, and post-bell 
Germany. 
D] Max Weissman, М. D., 
3 , Department of Psychiatry, 
State University of New Yor 


Genetics AND Disease. Ву Tage Kemp. ( 
kagen: Ejnar Munksgaard, 1951. Price 
Den. kr.) 


The rapid development of human genetics, é 
pecially in the area of disease, makes this text 
timely publication, Indeed medical genetics is noy 
taking its place as опе of the fundamental subject 
of the medical sciences and physicians are come 
stantly asking, “What can we read to keep abreast 
of developments?” 4 

The fact that medical genetics is still in а pioneet 
stage makes it an interesting field of research a 
discovery, but also makes it a controversial one ii 
many aspects. The general reader must keep this 
in mind and realize that the subject is far fri 
being streamlined, while each specialist will fimt 
some points for disagreement, The mention of soi 
such points in this review is not intended to detr; 
from the general value of the text. 

Few medical geneticists are as competent to pre 
pare a text as Tage Kemp, Professor of Hum 
Genetics, University of Copenhagen. His text is 
reasonble length, some 300 pages, and divided 
5 parts. і 

Part I (comprising $ of the text) discusses th 
basis of heredity, outlining what is meant by get 
and chromosomes, dominance and recessivity, li 
age and crossing-over, mutatious, the effects of ci 
sanguineous marriages, sex determination, хіппі 
and so on, A point to be mentioned here conce 
the discussion of the mutation rate for chondrod; 
trophy taken from M¢rch’s original work in whi 
there is repeated an error in the method of calcul 
tion. This error has recently been pointed out b 
Robert Popham and earlier by J. B. S. Haldane 

Part II, in some 20 pages, outlines the sp 
methods used in genetic studies on man, concerni 
probability, the study of human populations, statisti 
genealogical methods, and the twin method. 
cerning the twin method as here outlined, 
reviewer would take issue, particularly with 
statements that “if the disease is obviously heredi: 
tary, and the gene presents a high frequency © 
manifestation, the disease will always show com 
cordance in one-egg twins. If the development 
the disease depends to some extent on environment 
factors, we may occasionally find discordanc 
These statements the reviewer feels are quit 
misleading. ' k 

Part III goes on to outline (in 50 pages) the in- 
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heritance of normal characters, particularly the in- 
heritance of blood groups. A small point may here 
be mentioned concerning the foetal development of 
the dermal configurations. The text states that 
“towards the end of foetal life the system is fully 
developed.” It is generally accepted that the finger, 
palm, and sole ridges are completed much earlier, 
namely, by the end of the fourth foetal month gnd 
hence are important recorders of early disturbance 
of foetal growth. 

Part IV (3 of the book) deals with hereditary 
diseases, giving 2 chapters to a discussion of nervous 
and mental diseases. Part V is a brief concluding 
discussion of Genetic Hygiene. 

Genetics and Disease is a text which the reviewer 
keeps constantly at hind for reference. The subject 
is still too new for general agteement, but, Tage 
Kemp gives on the whole an excellent statement. 
It is a text that should be readily available for 
medical students and practitioners. A strong point 
in favor of this book is its émphasis on fundamental 
principles rather than being a mere collection of 
factual detail. 

Norma Fon Warrer, Px. D., 
Dept. of Zoology, 
University of Toronto. 


. 
GnouP TREATMENT IN PSYCHOTHERAPY: A REPORT 
or Experience. By Robert G. Hinckley, M. D. 
and Lydia Hermann, M. S. (Minneapolis: Uni- 
versity of Minnesota Press, 1951. Price: $3.00.) 


As a "report of experience" with one particular 

type of group psychotherapy this is an excelent 
book. It is based upon the work of the mental 
hygiene clinic of the student health service at the 
University of Minnesota. The total experience 
Covers II years, but the greatest emphasis was, as 
might be expected, during the 3 years prior to the 
writing of this report—a periot during which 27 
groups wert formed. 
А ‘Fhe book offers а great deal to anyone seriously 
interested in group ptychotherapy, who has a rea- 
sonably comprehensive background in individual 
therapy. There are excellent, though short, analyses 
of the functions of the oup and of the therapist, 
of group dynamics and men mechanics. Ver- 
batim excerpts from the records of group sessions 
are liberally used, and these with their interpretive 
notes clarify the picture of proper and improper 
procedure. 

It is to be hoped that everyone who is suddenly 
taken with the idea of group therapy as a solution 
for the problem of spreading "psychiatric time" 
(which it most certainly is not) will read this book 
before embarking on therapy with a group. The au- 
thors very clearly bring out a number of important 
points about the issues involved, without going into 
explicit detail. Nevertheless, 2 important points are 
emphasized, namely, that npt every therapist can 
do or should attempt to do group therapy} and that 
patients must be carefully selected, 

As an igtroduction to one type of group psycho- 
therapy (verbal, for adolescent or ad&lt groups), 
the book is highly recommended. It is not compre- 


hensive enough to do more than serve as an intro- 
duction for this one type. It is unfortunate that a 
more complete bibliographf is not given, so that be- 


ginning workers could follow up on other types of 
psychotherapy in groups. eu 
L.G.L. 


Current ТневАРҮ—1953. Edited by Howard F. 
Сот, M.D. Philadelphia: Saunders, 1953. 
Price: $11.00.) 


This book represents a tremendous undertaking 
on the part of its editor and his dozen consultants. 
Some deficiencies of previous volumes have been 
largely made good. The invariable sketchiness, lack 
of clarity, and precise direction with consequent 
ambiquity haveebeen nearly eliminated. A particu- 
larly good feature js the incltision of more than one 
authority on the common important disorders or 
diseases and on the whole the articles have obviously 

written with great care by experienced people. 

The editors in planning this book had to decide 
whether to make the book conveniently*small and 
therefore inevitably unsatisfactory or to make it 
really comprehensive, large, and unwieldy. They 
have chosen the huge and bulky method, and that 
was undoubtedly the er daon. It cannot be 
read in bed with comfort. "There hire no important 
omissions from the long list of conditions presented 
to the practicing*doctor. In the section on allergic 
diseases, more emphasis perhaps should be placed 
on thg treatment of the patient himself. In some, 
this is, of course, mentioned, but sufficient stress is 
not laid on this side of therapy and of the under- 
standing of the state of the organism as a whole and 
the perspective with which all sorts of procedures 
such as desentization, insulation, and even isolation 
have to be viewed. There is an interesting list of 
drugs &t the end of the book which reveals how in- 
dustrialized pharmaceuticals have become because of 
their complicated chemical formulae, so that now the 
firms who make them have invented thousands of 
new names which often give no hint of their 
ingredients. 

There is also a useful page or two of weights and 
measures and tables showing how to make solutions 
of various percentages. е 

The editors and publieher аге to be congratulated 
on the success of their efforts. 

Trevor Owen, M. D, 
University of Toronto, 


SociaL SCIENCE AND PSYCHOTHERAPY FOR CHILDREN, 
By Oto Pollak and Collaborators. (New York: 
Russell Sage Foundation, 1952. Price: $3.00.) 


This book is the report of a research project that 
involved Russell Sage Foundation as inaugurator, 
Otto Pollak, teacher of social science at the Uni- 
versity of Pésnsylvania, and members of the staff 
of the New York City Jewish Board of Guardians. 
The task of the project is formulated in the first 
sentence, as follows: “exploration into the question 
of whether existing funds of social science knowl- 
edge can be adapted to psychotherapy practised in a 
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child guidance setting.” This would indeed have 
been a big order, and if properly executed, of great- 
est importance. T 

In the introduction we become aware of the fact 
that the Jewish Board of Guardians is an agency 
strictly directed by Freudian concepts and by the 
psychoanalytic philosophy which has filtered into 
the field of child guidance. Even the table of contents 
reveals that topics have been considered from the 
viewpoint of psychoanalytic concepts and that some 
aspects that one would expect in a "sociology of 
child guidance" have been omitted. 

The first chapter, "Concepts of Family Orienta- 
tion in Diagnosis and Therapy," written (like all 
the others) by Dr. Pollak and a member of the staff 
of the Jewish Board of Guardians, describes the 
strange routine patterns of their work with regard to 
family relations. We'quote: “According to current 
practise in the child guidance clinic of the Jewish 
Board of Guardians, the main source for diagnostic 
information in addition to the child himself is his 
mother. She is the person from whom the basic 
data abou®the child's symptom picture, his develop- 
mental history, and his family background are 
gathered, Routinely the child is seen for diagnostic 
observation after his mother and on the basis of the 
material condensed from these two sources in in- 
terviews covering an intake period of about’ six 
weeks. ... Only in a minority of cases is the 
child's father also seen as a part ef the initial diag- 
nostic contact. When this happens, the reason 
usually is that he has taken the initiative in the re- 
ferral stage. In such cases both parents may be in- 
vited to the intake interview, but sometimes even 
though the father is the parent who has approached 
the agency, only the mother is asked to the initial 
interview regarding the child's difficulties... . 
Similarly it is basically only the mother who is 
regarded as a potential patient besides thé child, 
although as treatment progresses the father may 
also be seen for therapy. In such cases it is usually 
a request on the part of the mother that brings 
about the contact between the worker and the father. 
It may be due to the initiative taken by the father 
himself. It hardly ever occurs as a consequence of 
initiative taken by the workers.” This sounds like 
an acceptance of the matriarchal family setting. It 
is usually thought that here in America we are 
working towards a family situation of equal paren- 
tal responsibility. Theoretically such an emphasis 
on the relationship between the mother and the 
child highlights the concept of the Oedipus complex. 

Unbiased study of cases as they come into the 
child-family advisory agency will show that in 50% 
of the cases the father will be the meniber of the 
family to independently make the first contact, give 
the more essential information, and give a greater 
volume of information. If we are not unreasonably 
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dogmatic and routinized we must aim in all cases at 
getting the most complete information about the 
pathogenesis of the child's case, and therefore which- | 
ever parent can present that information will be | 
important. The same too, can be said for the prob- - 
lem of therapy. Whichever parent needs therapy, 4 
or whichever parent can be most influential in the 
recovery of the child should be treated in whatever 
way possible for the best results. 

"This bias persists in the rest of the book so that 
it Becomes merely propaganda for an organized 
point of view that is extremely superficial. Anyone 
who has any real insight into the problems of child 
guidance cannot but feel that Dr. Pollak’s contribu- 
tion does not present anything new. 

d Ernest Harms, Pu. D, 
New York City, 
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Orare Аристюм. By A. Wikler. (Springfield; ^ 
С. C. Thomas, 1952.) " 


This book contains valuable new information con- 
cerning opiate and other addictions. In contrast to 
much that has Бейл written on opiate addiction from 
clinical impressions only, Dr. Wikler’s opinions are 
based on very careful research on human volunteers, © 
The chapter on methodology should be studied by | 
any group undertaking clinical research into addic- ^ 
tions. A much clearer explanation of the nature of: 
the opiate addiction process has resulted from his | 
investigations. Some of his impressions are quite — 
original and interesting, e.g. that the withdrawal re- 
action to morphine could return as a conditioned re- — 
sponse to available supply without any administra- _ 
tion of morphine. If the author is able to verify 
this, it will provide a new understanding of the re- 
lapses of the opiate addict. 

One of the most helpful chapters for the practis- — 
ing physician compares opiate and barbiturate ad- — 
diction. Barbiturate addiction is more likely to be 
encountered in psychiatry or general practice that 
opiate addiction. It also appears that physicians«are 
more frequently responsible for initiating and main- © 
taining barbiturate addiction. Dr. Wikler's com- — 
parison of the 2 addictions should do much to dispel 
present misunderstanding of the hazards involved in 
prescribing barbiturates for prolonged periods. | f 

This book should be carefully studied by all clini- 
cians who are concerned with opiate, barbiturate, of 
alcohol addiction. The basic differences in the rea 
sons for using opiates vs. barbiturates or alcohol arè 
well explained. The book itself has only 60 pages 
and can be easily read in an evening. The references 
alone would make it a valuable addition to апу 
medical library. 


R. G. Веи, M.D, 
Shadow Brook Health Foundation, 
Willowdale, Ontario. f 
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RESULTS OF PSYCHIATRIC TREATMENTS: » 
WITH A CONTROL SERIES ы 


A 25-Year STUDY 
ЕАВЁ, D. BOND, M. D., PHILADELPHIA, PA. 
а 


INTRODUCTION . 


For the important question of the value 
of insulin and electric shock therapies (апа 
sulpha drugs and the antibiotics) the Penn- 
sylvania Hospital has unusual—possibly 
unique—experience in which to,find answers. 

In the 25 years from 1925 to 1949 hospital 
conditions have changed little for patients, 
antl diagnostic criteria have changed even 
less. In 1925-26 these psychiatrists were in- 
fluencing treatment dnd diagnosis: Dr. 
Strecker and myself (from 1913) ; Dr. Ken- 
neth E. Appel and Dr. Layren Н. Smith; 
Dr. Clifford B. Farr and Dr. Elmer Eyman; 
their influence was still strong in 1949. The 
superintendents of nurses, the psychologist, 
Dr. Westburgh, and the business director 
have covered the whole quarter century. 

For all this time, patients’ surroundings 
have been much the same. They have had 
the same opportunities for occupation, recre- 
ation, music; they have been cared for by 
trained nurses or nurses in training; most 
important they have received personal, indi- 
vidualized attention from psychiatrists. 

The patients, almost without exception, 
have had interested families able to give de- 
taited histories, and willing to respond to re- 
quests for follow*up accounts. The notes 
by physicians and nurses are full. 

The plan for working up cases has been 
to check on one side of a cardboard the size 
of the record, the (1) symptoms shown by 
the patient in the attack for which he or she 
was admitted, (2) previous attacks, (3) ad- 
mission and discharge dates, (4) duration of 
psychosis before admission, (5) condition 
on discharge, and (6) condition 5 years 
after admission—(often later). On the re- 
verse side is an abbreviated family history 
a a chronological abstract of the patient’s 
ife. 

At present all cases regarded as Controls, 

From the Institute of the Péhnsylvania Hos- 


pital. Supported by grants from the ¢Catherwood 
Foundation and the Kirkbride Fund. 


1925-34, have been abstracted in this way— 
all in order of admission, whether senile, 
general paretic, or manic-depressive or schiz- 
ophrenic. The years in which new treatments 
were introduced, 1935-39, are being ignored, 
Of the years in which new treatments have 
been in operation 7 are completed, 1940-46, 
and the, first eomparison will be with the 10 
years of controls against’ the later 7. Cases 
from the other 3 years will be done when 
follow-up work for 5 yeafs can be completed, 


* In making diagnoses the A.P.A. definitions 


have been followed. To keep the t¥pes pure 
a large group of unclassed has been built up, 
to be divided later and, separately reported 
upon. 

I believe that I am Idd by curiosity in this 
inquiry. I do not feel that I have any vested 
interest in any kind of treatment. My over- 
all curiosity was concerned with what a hos- 
pital'like the Pennsylvania did for all mental 
patients of all kinds over a long period. I 
can speak for the same rather detached curi- 
osity in Dr. Harold Morris, who has worked 
chiefly with cases from 1940 to 1947; even 
these'cases I have had to review and make 
my own when it came to summarizing. Work 
on the individual cases backs up the original 
belief that we have a remarkably steady base- 
line. Comparison suffers to some extent be- 
cause cases in the insulin-electric shock 
years cannot be followed as long as the con- 
trols; this trouble will be rectified by time 
and seems most important in the manic-de- 
pressive groups. 

For constructive criticism I have to thank 
the research committee of the Pennsylvania 


Hospital and for advice and help I have | 


turned td Dr. Arthur P. Noyes. The whole 
survey has been made possible by a grant 
from the Catherwood and Kirkbride Founda- 
tions. 

After miteh thought I have decided to use 
the word "recovered" for patients in whom 
no defect is known. It means social recovery 
or more, with or without insight. “Much 
improved" means, as does "recovery", a con- 
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dition satisfactory to patient, relatives, and 
the family physician—but a certain minor de- 
fect is present, such as shyness, tenseness, or 
the inability to maintain close emotional re- 
lationships, or mild swings of mood. To- 
gether “recovery” and “much improved” are 


called “satisfactory results”. 


ScHIZOPHRENIA 


Because the Therapy Evaluation Confer- 
ence of the A.P.A. and the U. S. Public 
Health Service is concerned first about schiz- 
ophrenia, that illness will first be folloWed 
here and introduced by Table'r, which con- 
tains a comparison of resuks from the point 
of view of 5 years after admission to the 
Pennsylvania Hospital. 

There, are many comments, unusual sit- 
uations, and longer-distance follow-up re- 
ports which will be considered later. At this 
point let me try to»bring out main issues in 
this table. , 5 ‚ 

In the later years, when insulin and electric 
shock were available, maintained recoveries 
led with 22% over 9% for the controls ; sat- 
isfactory results led with 29% to 13% for 
controls. 

The good showing of the later “shock” 
years is marred by a larger number of lost 
cases and a closer examination of these will 
follow. Fortunately, as a main object pf this 
investigation was to build a group of con- 
trols, the number of lost cases among the pre- 
shock years is small. 

A detailed discussion of the different cat- 
egories follows. 

Recoveries—Control Group—Of these, 
25 were well when they left the hospital and 
remained well; 5 recovered in the state hos- 
pitals to which they were transferred: one 
was so unusual that special mention follows. 


This young man, as a child shy, overmodest and 
overwhelmed by his mother, had a schizophrenic 


' break 12 months before entering the Pennsylvania 
. Hospital, There he gained not at all and was taken 


by a cousin to the wilderness. Here he used a rifle, 
shot and cooked his own meals, lived on the country 
with his cousin. He made a remarkable recovery 
which he has held 19 years. - 


There are no qualifications in the reports 
about these patients, usually from the family 
physicians. "Five well and happy years." 
*Very well with no sign of trouble." АП 
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patients are at work, 2 as teachers. (How- 
ever, 7 relapsed after the 5 years, having 
maintained health for 54, 53, 55, 7, 8, 9 and 
10 years respectively. One is known to have 
recovered from the relapse.) 
Recoveries—1940-46 Growp.—Of the 78 
there were 67 who were well when they left 
the Pennsylvania Hospital and who main- 
taimed their health 5 years. Eight left this 


TABLE 1 
SCHIZOPHRENIA 


Rèsults of Treatments—5 Years after Admission | 


Insulin 
and EST 


Controls available 


1925-34 1940-46 
31 Recovery ....... nn 78 
4 Recovery, relapse, 2d recovery. 7 
п Much improvement with minor 


deft ........ E rs 17 
0 Recovery; death aíter 3 years, 
5 no mental symptoms......- 
28 Considerable or slight improve- 
ment with major defect..... 
15 Recovery then ге!арзе........ 
31 No improvement to death..... 
Unimproved, living .......... 


Total followed. .... 


Lost—no record for 5th year 
Condition at last report 

1 Recovered 

1 Much improved .. 

9 Improved ........ 

27 Unimpioved 


92 

303 440 

hospital unimproved and recovered in s at 

hospitals: 2 recovered in private hospita: 

1 had EST every week for a year. | 

In most instances we have a flat statem“ 
from the family physician: “absolutely 7 
and working for the last 10 years"; 


mentally disturbed over 9 years in spite 9! 
2 pregnancies and nephritis" ; "no return 0 
symptoms at any time." One patient 13 ac 
tiveas a minister ; 2 are industrial engine 
1 is practising dentistry and 1, medicine 
has an important government position ; 9? 
under 21, finished college requirements 
graduated. A husband's reply has inter 


“She is perfectly well and is suing me fo 
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divorce.” Another comment is: “Unhappy 
but no trace of psychosis.” 

Of the 78 recovered cases, an insulin 
course often with EST as adjuvant was 
given in 53, electric shocks alone in 11, and 
no shock treatment in 15. * 

A patient who remained free of psychosis 
for 3 years and then died of a temporal lobe 
abscess has a line to herself. e 

Eight patients relapsed in the 6theyear 
from admission; 5 are known again to have 
recovered; I was reported much improved 
after lobotomy ; 2 «committed silicide. - Three 
patients relapsed in the 8th year: r is kgown 
to shave again recovered. One patient’ re- 
lapsed in the roth year and recovered. And 
I patient relapsed after. 13 years in a manic 
attack with recovery. In all, 13 patients re- 
lapsed after the 5th year: of these 9 are 
known to have recovered. © 


CASES WITH RECOVERY, RELAPSE, AND SECOND 
RECOVERY IN BOTH GROUPS ч 


The small group of 4 control cases were 
all patients who were up and down in the 5 
years but well at the end of that time. Their 
illnesses were characterized by attacks and 
remissions. Others much like them are 
placed in the recovery—relapse category be- 
cause the end of the 5th year caught them in 
an attack. The age range of these patients 
was from 14 to 17. (The first of these pa- 
tients had* a relapse in the 16th year; the 
secend in the 7th year ; the thirdein the oth, 
13th, rsth, 17th, 8th, and 19th years; the 
fourth in the 13th year.) The question of 
manic-depressive psychosis was raised in all 
4 instances, У 

The age range in the 1940-46 group of 7 
was 18 to 37 and the course of illness dis- 
tinctly different from the controls. All had 
1 relapse only in the 5 years and were well 
at the end of that time. Six of these patients 
went through a course of insulin shock ther- 
apy. (After 5 years т patient relapsed in the 
7th year and recovered under EST ; another 
relapsed in the oth year.) 

Much Improved with Minor Defect—Con- 
trols —Some of these 11 patients wege doing 
exceptionally well in difficult jobs but con- 
sciously "ог unconsciously wefe learning to 
avoid close emotional relationshifs. These 
patients showed work capacity; they were: 
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“nearly normal,” “not quite well,” “nervous,” 
“showed little peculiarities.” "^ 

(After 5 years there occurred 1 relapse in 
the oth year, a suicide in the 8th year, a re- 
lapse in the r5th year, and a relapse in the 
12th year with insulin therapy and recovery 
into the 14th year.) 

Much Improved with Minor Defect— 
1940-46 Group.—These 17 cases are like the 
controls. “Always a good worker, never en- 
tirely well”; “working well and raising a 
family but at times hypomanic.” In 2 cases, 
ard only 2, a tendency to be suspicious is 
considered a fninor defect, because of the pa- 
tients’ being described as "sociable, active, 
busy, happy” and as “jealous of his wife, 
hard at work, able.” р 

(After 5 years 7 patients relapsed; 3 at 
6 years, I at 7 years, 2 at 8 years, and 1 at 
Ileyears; 2 of these again were much im- 
proved.) о 3 

Of the 17 cases that gnaintajned a marked 
improvement for 5 years, 9 had insulin and 
2 had electric shock. One patient who re- 
ceived no shock treatment died from cerebral 
hemorrhage 53 years after admission. 

Slight Improvement—Major Defect—in 
Controls.—All of the 28 patients spent most 
of the 5 years at home. But 1 “just eats and 
sleeps”; 1 “does the chores and is con- 
tented?’ ; т hallucinates ; 3 were in and out of 
state hospitals; 1 was “a symphony soloist 
but always in trouble.” 

Slight Improvement—Major Defect—in 
1940-46 Group.—Again all 50 spent most 
of the 5 years at home. “Does the housekeep- 
ing but still paranoid"; “at work but para- 
noid”; “hears voices”; “no sustained inter- 
est”; 4 are described as “capable schizo- 
phrenics.” y 

Twenty-one of these patients received in- 
sulin shock and 2 received electric shock. 

Lost—in Control Group.—As a main pur- 
pose in gis investigation is the building up 
of controls, it is fortunate that only 38 cases 
out of 393 have escaped the 5 year follow-up. 
Twelve of the 38 were followed for a year. 

When last heard. from 27 were unim- 
proved, 9 infiproved, 1 much improved and 
I recovered. The т apparent recovery was 
in a school boy who after 5 months was do- 
ing well at home and school; the father's 
attitude makes further questioning inad- 
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visable. It seems likely that there would be 
a slight change in a downward direction if 
all follow-up could be completed. 

Lost—1940-46.—Here there is а serious 
problem in 92 cases. Some help comes from 
the fact that of 29 recovered and much im- 
proved, 24 were followed for a year at home. 
Doctors Shurley and West * have established 
that recoveries in insulin-treated cases at the 
Pennsylvania Hospital diminish by 10% 
from the end of the first to the end of the 
5th year. Table 1 shows that 10% of the 
total cases relapsed by the sth year. Ohe 
could then expect 9 (10% of 92) of the 29 
recoveries and much improved to relapse. 
But in the 78 recoveries in the 1940-46 group 
there were 11 discharged as unimproved who 
later recovered—about 1 in 20—so that 4 
new recoveries may be expected. From these 
inexact considerations, a net loss of 5 in the 
recovery column is likely, but even a loss of 
twice that number would not greatly change 
the percentages. 

In satisfactory results the, 1940-46 cases 
have much the better of it, 31% against 
14%. й 

Of all 92 lost patients 26 only were treated 
by insulin while 25 received series of EST. 
One reason why 41 received no shock treat- 
ment, and also why the families did not keep 
in touch with hospital physicians is that 23 
had a hospital stay of less than 1 month. 
Then 7 of the 23 had been ill from 6 to 22 
years. 

Of 26 “lost” insulin-treated 11 recovered 
or were much improved. Of 25 "lost" elec- 
tric-shock-treated patients 9 recovered or 
were much improved. Of 41 "lost" patients 
treated by other than shock methods 9 re- 
covered or were much improved, 

Unimproved at 5th year—Controls—The 
281 unimproved cases are made up of 3 divi- 
sions. The smallest is made up of 15 patients 
who recovered and relapsed. AH 15 re- 
covered about 16 years of health between 
them: 1 each had 2, 3 and 4 years, 8 had 1 
year, and 4 had less than 6 months. In a 
second small division are thosz who died 
before the 5th year (31), 4 by suicide and 27 
of intercurrent diseases. In the third divi- 
sion are those living unimproved at the 5th 


2 An unpublished article. 


RESULTS OF PSYCHIATRIC TREATMENTS 


[Feb. | 


year (235). Of these 52 had been ill for 3 7 
to 39 years before admission, and 27 of the | 
52 had been ill over Io years before admis- 7 
sion. E 
(Shortly *after the sth year 2 patients” 
died @f carcinoma, and from the 6th to the) 
Ой! year 5 more patients received insulin 
shock or metrazol to little or no effect. Two 
in 6th and 8th years had lobotomies and were: 
made more quiet. One patient had insulin in 
the 8th year, metrazol in the oth, EST in the 
18th and lobotomy in the 20th year; after 
all these measurés she improved slightly in 
the hospital to which she had been taken.) 
One patient deserves a paragraph to h 
After 12 years of hospitalization (she was “split 
in two”) she was given metrazol in a state hospital, 
promptly recovered and has been fully well, happy; 
efficient, winning promotion after promotion for ў 
years. This patieyt is both a control case and af 
example of recovery after shock therapy. 
Unimproved—1940-46.—Here there is a 
skarp contrast to the controls in the total of 
195 unimproved cases. The first division, of 
recovery and relapse, is 45 instead of 15; the 
patients recovered 96 years of health, an av 
erage of about 2 years each as compar 
about 1 year in the controls: 20 had.3 or4 
years when they were "up and down" and 
“in and out of hospitals.” In this group 3 
received an insulin course and 6 an EST 
series, with 4 having no shock treatment, 
(Again in corítrast to the controls, wheit 
only one recovery came after the follow- 
period, 4 of these 1940-46 patients later 1 ¢ 
covered and 1 was able to be a clerk mi 
store— not fully well" ; all of these could X 
followed for 8 years.) E 
The second division of unimproved to tit 

of death is not very different from the coti 
trols. There were 5 suicides. There wet: 
insulin deaths at this hospital. The OU 
deaths were from intercurrent diseases € 
cept 1 from "malnutrition" that was dut? 
the psychosis. 4 
In the third division there are 128 case 
be compared to 235 controls, all patient 
living and unimproved. Of the 128 Ù% 
were 38 who had been ill from 3 to 309% 
and 2 apparently for lifetimes, while % 
counting the iffetimes, had been Ш ovet ^ 
years befcre admission. : Я 
Of the 128 cases, 87 received insulin ues 
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ment at the Pennsylvania Hospital, as al- 
ways supported by EST or metrazol when 
supposed necessary. Others received insulin 
or EST at other hospitals. Of 41 patients 
who received no insulin here гї were re- 
moved in a few days; 12 had been sick over 
5 years; 4 had had shock treatments just be- 
fore admission; and one was ill with TB. 
Three were mentally defective. Й 
(After the 5 year period, 9 patients were 
lobotomized in other hospitals without bene- 
fit; and 8 more after lobotomy, including 1 
in the Pennsylvasiia Hospitab showed im- 
provement in the direction of “more, tran- 
quil", “better and able to work”, “able to live 
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which the symptoms bothered and alarmed 
them. But psychiatrigts are puzzled by the 
problem of insidious onsets: did the illness 
begin with a slight turn toward seclusiveness 
or preoccupation, or did psychosis begin with 
a late outburst of violence or hallucinosis? 
In the unknown duration group there are 
some in the pattern “то years or 1 month’, 
"17 years or 5 days". Also in the unknown 
group are 3 patients from 12 to 16 years old 
who are said to have had symptoms “from 
birth”. 

e Table 3 shows the 4 large results for the 
end of, the hospital residence, r year later, 
and 5 years from the time of admission. No- 


at home”, “easier to manage”, “paranoid but ticeable is the tendency of the control group 
does not care’,  * ., toward stability except for the drop in the 
e 
TABLE 2 Ф 
e 
« DURATION BEFORE ADMISSION: 
Controls,1925-34 Sffock available 1940-46 
18 mo. 19 HO, 6 yrs. 18 mo. @ 7» mo. 6 yrs. 
or to or or to or 
At sth year less 5 yrs. more less 5 yrs. more 
Recovered о. 27 3 1 e 60 13 4 
Rec.-relapse-rec. 4 ay 
Much improved . 7 I 1 14 3 o 
Improved .... 12 10 “4 27 13 то 
Rec.-relapse II °3 о 35 5 2 
Unimproved ................- 155 63 48 78 52 19 
216 80 54 220 86 35 


One patient had intensiye psychotherapy 
for 3 years with no gain to the 5th year. An- 
other escaped from a state hospital and killed 
a fellow patient.)e 


DURATION BEFORE ADMISSION 


In several cases duration was not estab- 
lished (See Table 2). 

The controls and the shock available 
groups had practically the same number of 
cases that had durations at admission of 18 
months or less, and of the controls 27, and 
of the latter group, 60 recovered—12% and 
27% respectively. 

The controls were loaded with 54 cases 
over 6 years (6 to 29 years) in duration and 
of these 1 recovered ; the later group had 35 
over 6 years (6 to 29 years) in duratiion and 
of these 4 recovered. e 

Most ‘estimates of duration neust be un- 
certain. The family tries to give the time at 


А 
"improved" group. Also noticeable in con- 
trast is the drop in recoveries over the 5 
years in which shock treatments were avail- 
able. 


SuMMARY 


т. This report on schizophrenia is a first 
step in building up a control group of the re- 
sults of hospital psychiatric treatment. First 
shown are 393 consecutive schizophrenia pa- 
tients admitted in 1925-34 before the com- 
ing of any shock treatments. 

2. А comparison is made with 440 consec- 
utive schizophrenic patients admitted in 1940- 
46 to the same hospital conditions but with 
insulin and electric shock series available and 
frequently used. 

3. The shock treatments seem to be a push 
in the upward direction in schizophrenia: 
there are more recoveries sustained to the 
5th year, more slightly improved, fewer un- 
improved, many more recovered and relapsed 
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in the 5 years, and more recovered in the 
group that could not be followed. 

4. Relapsed cases, both in and later than 
the sth year period, raise the question as to 
whether shock treatments are enough. The 
fact must be taken into account that the 1940- 
46 patients had all the adjuvant hospital 
treatment that was given to the earlier control 
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RESULTS OF PSYCHIATRIC TREATMENTS 
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5. In the first table of results are included — 
cases whose long duration before this hos- 
pitalization or treatment put a tremendous 
burden on therapy. In the control group п 
cases had run 6 to 7 years, 15 cases had run 
8 to тө years, 12 cases had run 11 to 15 years, 
and 10 cases had run 16 to 29 years. In the 
1940-46 group 3 cases had run 6 or 7 years, 


RESULTS FOR THE END OF HOSPITAL RESIDENCE 
1925-34 1940-46 
CVUMISRRUUEUEEENESTYOS 
tam. he sagem from al 3 discherge ү; later pe 
53 E riae: 46 |" © ; 173 16 '103 
14% 9% У pa Recovered & much improved. . { 30% 26% 23% 
99 58 28 91 78 50, 
6 14* » 31* 5 12* 22* 
235 265 250 171 149 173 
— X. — EY ab RT pi 
303 368 355 405 348 
100% 100% 100% э fo% 100% 100% 
o 25 , 3 Lost o УДК Ж tact ste o 35 92 
393 » 393 5 440 440 440 


93 
* Including previous deaths, 


patients. Also the later patients had heard of 
and often seen the striking changes following 
shock treatments. One of the patients had 
been for ro years in the hospital, the most 
obvious, regressed, typical schizophrenic: 
after a course of insulin he became a normal 
appearing, pleasantly talkative individual for 
a week and then he again regressed. The im- 
pact of the week’s change on patients and 
nurses was powerful. 


IO cases had run 11 to 15 years, and 7 cases 
had run 16 to 38 years. 

6. The shorter the duration before therapy - 
the better the results—with this truism goes’ 
the disturbing thought that the shorter the 
duration the more uncertain the diagnosis. 

7. More patients recover and stay well ше 
der shock therapies but also more recovel 
and relapse. 
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TWENTY YEARS OF GROUP PSYCHOTHERAPY 
Purposes, METHODS, AND MECHANISMS * 
RUDOLF DREIKURS, M. D. AN» RAYMOND CORSINI, M.S. Снісасо, ш. 


INTRODUCTION e 


The last 20 years have produced a specific 
therapeutic method in psychiatry, which not 
only presents a minor revolution in this 
specialty, but may have profound implica- 
tions for our whole society. 1t is the group 
method, now commonly called group psycho- 
therapy. The rapid expansion of this fórm of 
treatment has prevented, so far, an integra- 
tion of the numerous reports into one body of 


knowledge. As long às practitioners draw e 


only from their own experience and are in- 
volved primarily in their qwn ideas, scien- 
tific progress is hampered. The simple fact 
that different therapists get the same results 
through similar practices yet attribute them 
to different dynamics is sufficient justification 
for a careful consideration of all available re- 
ports and interpretations. The divergence of 
interpretations of identical experiences in 
group psychotherapy is not surprising since 
a similar situation prevails in individual psy- 
chotherapy. However, the group medium 
may be more conducive to scientific investi- 
gation than individual treatment which does 
not permit a replication of» therapeutic phe- 
nomena. * No two individuals are alike; but 
many group situations and group interactions 
are sufficiently sifhilar to provide a testing 
ground for theories and methods and their 
scientific analysis and evaluation. 

A comparative study of the literature can- 
not fail to contribute to mutual understanding 
between group therapists, to consideration of 
common problems, and to clarification of the 
dynamics involved. For these reasons we 
have surveyed about 500 papers in order to 
extract information that may contribute to 
the unification and integration of group psy- 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. E e. 

2 Professor of Psychiatry, Chicago Medical 
School. Medical Director, Community Child Guid- 
ance Centers of Chicago. 

? Previously State Department of Public Welfare, 
Wisconsin. 


chotherapy, and to catalogue and summarize 
some of the dominant ideas in this rapidly 
expanding field. Despite best intentions to be 
impartial in reporting, we had to be judici- 
ously selective in our reading, since much of 
the literature is repetitious and concerned 
merely with random unsystematized clinical 
observations? Some abstraction and simpli- 
fication is mandatory in such an undertaking 
which deals often with complex thoughts and 
complicated ways of expression. We do not 
yet have a common language nor a generally 
accepted system of evaluation to &tablish a 
cqmmon denominator that would make it 
possible to compare statements and observa- 
tions in their identity or divergence. 


Historica, REVIEW 


Group psychotherapy is probably as old as 
mam The cathartic effect of the theatre was 
noted by Aristotle. The formal treatment of 
psychiatric patients in groups is of much 
more recent origin. As Hulse(34) and Drei- 
kurs(19) pointed out, the earliest formal 
group therapy was probably conducted by 
Anton Mesmer whose hypnotic sessions ex- 
cited the Paris of Benjamin Franklin, An- 
other reference to the early use of the group 
method is made by Klapman(41) who re- 
ported that Camus and Paquiez(12), pupils 
of Dejerine, discovered that patients with 
nervous disorders improved more rapidly if 
treated in groups. * 

But group psychotherapy is fundamentally 
a product of the twentieth century. Pratt 
(71) is notable for his attempts, undertaken 
at the beginning of the century, to treat tuber- 
culous patients in groups. He was probably 
unaware at that time of having pioneered a 
new approach to human problems. 

The early period of group psychotherapy 
may be dated from 1900 to 1930. During 
this time the major steps toward a system- 
atic use of the group method, called at that 
time “collective councelling,” were made in 
Europe. Dreikurs(19) reports the early ef- 
forts of collective therapy by Wetterstrand 
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with hypnosis, Schubert with stammerers, 
Hirschfeld with sexual disturbances, Stran- 
sky with neurotic patients, and Metzl(59) 
with alcoholics. In Russia, Rosenstein, Guil- 
arowsky, and Ozertovsky(66) used the 
group method. In Denmark, Joergeson used 
action methods with psychotics (32). 

Alfred Adler(2), in his child guidance 
clinics, was probably the first psychiatrist to 
use the group method systematically and 
formally. Moreno (бо) started group therapy 
around 1910, using techniques completely 
unrelated to the concepts and practices of im 
dividual therapy ; he later developed a theo- 
retical framework, sociometry, for the group 
approach. 


The development’ of the group method іп, 


Europe never reached a stage of organiza- 
tional intégration. Psychiatrists who used it 
worked independently, hardly taking notice 
of each other. With the advent of totali- 
tarianism, group methods were completely 
abandoned. Ойу after the war were they 
resumed. This points to a correlation be- 
tween the use of the group method and dem- 
ocratic evolution. It is not surprising, there- 
fore, that the development of group psycho- 
therapy shifted to the United States and 
advanced rapidly, far ahead of any other 
country. Group psychotherapy is essentially 
a democratic procedure, and its use reflects 
the political climate of a nation. It cannot 
flourish except in a free atmosphere. It needs 
a unique social climate, and, in turn, creates 
one(20). 

The rapid development in the United 
States began about 20 years ago. Before 
then very few instances of the use of the 
group method were reported ; besides Pratt, 
who probably was the first to use it in this 
country, were Burrow(11), Emerson(23), 
Lazell(47), and Marsh(58). In 1931 Mor- 
eno(62) coined the term "group psychother- 
ару”, giving the new method its formal 
name. But it was not until 1936 that the out- 
put of papers on this subject increased with 
geometric proportion. Geller(29) gives the 
figures of this continuous growth of interest. 
From 1900 to 1919, II papers relating to 
group treatment were published in this coun- 
try; in the next decade, 20; and some 9o 
papers appeared in the 'thirties, Between 
1940 and 1949 over 500 papers were pre- 
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sented in the various scientific journals. Now 
more than 125 papers are published annually; 
and present literature on group psychother- | 
apy includes over 1,400 items. 

We have no reliable estimate of the number | 
of therapists in this country who use the 
group method ; but more than 100 have pub- 
lished 2 or more papers on the subject. Half 
of the nation’s mental hospitals use group 
psychetherapy. This development inevitably 
led to the formation of professional societies, 
We now have 2 national organizations, both 
publishing jotirnals exclusively devoted to 
group psychotherapy, with training institutes 
and local conferences. Group psychotherapy 
has come of age, 21 years after its christen- 
ing by Moreno, 


Purposes 
А 


We may distinguish 2 ptirposes or aims of 
group psychotherapy—its clinical value, the 
immediate purpose for which group methods 
are used, and its theoretical or philosophical Ё 
implications. The rather newly recogniz 1 
group dynamics have far-reaching signifi 
cance for cultural and social problems. 

The early writers were, for the most part. 
psychiatrists in mental hospitals who u 
the group method primarily as a substitute | 
for individual therapy because of enormous 
case loads(42). Often an apologetic note, ОШ 
the ground of expediencey, is evident in the” 
early reports(88). This attitude has change" 
to one of confidence, for the new теш 
has proved to be not only аз effective as indi: 
vidual therapy, but in many respects Supe. 
rior to it(26). 1 

The introduction and the expansion Of 
group psychotherapy, particularly in ment 
hospitals, was possible only through a change 
in perspectives in regard to the curability 0 
severe mental disorders. Previous pessimist 
gave way to cautious optimism aroused 
the discovery of psychodynamics by Freut 
Jung, and Adler, which led to analytic p% 
chotherapy, the development of work therapy» 
the concept of the total push (Abraham 
Myerson). This optimism grew with the 10 
creased .efficiency of new therapeutic pm” 
cedures such as chemotherapy and electro" 
therapy. No lónger satisfied with renderié 
custodial cure, psychiatrists were willing 0 
explore all possible therapeutic means. Stiti 
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ulated by the results of somatic treatment 
with insulin and electroshock, brain surgery, 
and the dynamics of psychotherapy, the po- 
tentialities of group methods were quickly 
recognized, e 

Specifically, group methods havé been 
reported in the treatment of psychotics, feu- 
rotics, and patients with personality disor- 
ders. They have been used in mental Hospi- 
tals(58), prisons(45), outpatient ‘clinics 
(91), in child guidance(75), military re- 
training ( 50), general hospitals (31), and pri- 
vate practice(923: Indeetl, group methods 
have heen successfully applied in every psy- 
chotherapeutic phase from the management 
of physical disease( 10, 13) to the improve- 
ment of family relations(22). 

The second purpose of group psychother- 
apy is of more theoretical nature. As the 
study of individual psychodfnamics was orig- 
inally undertaken for the improvement of 
therapeutic efforts and led to research and 
discovery of mechanisms heretofore ùn- 
known} similarly, group psychotherapy be- 
gan as a method of treatment, without the 
practitioners’ knowledge of the dynamics in- 
volved. Later the emphasis shifted to inves- 
tigation leading to the examination and study 
of the dynamics operating in the group. At 
present theoretical investigations have 2 di- 
vergent focal points. On the one hand, adher- 
ents of the various psychgdynamic schools 
try to apply recognized psychodynamics of 
the individual to the group situation. The 
group process is seen as an extension of the 
dynamics operating within the individual, 
This injection of individual psychodynamics 
into group procedures may account for the 
divergence and frequent contradictions of in- 
terpretations given to identical observations. 
Characteristic reports of divergent dynamic 
schools are given by Schilder(77), Wolf 
(92), and Foulkes(27), of the рзусһоапа- 
lytic point of view; by Вїегег( 7) and Drei- 
kurs(19) of the Adlerian viewpoint ; by Gor- 
don(30) and Peres(67) of the Rogerian 
client-centered philosophy. 

On the other hand, investigations have 
tevealed specific group dynamics, which are 
different from, although supplementary to, 
PSychodynamics of the individual. Moreno 
has Бееп the pioneer in the inveStigation of 
group dynamics, having provided this new 
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field of research with a specific tool of inves- 
tigation, namely, sogiometry. Lewin(48) 
and Lippett(51) followed his lead,* surveying 
the effects of the social climate of groups, 
and establishing laboratories for group dy- 
namics. Bales(3) has been experimenting 
with Interaction Process Recording and 
Powdermaker and Frank(70) have con- 
ducted the most comprehensive analytic in- 
vestigation of group therapy yet reported. 

The exploration of group dynamics inevi- 
tably led to a larger field of operation. 
Knowledge obtained from the experiences 
with therapeutic groups proved to be applic- 
able to groups ia general ; methods providing 
solutions for the problems and conflicts of the 

e members of the therapy group indicate ap- 
proaches to solve social problems ip general. 
Attempts have been made to use group 
methods in education(80), social clubs(6), 
penal institutions(1, 9), training schools 
(90), race relations(1g), and industry (28). 
A tendency to move group therapy methods 
out of the clinics and psychiatric offices into 
Society has emerged. Knowledge gained in 
the treatment of small groups of sick people 
can be applied to "normal" groups and their 
problems. 

The ultimate purpose of group psycho- 
therapy should be the development of tech- 
niques that can be utilized for the benefit of 
all group problems. Lewin, Lippitt, and 
White(49) have shown the beneficial effects 
of a democratic atmosphere on emotional 
and social adjustment as contrasted with 
authoritarian and anarchic groups. Study of 
the characteristic climate existing in a ther- 
apy group(20) indicates that an increase in 
the number of such groups in our society 
may have some effect upon the development 
of a type of human relationship essential for 
the development of democracy. 


Э Метнорѕ 


Group psychotherapy methods show а be- 
wildering variety. It would be impossible to 
list them all. Many are minor variations of 


Se Tee 

4For clarification of this statement, it may be 
pointed out that Kurt Lewin published his first 
paper on the 3 types of group structure in Moreno’s 
Journal, Sociometry, Vol. 1, 1938, after Moreno had 
described these concepts in the Sociometric Review 
in 1936. 


э 


570 


main approaches. Several attempts have 

been made to construe classifications which 

would permit a meaningful and basic differ- 

entiation of the methods used. Before dis- 

cussing the basic differences in the various 

methods, some specific techniques should be 

enumerated. There are, for example the use 

of drawings—Baruch and Miller (4), the text- 

book mediated therapy—Klapman(42), the 

blackboard procedure—Jacobson and Wright 
(38), the semantic approach—Kelley (40), 
the Northfield experiment with leaderless 

methods—Bion (8), and the leaderless pangl 
method—McCann and Almada(56), psycho- 
drama—Moreno (63), the therapeutic drama 
clubs—Schwartz(78), the social clubs— 
Bierer(7), the usé of dramatics—Lassner 
(44), the multiple psychotherapy—Dreikurs’ 
(21), th@use of puppets—Bender and Wolt- 
man(5), the play techniques—Shakow and 
Rosensweig(79), the activity group method 
—Slavson(81), the analytic method—Pow- 
dermaker, Foulkes, and Ezriel(69, 27, 25), 
hypnotherapy—Ennies(24), the self-help 
method—Low(53), and many others. 

But upon deeper scrutiny, these various 
methods fall into patterns that lend them- 
selves to classifications. One type of classi- 
fication is based on the principle of a single 
dimension. Thomas(88) puts all therapy on 
a single bipolar continuum from repressive- 
inspirational to analytic. The methods re- 
ported by Pratt(71), Lazell(47), Low(52), 
and Klapman(43) are repressive-inspira- 
tional, while those used by Spotnitz(85), 
Ezriel(25), and Sutherland (87) are analytic. 
Luchins(54) establishes a dichotomy by dis- 
tinguishing between authoritarian and lais- 
sez-faire methods. Renouvier(72), trying to 
reformulate Moreno's concepts, suggests a 
division of dogmatic and analytic methods. 
Slavson(84), too, suggests a dichotomy, dis- 
tinguishing the activity method from analytic. 
Bierer(7), Harms(32), Hulse(34), and 
Peres(67) see 3 classifications in group psy- 
chotherapy. Hulse divides them into analytic, 
didactic, and inspirational. Peres distin- 
guishes between class therapy, activity ther- 
apy, and therapy in a group. Harms makes a 
distinction on the basis of characteristics of 
the natural group, the artificial group, and 
group therapy through outside agencies, 
Bierer speaks of mass therapy, class therapy, 
and collective therapy. 
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Dreikurs(19) and Moreno(64) attempted | 
classifications on the basis of multidimen- 
sions. Dreikurs sees 2 sets of distinguishing 
factors, one, the verbal versus the nonverbal 
approach, and the other, the directive versus 
the nendirective. Moreno suggests no less 
than 7 dimensions, based on the constitution 
of the group, the locus, the aim, the thera- 
peutic agent, the form, the medium, and the 
origin. 

Reviewing the various suggestions for 
classification and the methods as reported in 1 
the literature; 8 dimensions appear to us as 
a logical basis for placing any method of 
group psychotherapy in proper relationship 
to all others. 

The first dimension is established by the 
role of the therapist, particularly by the 
amount of direction that he exerts. This di 
mension would*have on its one extreme & 
therapist such as Low(52) who insists that 
his patients use a special language and think 
in terms he prescribes; on the other end 
would be a therapist like McCann (56) wlio” 
removes himself physically from the thera 
peutic room, leaving his patients entirely to 
themselves. In between are the various more 
or léss directive or nondirective methods. Tit 
determination of the amount of direction 
provided by the therapist would requie : 
careful investigation, since the therapist» 
own evaluation of his directiveness may n% 
always be borne out by closer scrutiny. Tot 
certain extent the group climate, to be me 
tioned later, is significant, 

Our next dimension refers to the use? 
verbal communication, In the activity 810 
therapy of Slavson(83) the spoken work? 
relatively insignificant, while in the non^. 
rective treatment of Gordon(30) and НО 
(33) all emphasis is on the spoken work. | 

The third dimension considers the (уре є 
interactions that take place in the grou 
They may be relatively limited, consis” 
mainly of the interaction of the therapist WE 
the patients as in the case of the insp! 
tional approach, as in lectures. Most ff 
quently the interaction takes place betw“ 
all participants, but may be mediated and 0% 
trolled by the therapist. Some groups ha | 
no limits to the interaction, as in the lea% 
less groups experiments of Bion (8). 

The fourth dimension is provided by ™ 
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extent of formalism in the therapeutic pro- 
cedure. The method used by Coffey(15) and 
associates provides for an internal logic of 
development so that sessions proceed along 
predefined lines. Similar procession of steps 
exists to a certain extent in the child gufdance 
group techniques of Dreikurs(22). Even in 
Moreno’s psychodrama, which emphasize 
spontaneity, some directing organiz&tion 
and general formal stages of procedure can 
be detected. In contrast, most methods show 
no form or organization. Each person speaks 
when and as he és inclinet. This complete 
absence of any plan or organization is perhaps 
best expressed in the nondirective therapy. 

The fifth dimension represents the content 
of the sessions. These.may consist of intro- 
spective analysis of the patients on the one 
extreme, and on the other of mere activity as 
a reality testing device as fised by Slavson 
(84). However, Slavson’s dichotomy does 
not exhaust the possibilities. It would be 
more accurate to combine Slavson’s ahd 
Hulse’s(34) classification by distinguishing 
the analytic-introspective, the didactic-infor- 
mational, and the inspirational-motivational 
method besides the objective behaviorial life- 
testing method. They all belong in the same 
dimension and may even be found alternately 
or concommitantly in many therapeutic pro- 
cedures, 

The sixth dimension depends on the ratio 
of patients to therapists. The class method 
can show a ratio of one therapist to a group 
of several hundred(58). In a mathematical 
sense the ratio is even more extreme in the 
leaderless group of Bion(8) or the round- 
table method of McCann(56), because there 
is no leader at all. A complicated situation 
exists in the nondirective method of Hobbs 
(33) where the therapist submerges himself 
in the group ; consequently, there are as many 
patients as therapists. 

In the multiple therapy as developed by 
Dreikurs(21), the therapeutic group con- 
sists of 2 therapists and one patient. Moreno 
goes even further; a dozen therapists, in the 
form of leader and auxiliary egos, may con- 
verge their efforts on one patient. „ In the 
usual round-table approach the ratio of thera- 
pists to patient varies from 1 to 5 to from 1 
to 15, afound 8 being the prefefred ratio. 
Another development in this respect has been 
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the multiple therapy method applied to the 
group, called the coetherapists method(4, 
55). 

The seventh dimension refers to the com- 
position of the group: is the group limited 
and selected or open to all within a defined 
population? The selection of the members 
depends on the therapist’s consideration for 
homogeneity or differences as the basis for 
the optimal functioning of the group. Very 
few therapy groups are nonselective and 
open to all members of a natural group such 
at the Chicago Community Child Guidance 
Centers(22)*or group therapy among the 
congregation ofsa church (16). 

The last dimension, and possibly the most 
«difficult to clarify, refers to the atmosphere 
of the group. It can be democratic, anarchic, 
or authoritarian. The identification of a given 
method in regard to these 3 types is hampered 
by the emotional loadings of these terms. 
The designation of the group,atmosphere by 
the therapist may be misleading ; he may be- 
lieve he is operating on one level, while actu- 
ally functioning on another. To confuse the 
issue even further, the group atmosphere is 
not identical with the overt behavior of the 
leader. Consequently, we may have to dis- 
tinguish between an existing atmosphere in 
the group and the approaches of the leader. 

Toive an example of the complexity of 
the issue: Low, like Klapman, uses a text- 
book and takes a very directive and rather 
authoritarian attitude. But the effects of such 
imposing procedures are most amazing. 
They lead to a form of group psychotherapy 
which no longer requires the presence of any 
therapist. Low’s “Recovery” became a truly 
self-help form of group psychotherapy, where 
the patients help each other—a procedure 
that can be considered as highly democratic, 

A study of this category of group atmos- 
pheres seems to be essential since a demo- 
cratic trend seems to permeate all therapy 
groups. All group procedures imply the ex- 
istence of a unique climate which is essenti- 
ally democratic. The methods of group ther- 
apy flourish only in a democratic atmosphere, 
as has alrea@y been pointed out. It vanished 
in Europe with the advent of totalitarianism 
and increased in the United States at a time 
when the process of democratization and 
equalization (as in the relationships of men 
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and women, white and colored people, etc.) 
became highly accelerated. 

These 8 dimensional classifications are sug- 
gested as a basis for an analysis of any 
method of group psychotherapy. Such a 
frame for classification is primarily important 
for research. A clear perception of the 
various factors operating in the diverse 
methods may contribute to the determination 
of the basic elements in the method. Our at- 
tempt to isolate factors is by nature incom- 
plete. A factor analysis, based on the Q tech- 
nique of Stevenson (86) should go a long way 
toward identifying the basic dimensions with 
which we are dealing in.group psycho- 
therapy. 


MECHANISMS 


Тһеге сап be no doubt that group psycho- 
therapy is effective; but the question as.to 
the nature of the effective dynamics is highly 
contested. Any effort to establish a theory 
of dynamics operating in group psychother- 
apy has to contend with a historical handi- 
cap. Since individual psychotherapy pre- 
ceded group methods, it was only natural 
that the theoretical concepts formulated 
through the study of individual patients 
should be transferred to the group ap- 
proaches. This application of an already es- 
tablished theory, considered by its proponents 
to be catholic and all-inclusive, may be called 
the molar approach. The molecular or induc- 
tive method of establishing a theory would 
be based on the observations and analysis of 
the group procedure. 

It seems unnecessary to restate the theo- 
retical considerations that the Freudians, the 
Adlerians, and the Rogerians, to mention the 
3 dominant schools, have applied to group 
methods. Suffice it to say that they have 
found relatively little difficulty in applying 
their theoretical concepts to their observa- 
tions with groups. Therefore, such mech- 
anisms as transference, compensation for 
inferiority feelings, and acceptance, will not 
be discussed here. 

It appears that Moreno was the first to 
formulate a theory of group dyràmics, based 
on his theory of spontaneity and his evalua- 
tive method of sociometry. Lewin(48) and 
Lippitt(51) have followed in this path, at- 
tempting to study group behavior in situ and 
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without the dubious benefit of prior concep- 
tualization. 

А search of the literature for over-all theo- 
retical formulations of the mechanisms in- 
volved in terms of specific therapeutic agents 
reveals a strange lacuna, since the write 
seem to avoid discussion of this crucial 
issue. If we attempt to reach integrated 
formulation based on impressions from re- 
viewing the papers, we realize the need for an 
arbitrary approach which may constitute a 
preliminary effort toward integration. Only 
careful studies will permit a more accurate 
description and possible integration of dynd 
amics as they are perceived by various ther- 
apists. 

The first conclusion is the correlation of 
effectiveness of group psychotherapy with 
participation of subjects, This is substanti 
ated by 2 reports of unsuccessful group psy: 
chotherapy. Sarlin and Benrezin(76) found 
lecture methods relatively ineffective, ant 
Kahn, Buchmueller, and Gildea (39) repo! tel 
disappointing results when group cooperation 
was not secured. ‘a 

A second generally accepted mechanism i$ 
the effect of public disclosure. The е 
Christian church, the Oxford Movement 
revivalists, Alcoholics Anonymous, have ust 
open confession. The therapeutic effect oi 
stating forbidden thoughts and guilty act 
seems to be similar to the cathartic effect 0 
such revelations in individual therapy 0% 
with additional “feed-back” effects. — 

Another mechanism is, “universalizatiot 
(68). This particular phenomenon 
whenever the remark of one member 0 
group strikes a common chord in the 0 
so that they understand his feelings, reali | 
their own identity with him, accept his ideas 
and find that this universalization епа 
them to participate more freely. Unive” 
salization leads to group cohesiveness. Dre 
kurs(22) and Low(53) observed increas” 
therapeutic effectiveness through the identi 
fication of their own problems with those 0 
other members of the group. Rew(73) © 
ports a reduction of tension сопсоо 
with a feeling of belongingness and with d 
understanding of the problems of others. 

Another therapeutic mechanism is ec 
tional. It:seems to have 2 entirely diffe б 
aspects(18). First is the increased ability” 
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absorb new facts that ordinarily are denied 
by defense mechanisms. But more important 
seems to be the unconscious incorporation of 
certain ideas that were previously unaccep- 
able. The learning process and, the ability to 
gain insight is facilitated by the inteyaction 
of the group members ; patients respond more 
readily to stimulation from their fellow pa- 
tients than from their therapist. 

One mechanism certainly not present in 
individual therapy is the therapeutic effect 
of one member helping another. Several 
methods like Alcoholic Anonymous, Low's 
self-help, and others deliberately evoke mu- 
tual Help. Assuming mutual responsibility 
counteracts pathological dynamics of emo- 
tional and social maladjustment. It dissolves 
the emotional isolation in which most people, 
but particularly psychiatric patients, have 
lived. e 

Another mechanism, also found only in 
group psychotherapy, is social reality testing. 
While in individual therapy the therapist is 
usually completely and often uncritically ac- 
cepting, in group psychotherapy each mem- 
ber has to contend with the attitude of peers ; 
consequently, each has the opportunity of 
testing himself in a situation that has real 
social meaning. Rome(74), among others, 
indicates the importance of reality testing 
which the group provides. 

Finally, turning the group into a healing 
medium can be considered one of the most 
importarft mechanisms of group psychother- 
apy. As Moreno(60) states, pfoblems aris- 
ing from the group must be healed by the 
group. It is the peculiar group structure of 
modern society that intensifies the emotional 
isolation of modern man despite and perhaps, 
paradoxically, because of improved transpor- 
tation, communication, and increased leisure 
time. Man’s neuroses may be an expression 
of such social isolation; and the healing 
power of the group can well serve to offset 
such damaging cultural stimulations and 
effect closer social interaction. Only in a 
therapy group does modern man experience 
a status of social equality with others, in 
contrast to the inequality experienced in 
modern society with all’ its conflicts*and ten- 
sions. It is only in a therapy group that de- 
ficiencies lose their stigma, no longer lessen 
social status, and thereby provide a sense of 
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equality for all(20). In this sense, group 
psychotherapy has cultural and social signifi- 
cance. k 
Since the therapy group establishes coop- 
erative attitudes and approaches not essenti- 
ally found in the surrounding community, 
it becomes obvious that the group is a value- 
forming agent. This mechanism, frequently 
overlooked, needs considerable attention. In- 
dividual therapy was able to avoid the rather 
embarrassing issue as to the value changes 
implicit in any psychotherapy. Group psy- 
chotherapy will not be able to shunt its re- 
sponsibility to investigate this element. All 
humar values are of sooial nature; all social 
participation affects our value system, posi- 
tively or adversely, reinforcing certain con- 
e victions and diminishing others. The normal 
group experience of an adult isggenerally 
limited in its ability to penetrate his already 
well-established and rigidly maintained value 
systems. In contrast, the impact of strong 
emotional social experiences as found in 
group psychotherapy is bound to have its 
effects on the value systems of each partici- 
pant. Since the therapy group is fundamen- 
tally a democratic group, the values emerg- 
ing from it are probably identical regardless 
of the therapist and the method used. They 
may have a definite impact on our total cul- 
ture. 


ә 
CONCLUSIONS 


The field of group psychotherapy has been 
reviewed with the intention of clarifying its 
purposes, methods, and mechanisms. We 
cannot expect consensus at a time when 
group psychotherapy is still rapidly expand- 
ing and no objective integrative concept has 
evolved. It is inevitable that trying to sum- 


marize the extensive literature probably re- 


sults in more questions raised than answers 
provided. As with many other therapies we 
are more certain of possessing an effective 
method han of knowing the reasons for its 
effectiveness. True enough, many individual 
therapists are sure that they know the dy- 
namics with which they operate; but their 
findings agd reports are so divergent and 
often contradictory, that а scientifically re- 
liable answer seems to elude us. The inte- 
gration of all available information into one 
body of knowledge would be a Herculean 
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task; but group psychotherapy may be able 
to accomplish what psychiatry has been un- 
able to do—integraté the various dynamic 
theories into one body of scientific knowl- 
edge. It is the medium of group psychother- 
apy itself that may promote such long-over- 
due integration. The therapy group provides 
facilities for controlled observation that 
hardly exist in individual cases. Further- 
more, a spirit of increased cooperation char- 
acterizes all those who have experienced 
group psychotherapy and benefited from it, 
patients and therapists alike. Group thera- 
pists seem to be willing to exchange their 
findings and—regardless of their orientation 
—discuss their observations in a give-and- 
take way, essential for scientific progress. In. 
this sense psychiatry may experience a true 
revolution through the new methods it has 
invented for the treatment of patients. • 
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FOCAL STIMULATION THERAPY : 


BERNARD L. PACELLA, М.П. лмо DAVID J. IMPASTATO, M.D.* 
New York Спү 


The administration of convulsive therapy 
by electrical means has been found to be of 
great therapeutic benefit in the various forms 
of psychotic depression and certain other psy- 
chotic states. However, with the conven- 
tional technique, for inducing seizures, cer- 
tain undesirable complications may occur, 
such as fractures, mental confusion, cumü- 
lative memory disturbance, and subsequent 
anxiety feelings concerning the treatment it- 
self. Furthermore, the administration of a 
generalized seizure always entails certain haz- 
ards, particularly in persons with cardiac or 
cardiovascular disease or general debilitation 
due to advanced age. With the idea of re- 
ducing these complications and hazards, the 
authors studied the effects of electrically in- 
duced unilateral seizures. A preliminary re- 
port describing the original technique was 
published recently(1). Since then minor 
modifications of the technique have been em- 
ployed which we shall present briefly. ° 
The technique consists in the application of 
either sponge or flat metal electrodes to one 
side of the head approximately 3 to 4 inches 
apart and about 1 to 2 inches from the line 
of sagittal fissure, The electrodes are placed 
from 13 to 2 inches equidistant from a line 
connecting the 2 auditory meati. When the 
electrodes were placed closer together, as in 
our original technique, a higher intensity of 
current was usually required to induce uni- 
lateral seizures or it was not possible to in- 
duce the seizure with the apparatus utilized. 
Placing the electrodes further apart over- 
' came this difficulty and required less current 
to produce the focal fit. A continuous current 
is required for this treatment and therefore 
the use of the Cerletti-Bini technique, em- 
ploying the predetermined voltage for only 
а fraction of a second, is not suited for this 
purpose. 

1 Read at the tooth annual meeting бї The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 The New York Neurological Institute, 


8 Neurological Division, New York University- 
Bellevue Medical Center. 
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We employed the Reiter apparatus (Model 
CW47 and CW47-B) with current selector 
knob in position 3. Since the electric current 
is painful, the patient is anesthetized with 5% 
solution of sodium pentothal immediately 
prior to the administration of the current 
(2). The preparation of the patient is es- 
sentially the same'as for ordinary electrocon- 
vulsive treatment. No gag 15 required and 
no hyperextension or holding of the patient 
is necessary. After the current is turned on, 
it is gradually increased, usually up to 10 to 
20 m. a., until a contralateral seizure begins, 
usually noted first in the upper limb. If the 
current is turned off at this point, the fit in 
the contralateral limbs will continue through 
the usual tonic and clonic phases and remain 
confined to the one side of the body, unless 
we wish to extend the seizure to the opposite 
side by prolonging the application of current 
(т). Treatments have been given at a fre- 
quency of 2 to 4 times per week, In most in- 
stances patients received a double focal ap- 
plication in which the fit was elicited first on 
one side of the body and then, after it sub- 
sided, on the other. However, these double 
contralateral seizures were tabulated as only 
a single treatment. The great majority of 
patients received a total of то to 20 treat- 


ments, although a few patients received fewer 
than 6. 


RESULTS 


A total of 30 psychotic patients have been 
included in this preliminary study and were 
diagnosed as follows: (1) 18 schizophrenia ; 
(2) 6 involutional melancholia; (3) 6 manic- 
depressive psychosis of which 5 were of the 
depressed type and one in the manic phase. 

In the schizophrenic group 6 patients 
showed substantial to complete remission of 
symptoms. These were all relatively acute 
forms of schizophrenia with paranoid mani- 
festations and all patients had been adjusting 
at adeqlate socio-economic levels prior to 
their acute psychotic episodes. Two addi- 
tional schizophrenics who had beea subject 
to previous acute exacerbations of psychosis 
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and were not adequately adjusted to their 
surroundings in the “interval periods,” re- 
sponded only moderately to treatment. The 
other 10 patients were unimproved by the 
treatment. This group consisted essentially 
of chronic schizophrenics with poor prog- 
nostic outlook and long histories of inade- 
quate adjustment. 

In a group of 6 patients with involufional 
melancholia, only one responded after the 
tenth treatment. The remaining patients 
showed no response, although 4 did not re- 
ceive more than 8 treatments. The adminis- 
tration of 1 om2 grand mal treatments,eafter 
an initial course of the focal seizures, re- 
sulted in a rapid, persisting improvement 
which made additional grand mal treatments 
unnecessary. Of thé manic-depressive pa- 
tients, 3 of the depressed individuals showed 
remission of symptoms wjth fewer than IO 
treatments, whilé the remaining 2 were unim- 
proved, even though one received a total of 
17 treatments. It should be noted that in this 
latter instance, only one grand mal treatment 
given after the 17 focal treatments resulted 
in an immediate complete therapeutic reac- 
tion. This same patient had previous general- 
ized convulsive therapy on 4 different oc- 
casions when she had depressions and on 
each occasion required at least 6 grand mal 
treatments before showing definite persisting 
improvement. Inasmuch as this patient was 
72 years old, we preferred&o avoid grand mal 
seizures as often as possible. Our one manic 
patient exhibited no improvement after 9 
focal treatments® but showed subsidence of 


' symptoms after 2 grand mal reactions. 


It is to be noted that a number of the pa- 
tients in the involutional melancholia and 
manic-depressive groups were elderly per- 
sons suffering from various forms of cardio- 
vascular disease or general debility and it was 
deemed advisable to avoid generalized con- 
vulsions whenever possible. 

None of these patients exhibited any se- 
tious untoward complications, although a few 
side reactions were noted, most likely due 
to the pentothal effect. These included 3 
instances of immediate post-treatment respir- 
atory difficulty which subsided in several 
minutes; 2 patients exhibited marked crying 
reactions for several minutes after the treat- 
ment When the pentothal effect cad partially 
worn off. 
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There were по fractures and no instances 
of back pain. An important aspect of the 
treatment is the relatife absence of confusion 
and memory disturbance. Even in cases 
where a long series of the focal treatments 
were given, the memory showed relatively 
little or no gross disturbance. This contrasts 
sharply with the effect on the memory of the 
conventional convulsive treatment. 

The effects of the focal treatment upon 
cardiac rhythm, pulse rate, blood pressure, 
and respiration are considerably less as a 
rule than those noted with the generalized 
convulsion, | 
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From our results it appears that adminis- 
tration of focal seizures is of therapeutic 
benefit in certain cases, particularly the acute 
paranoid schizophrenics and some of the psy- 
chotic depressions. However, it is quite ob- 
vious that focal unilateral seizures are less 
effective than generalized seizures; it may be 
that we are dealing with some type of “quan- 
titative therapeutic factor” that is effected by 
the convulsive treatment. The question is 
raised therefore as to whether the adminis- 
tration of focal seizures daily might not be 
much more effective in producing desirable 
results. We were unable to do this with our 
group of patients, but are studying a number 
of patients at the present time with daily or 
even twice daily treatment. 

Although more time is consumed in admin- 
istering the focal treatment, as compared with 
the generalized seizure, it would seem that 
the risks are lessened with the administration 
of unilateral seizures, particularly in older or 
more debilitated patients. 

The focal seizuge would also appear to be 
indicated in certain acute paranoid schizo- 
phrenics who require not only the avoidance 
of mental confusion, for their best progress, 
but the avoidance of undue anxiety caused by 
confronting them with a “shock treatment" 
without preparatory anesthetization. Many 
paranoids, in their acute phase, when sub- 
jected to grand mal seizures, will react with 
violent hostility to the treatment and to the 
cumulative mental confusion; sometimes the 
projection mechanisms will be increased by 
grand mal seizures. These undesirable reac- 
tions apparently can be avoided with the use 
of pentothal for the focal treatment. It should 
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be stressed that patience is required in admin- 
istering a long series of these treatments ; the 
results are not as sudden or as dramatic as 
usually obtained with the use of grand mal 
convulsions. 

Focal treatments may be used to start a 
course of treatment which could be com- 
pleted by 1 to 3 grand mal seizures; the ad- 
ministration of the focal treatment apparently 
“creates an atmosphere” that will cause the 
patient to respond therapeutically to fewer 
of the grand mal seizures. In this connection 
we sometimes treat individuals whose liveli- 


hood depends upon a relatively intact mem- 


ory. If such a patient can receive a course of 
perhaps 8 to 12 focal treatments, it may only 
require I or 2 grand mal seizures to pro- 
duce the desired results. We, therefore, can 
have complete therapeutic benefit with mini- 
mal memory disturbance. 
2 
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SUCCESSFUL RESTORATION OF SCHIZOPHRENICS FOLLOWING 
LONG-TERM INTENSIVE PSYCHOTHERAPY * 
DONALD M. HAMILTON, M. D.? Ware Prans, N. Y. 


During 1952, 3 men suffering from schizo- 
phrenia and under treatment at The Mew 
York Hospital-Westchester Division for 
over 4 years were restored to a productive 
life in the community. One had been hos- 
pitalized for over 8 years. Analysis of the 
life histories of these men up to the time 
of leaving the hospital emphasized the subtle 
elements involved in the therapy of the 
schizophrenic, particularly those who are 
most deeply and seriously involved. This 
study stimulated interest in то other dis- 
charged patients who had responded suc- 
cessfully to treatment only after 4 years of 
hospitalization. . e 

АП of these patients were severely compro- 
mised by both heredity and environment. All 
had several siblings, parents or immediate 
collaterals who also suffered from serious 
psychiatric disorders; one having 10 mem- 
bers of his immediate family and collaterals 
who had been hospitalized or under other 
treatment for psychoses. 

The analysis of the detailed life histories 
accumulated over years of intensive relation- 
ship with patients, relatives, and friends, has 
brought in clear focus many aspects of the 
developmental pathology of mental illness in 
general and thus leads us to measures di- 
rected toward coreecting this pathology. 

* The early and severe emotional deprivation 
of this group of patients is outstanding. 

When she was 4, Mary’s father became psychotic 
and the parents were divorced when she was 12. 
The mother’s interest in the patient was limited to 
the praise she received when displaying her pretty 
precocious only offspring. When Mary reached the 
"teens and took the limelight her mother became 
openly rejecting and competitive. When 16 Mary 
was told by her family physician she should never 
marry as she had a “hereditary taint.” Shortly after 
the daughter's marriage, her mother killed herself 
on Mary's birthday. Her relatives, as well as Mary, 
did not believe that the coincidence was accidental. 
There is good evidence to believe that Mary con- 


1 Read at the 100 annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. S 

2 Fronf The Clinical Service, New York Hospital 
—Westchester Division. 


ceived her only child within 24 hours after the 
mother's suicide, Her illness began in late preg- 
nancy and became acute in the post-partum period 
when she attempted suicide. For the first 3 years 
of hospitalization she was suspicious, excited, and 
had the delusion she was carrying "an Immaculate 
Conception." 

Charlotte's father was too busy to do more than 
shower her with expensive gifts. Нег mother was 
d*tively homosexual and rejected the patient except 
for sleeping w&h her when the father was away on 
his frequent business trips. She was “а queer child" 
at 7 and her psychosis was ushered in at 12 when she 
invited her 14-year-old brother to have sex relations 

e with her; а fact he promptly announced before both 
parents at the next meal. At the time of the pa- 
tient's admission the brother had been @nder psy- 
choanalysis for 5 years. Six years of psychoanalysis, 
intluding 2 years in a hospital, preceded the 
patient's admission to The New York Hospital- 
Westchester Division. Through this period she 
acted out phantasied love ®.ffairs ‘with various men 
famous in the entertainment field and tyrannized 
her whole family with her symptoms which were 
attempts to deny her homosexual strivings. 

Bob was born in India and was brought up by 
native nurses while both parents were active in mis- 
sionary work. When the parents were home, the 
atmosphere was one of strictness and prohibition; 
corporal punishment was frequent. Comfort and 
warmth he obtained only from his native nurses. 
When,the patient was 13 the family came to the 
United States and even this warmth was taken from 
him. Coincident with this move, the father became 
invalided with paralysis agitans. His 2 brothers be- 
came as schizoid as did the patient in adolescence; 
one required hospitalization for a severe paranoid 
psychosis. The other brother, a well-known musi- 
cian, must live a most restricted life, After marriage, 
and the birth of a second son, Bob became psychotic. 

Sam's father loved his young son more deeply 
than he realized and gejected him abruptly when 
Sam went into adolescence, which was coincident 
with his mother's death. Sam became bitter and 
confused and sought a warm relationship with a 
professor who killed himself shortly thereafter. This 
led to an excited, paranoid illness in his late 'teens. 
The father had been under psychiatric treatment on 
several овсаѕіопѕ. Ten members of the family had 
been under treatment for psychoses. 

Jean was born with the cord tightly wrapped 
around her neck and resuscitation was difficult. She 
suffered repeated convulsions in her first 3 months 
and it soon became apparent she was spastic. Her 
mother, from a family where the women were domi- 
nant, took over the patient's care with great vigor. 
Jean was toilet-trained in record time and the 
mother as vigorously determined all other aspects 
of Jean's life, encouraging her in ambitions beyond 
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her capacities. The father hid his disappointment in 
his first born child by ignoring her and focusing 
this attention on the second daughter. At adoles- 
cence Jean became a daydreamer, but continued her 
plans to enter medical school. Shortly following 
college graduation she began to hear the voice of 
the bus driver who had befriended her in adoles- 
cence and rapidly became so excited and delusional 
hospitalization was necessary. 

Hank’s father was an aggressive, highly competi- 
tive, overbearing, and successful self-made man who 
demanded that his son pattern after him. However, 
he gave his son little support and positive encourage- 
ment and was actively critical and jealous whenever 
Hank succeeded where he had not. He tried to dic- 
tate each step of the patient’s life. The mother was 
quiet and gentle, yet markedly overprotective and 
solicitous of her children. Hank was fearful from 
infancy, always avoided contac sports and was 
overconcerned about his body. In college, at exami- 
nation time, he became depressed, hypochondriacal 
and had ideas of unreality. At 30, while in the army, 
he became, panicked and paranoid over fear of re- 
taliation from a superior officer he had once ої- 
fended. In his acute illness he alternated between 
attempts at self-injury and homicide. 


АП these patients were apparently consti- 
tutionally limited in their capacities for close 
emotional relations with others. Besides this 
they were deprived of the experience of a 
warm and healthy relationship with parents 
with whom they might reinforce their capaci- 
ties through identification. As Bob said, “I 
bave always been in ignorance of human re- 
lationships." They displayed almost no evi- 
dence of identification with any group, were 
lonely individualistic and independent ; lacked 
feelings of belonging and therefore a sense 
of loyalty. Yet all these patients were intelli- 
gent, well educated and had unustial cultural 
advantages. 

In spite of the independence of their atti- 
tudes, these patients wanted to be liked and 
craved affection. All at some time during 
their treatment expressed their concern over 
their relative inability to be close to others, 
to know what they were feeling, and to know 
how to gain the respect and love of others. 

Because of what, to them, were severely 
traumatic experiences of being rejected in 
childhood, they universally avoided close re- 
lations with others after adolescence. They 
often adopted patterns of behavior that ac- 
tively antagonized others, if not assuming a 
neutral, coldly correct manner. 

During the years of treatment these pa- 
tients were guided and supervised while 

being helped through certain phases of de- 
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velopment. A large staff in many different 
departments and under the leadership of the 
medical staff took a conscious and active part 
in the restoration of these patients. АП those 
staff members who had a treatment relation- 
ship with the patient were aware of his his- 
torical background and the general and spe- 
cific aim of treatment through daily staff 
conferences with the heads of each treatment 
service: the nursing service, physical educa- 
tion, occupational therapy, and physiother- 
apy, together with weekly conferences with 
the music department and librarian. The 
charge nurses on each hall also met with a 
physieian weekly to discuss details of treat- 
ment. This ensured a highly integrated ap- 
proach to patients' problems. 

On admission the patients' reactions, as 
could be expected, were determined by atti- 
tudes and feelings related to experiences with 
parents, parent figures and siblings in the 
distant past, usually in their infancy and 
childhood. 


Mary had been provocatively seductive in her 
reactions to men, yet unconscious of this and sur- 
prised at their responses to her provocations. She 
had avoided and feared any responsibility in her 
relations with men. She continued this pattern with 
her physician. She wanted her father as he seemed 
to her when she was 4 at which time he left her so 
abruptly because of a mental illness. She was 
deeply suspicious, jealous, and hostile towards 
women, as well as highly competitive, in keeping 
with her experiences with her mother. 

Charlotte had had gifts, but little else from her 
father, and physical sensations but no real love 
from her mother. Charlotte wanted her allotted 
time with her physician—usunlly so minutes filled 
with a bitterly hostile dissection of her physician. 
With women she became too friendly and dependent, 
then suspicious and rejecting as she accused them 
of homosexuality. 

Bob was superior and cold with everyone, taking 
what he could without any feeling as to the rights 
of others, as "experiencing emotions is to be 
avoided. Experiencing emotions puts you in the 
power of others capable of producing emotions.” 

Sam had to fight men to protect himself from 
his too strong needs for their warmth and affection 
or else he distantly avoided contacts as when he 
went through periods of refusing any individual 
psychotherapy. 

Hank, with a similarly dominating father, adopted 
а similar reaction until the following experience. 
Hank struck the biggest patient on the hall whom 
he accused of calling him homosexual. This other 
patient, a massive man, picked Hank up and gently 
laid him on the floor and tenderly planted a kiss ОП 
his forehead.) Hank boasted of striking the biggest 
man in the hospital and felt he had proved his man- 
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hood and yet added, “Some people get а homosexual 
thrill when being attacked.” This episode gradually 
led directly into discussions of his own problems. 
Hank recovered 3 years later, after 6 years of 
illness. 


The typical role assigned to fhe physician 
by the patient in the light of the reactions of 
this group was that of a parent. Howeter, 
the “role of parent is not necessarily the par- 
ent as the physician comes to know him; nor 
as others knew him in the past, nor as the 
parent actually was, but the parent as the pa- 
tient thought and felt him to be in the past. 
This perception df the parent colors the pa- 
tient's life subsequently in health and illness, 
dramatically so in illness" (1). 

In deeply involved schizophrenics the role 
assigned the physician-varies at times “from 
one parent to the other, from parent to sib- 
lings to others and frequently any of those 
in a dizzy succession" (1). © 

These patients on admission were like in- 
fants in their relation to life. Great tolerance 
and understanding was available to thém. 
They were offered encouragement, comfort, 
and protection, both from themselves and 
others, The staff were providers of these 
emotional needs as well as their physical 
needs, down to the smallest details. 

Attitudes of tolerance and understanding 
on the part of the staff were mixed with a 
positive realization of what were necessary 
rules and regulations as fay as limitations of 
behavior,are concerned. There was a positive 
insistence on basic principles „necessary if 
people are to live in close cooperation with 
‘one another. If possible an attempt was 
made to avoid making issues, but the staff 
never hesitated to make an issue if the situa- 
tion demanded such a response. 

Clara who had tyrannized her family by her un- 
conventional behavior in protest to her rejection as 
an ugly duckling in a family of beautiful daughters, 
was tyrannizing the hall where she resided by the 
threatening behavior of her paranoid illness of 10 
years’ standing. She refused to take part in any 
therapeutic activity prescribed for her, remaining 
in her room where she barricaded the door with her 
imposing body. She was carried downstairs and 
outdoors on one occasion and on the next day car- 
ried to the beauty parlor and given a shampoo, 
wave, and manicure. In spite of her long-standing 
aggressive paranoid behavior, she actepted the 
staff’s firm stand as it was formulated to her—that 
we wereinterested enough in her mental health and 
cared for her enough as a human Бейек to see that 
she did what was best for her. She responded by 


saying, “It’s time to give up this other business. I 
ought to be nicer to people and to forget the past.” 
From this point began a éxealthy, therapeutic rela- 
tionship which led to her recovery after 13 years of 
illness. She has remained well for 16 years and is 
an active and productive member of her community. 

Sam and Hank, when working up to combative 
behavior, were met by a large force of male nurses, 
опе of whom carefully formulated to the patient the 
advantages of a prolonged bath where he could take 
out his aggressive drives in the water while he and 
others were protected from the behavior based on 
his infantile needs to feel he was the master. Yet 
an attitude of respect for the integrity and healthy 
individuality of the patient was at all times apparent 
ig the reactions of the staff members. 

To be a productive part of group living is 
a goal although a most difficult one to achieve 
for the schizophrenic patient. Efficient group 

¿participation was not expected of these pa- 
tients in the early part of treatment, For 
the first few days, except for neceSSary psy- 
chiatric, psychological, and physical examina- 
tions, these patients were generally permitted 
to make their own adjustment with a mini- 
mum of pressure front the staff. This gave 
the staff an opportunity to find out what the 
patient’s capacities were. In the meanwhile 
from the patient and from relatives and 
friehds a detailed life history afforded facts 
as to his preferred methods of handling 
situations. 

Opportunities were afforded these patients 
for individual occupations, such as reading, 
painting, clay work at occupational therapy 
in a setting apart from others. At the gym- 
nasium lifting weights, using the rowing ma- 
chine or punching bag, bowling or similar 
individual pursuits were available to this 
group, who avoided and feared competition 
with others. These patients were typically 
ungraceful, poorly coordinated, and unskilled 
with their hands afid most self-conscious of 
this difference from the majority of other, 
patients. Men sometimes did not know how 
to throw a ball; women had to learn to knit 
or sew or do the simplest household chores. 
Individeal instruction in a setting apart from 
others was useful in establishing fundamen- 
tal skills which lead to satisfying hobbies and 
more sure coordination and grace. 

Great respect was shown for the sensitivity 
and individuality of these patients. They 
were encouraged to make suggestions about 
their program and given opportunity to try 
these suggestions out, even though it was ob- 


582 


vious at times that their plans were poorly 
thought out and unrealistic. Patients seemed 
to learn best from their own mistakes and 
successes resulting from their own plans. 
Whatever was accomplished was a starting- 
off place for further advances. 


After 2 years of hospitalization Joe, who had been 
an architect, was asked if he would be willing to 
make suggestions for the remodeling of the occu- 
pational therapy building. His plans were a flight 
of fancy which would have required the tearing 
down and reconstruction of the building. This, how- 
ever, led eventually to work in architecture with the 
firm where he had originally been employed, later 
to an exhibition of cardboard houses and theatres 
of his own design, and later to painting, which fitted 
his nature better than did architecture. Upon leav- 
ing the hospital after 5 years he had won prizes 


for oil painting and was a paid member of the staff 


of an art school, 


Schizephrenia has been classed as a non- 
transference neurosis, We are used to hear- 
ing such statements as withdrawn, shut-in, 
blunted affect, lack of feeling for others in 
reference to schizophrenic patients. How- 
ever, this group of patients reacted, and re- 
acted strongly, to their physicians. An af- 
fective relationship with another human be- 
ing was a very real threat to these patients. 
They made such statements as the following, 
"If I love you, can can hurt me”; "Experi- 
encing emotions puts you in the power of 
others" ; “Emotions are to be avoided." Be- 
coming attached to the physician brought up 
overwhelming conflicts over sex, dependence, 
and hostility in these schizophrenic patients. 
Tt was often, in fact usually, found advisable 
to have a series of physicians take part in 
the treatment of one patient. Thus Sam had 
4 physicians, as did Hank and Charlotte. 
Clara had 5, Jean had 9. Mary was able to 
continue with one physician throughout her 
hospitalization only becatise her husband and 
father-in-law could work closely with the 
physician and play substantial roles in treat- 
ment during the early phases of the illness. 
As these patients developed positive feelings 
with each new physician, certain progtess was 
made only to come to an impasse when such 
problems as lack of progress, excitement, 
negativism, or hostility became apparent. On 
each occasion through some method of ex- 
pression, often quite symbolic and subtle, the 
patient indicated his preference for a new 

physician. With the change, the work of 
therapy then went on. The relationship with 


SUCCESSFUL RESTORATION OF SCHIZOPHRENICS 


[Feb. 


the last physician was uniformly the longest 
and most significant to the patient. With 
each new physician positive feelings towards 
the last one were expressed in some form 
when “it was now safe.” With the last physi- 
cian it was generally possible to discuss the 
nature of the ambivalent feelings toward 
former physicians that had interrupted treat- 
ment. As Joe said, “With Dr. A. it was 
human relationships, with Dr. В, sex and my 
marriage, with Dr. C. my profession, and 
with you, we just talked about art and got 
to know each other.” a 

Much of what we have been describing 
above’ in the patient's treatment is what we 
can call the period of living out transferente 
reactions, patterns of behavior in the present 
determined by feelings experienced in the 
past with parents and siblings and not neces- 
sarily related to the facts of the relationship 
involved in the present. This was met in 
treatment by an attempt to cultivate an em- 
pathy with the patient by following him 
through his irrational changes of feelings 
and thinking. Even early in treatment it is 
possible at times to point out these changes 
to the patient in tactful terms though this is 
often best left for later phases of treatment. 
During this first treatment period patients 
were aware that the staff neither feared these 
changes nor were overawed by them. 

With the long and personal contacts with 
patients, members of the staff provided an 
example of mature adults responding ob- 
jectively to the various stresses of every day 
living. This was a strong, though subtle, 
therapeutic influence on all patients who gen- 
erally have lacked good models for healthy 
identification in their early life, and patients 
often commented favorably on this. 

As this identification process develops and 
gradually strengthens, reality testing becomes 
a prominent part of treatment. It is in this 
stage that rapid oscillations in the patient's 
reactions were noted, periods of marked im- 
provement and periods of as marked regres- 
Sion. Regression in these patients often 
played a constructive role, A period of with- 
drawal into symptoms often afforded a pe- 
tiod of rest from external stresses when new 
approaches to life were digested and assimi- 
lated to become new insight. It was in this 
stage that riore frequent changes oi physi- 
clans were often noted. The patient tried 
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new approaches, some efficient, some not, and 
reacted to failures with symptoms as could 
be expected in schizophrenics with a so pre- 
cariously developed sense of self-esteem. 


Sam, whose father was repressivdly dominating 
and yet in infancy too seductively attentive, in staff 
conference admitted his deep respect and affection 
fora male nurse. When he was asked if there were 
any similarity between his deep dependence on the 
nurse and his feelings towards his father, he burst 
out crying. That evening he shouted at his physi- 
cian, "I won't have any more of your God-damned 
psychotherapy.” Yet gradually he became more a 
part of life about him. During his last 2 years of 
residence he recalled*his guilt-ridden pleasure when 
his father bathed, dressed, and fondled him in in- 
fancy and childhood and his agony when his father 
refused to kiss him when he reached adolescence. 
Homosexual conflicts were ventilated. He could 
then accept new clothes’ which previously aroused 
such unwanted erotic and dependent feelings that 
for 3 years he had not accepted a new suit. During 
this 3-year period Sam had 3 different physicians, 
but for his last year made consistent progress with 
one. 


The third period, usually carried through 
under the guidance of a single physician, can 
be considered the period of synthesis in 
which a stronger and more realistic ego was 
achieved. This period lasted 1-3 years and 
was generally over 1 year. It is obvious that 
these periods are not discrete and separate, all 
phases go on throughout the period of treat- 
ment but certain problems and advances in 
treatment are predominantly in one or the 
other period. . 


Mary tried to seduce her physician and later acted 
out homosexual behavior, but all infa most narcis- 
Sistic setting. She was encouraged in her painting 
‘and poetry for which she had talent. While this 
went on she filled her needs for a good mother by 
Occasionally cuddling up in the lap of a matronly 
nurse. She became reassured by the sincere and 
mature interest in her shown by her husband, her 
father-in-law, and her physician. New and more 
healthy identifications were made during this period 
and she was able to accept transfer to halls for more 
advanced patients where more was demanded of her. 
Close relations with other women gradually de- 
veloped although the narcissistic as well as homo- 
sexual nature of these attachments were still ap- 
parent to trained observers. Gradual visits away 
Írom the hospital with her husband resulted in 
healthy heterosexual experiences which were satis- 
fying to both for the first time. She for the first 
time began to give something of herself to her hus- 
band. When this relationship was well “established 
after many months, she saw һер daughter, now 4 
years olg. She looked foreward to this experience 
with this ominous comment, “Oh, 2084, ГЇЇ have a 
new audience.” The child was brought to the hos- 


pital in the care of a nurse who was able to under- 
stand the situation and gradually relinquish her role 
as mother figure to the chéld as the patient’s tenta- 
tive attempts at motherhood became more mature. 
A new home gave the patient an opportunity to put 
into practice her real talents in decoration and 
helped establish a healthy sense of self-esteem. This 
patient has now been home 4 years. She is a good 
mother and wife, an excellent hostess, and an active 
member of community organizations. 


During the period of convalescence or syn- 
thesis, patients were given opportunities to 
experience increasingly complicated social 
situations such as group sports, card parties, 
dfinces and discussion groups. They had been 
prepared for this over many previous months 
and sometimes ‘years by graduated experi- 
ences of an increasingly, complex nature. 

* Joe needed to learn to throw a ball and handle a 
bat hidden from the group of other patjents bya 
grove of trees because of his sensitivity. He became 
an,effcient though somewhat awkward ball player 
but had the thrill of making the hit, driving in the 
winning run in the last game of “The Little World's 
Series" between competing,teams pf patients. 
Many patients needed individual instruction 
in dancing, card playing, and the ordinary 
social amenities. A carefully planned course 
of reading under the guidance of the physi- 
cian and a librarian was beneficial to some of 
these patients. Several proved able to give 
book reviews and lead the discussions after- 
wards „before patient groups with notable 
adeptness. Although reserved and self-con- 
scious in smaller, more intimate social groups, 
these patients, all suffering from paranoid ill- 
nesses, responded with surprising poise and 
tact when given an opportunity to lead a 
group discussion. They often gained insight 
into their own problems by reading novels 
about individuals with similar problems and 
were able to discuss their own problems by 

-referring to the characters in the book. Some 
patients with artistic talents were able to ex- 
press their strivings and conflicts in painting 
and sculpturing and thus communicate with 
the phyeician through their art when direct 
discussion of their problems was difficult or 
impossible because of sensitivity. 

A. healthy way of living, well balanced as 
to work, splay, eating, and sleeping was 
learned in the hospital by these patients and 
carried over into their life outside the hos- 
pital. Such balanced living aided them in 
gaining emotional satisfactions in living as 
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well as helping them keep in good physical 
health, "These 2 factors increased their toler- 
ance to unusual physical and emotional stress. 

Ten of the 13 patients in the group com- 
muted to work from the hospital for some 
weeks or months before leaving. Four re- 
turned to former occupations; 3 who had 
never before been employed, obtained posi- 
tions at which they worked daily during the 
latter part of their hospitalization. Three 
other patients started working in fields for- 
eign to their former interests but more in 
keeping with their talents and emotional 
make-up. The importance of working while 
still under the supervision ~of the hospital 
was well brought out by our experience with 
this group. Discussions about problems con- 
nected with work aided patients in their ad- 
justment? Gradually they were encouraged 
to make contacts with other individuals and 
groups outside the hospital so that the end- 
ing of their relationship with the staff and 
other patients was not too abrupt for these 
sensitive people to manage. 

Sam visited his aunt on many occasions; joined 
her church while on visits and became active, in a 
Young People’s group. After he started to work as 
a hospital orderly, he joined a political club and be- 
gan to attend social functions in the evenings with 
groups outside while still residing in the hospital. 
At this point he started living weekends in a 
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Y.M.C.A. and shortly thereafter left the hospital, 
While previously he was unable to be comfortable 
wearing new clothes, after joining a little theatre 
group he found great satisfaction taking part in 
plays requiring several changes of costume, His 
period of adjustment to the outside world lasted а 
Charlotte who had been under psychoanalysis for 
6 years before hospitalization found new satisfac- 
tions in a position as a private secretary. She ex- 
pressed herself as follows, “What a fool I was not 
to work before. I don’t worry about little physical 
things that happen to me and I'm not as sensitive, 
If my feelings get hurt, I can forget all about them 
when I work.” 


It was evident from the study of these 
deeply involved patients that it is in the field 
of the treatment of schizophrenics that our 
greatest therapeutic challenge lies. “In all 
these delicate and complicated inter-relation- 
ships we must move with exquisite preci- 
sion, serene, calm, free of bias despite our 
own immediate and personal problems and 
worries" (т). 
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SCHIZOPHRENIC REACTION TIME RESPONSES TO VARIABLE 
PREPARATORY INTERVALS + 


CHARLES A. KNEHR, Pu.D., New Yonk City 


After a quarter century of relative experi- 
mental quiet, interest in and research on the 
problem of set, expectancy, and attention re- 
turned recently with renewed vigor." The 
problem appears to have achieved its full te- 
stored status with Hebb(1) who points out 
that these are terms referring to the prime 
problem of selectivity and can no longer be 
considered, as was frequently the case in the 
past, as experimental errors to be guarded 
against. Understanding the nature of these 
selective factors would seem equally impor- 
tant to the theory of thinking and behavior in 
the normal individual and to understanding 
the alterations involved.in bizarre and disor- 
ganized thinking seen in psychopathology. 

The literature makes repeated reference 
to alteration in attentional factors as being 
among the characteristics of schizophrenic 
illnesses. The terms attention and set are not 
always used but the inability to develop айа 
maintain normal contact with events of the 
immediate environment is often referred to. 
One might say that, in these patients selec- 
tive processes, whatever their nature, favor 
internal activities and are less than normally 
dependent upon sensory facilitation. Yet 
these internal activities also show mild to se- 
rious alteration in selective function as evi- 
denced, for example, by unusual organization 
of associative activity. » 

With clinical observation, however, nonde- 
teriorated schizopprenic patients frequently 
do not show this relative unreadiness to re- 
spond to surrounding events. Yet one could 
hypothesize that a sensitive test might show 
effects of this sort where such differences 
from the normal might otherwise be small 
enough to go unrecognized. But the first re- 
quirement would seem to be the experimental 
demonstration that schizophrenic patients 
differ in some consistent way from nonschizo- 
phrenic in set, expectancy, or attention. 

Previous attempts to differentiate various 
patient groups and normal ones using the 
more traditional reaction time measurements 
as a measure of immediate attention level 
have been relatively inconclusive andeeven in- 


1Study from The New York Hospital and the 


Department of Psychiatry, Cornell, University 
Medical College, New York, and Hunter College of 


the City of New York. 
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dicated in the work of Wells and Kelly (6) 
that dementia præcox patients showed the 
least lengthening of reaction time as com- 
pared with normals. Rodnick and Shakow 
(4), following some earlier work by one of 
them(3), published an index in 1940 based 
upon differential reaction time responses 
made to stimuli presented with regular and 
variable warning intervals. They reported a 
virtually complete separation of patient and 
control groups with one of the important 
variables invotving the failure of the patients 
to maintain a readiness to respond when the 
warning intervals remained the same for зис- 
cessive trials at warning intervals beyond 4 
seconds. 

We had set up a reaction time afparatus 
which was to be used for the purpose of de- 
términing the ease with which uninstructed 
sets could be developed in certain clinical 
groups and in normals. *The Variables would 
be the different arrangements of time inter- 
vals which could be varied at will or main- 
tained with reasonable precision. It was felt 
that,'since it appeared possible to easily dupli- 
cate the essentials of the Rodnick and Sha- 
kow data, such an important finding should 
have additional verification. 

Thejx chart, summarizing the data for the 
regular and variable warning procedure, 
shows that the patients' curves met and 
crossed over between the 4-second and 7.5- 
second intervals so that the patients re- 
sponded faster at the 2- and 4-second regular 
warning intervals and then became slower 
than with the irregular warning from the 
7.5-second interval beyond. The controls 
were uniformly fasfer with the regular pro- 
cedure until beyond the 15-second warning 
interval, the curves remaining uncrossed up 
to that point (see Fig. 1). 

Presumably we should be able to get an 
adequate*test of this finding by using just 2 
preparatory intervals mainly at 2 seconds and 
at 10 seconds. These would bracket the warn- 
ing intervals which appear to be differentially 
important by the above experiment. We 
should obtain curves like those at the right 
of Fig. 1. The curves should cross only in the 
case of schizophrenic patients if the Rodnick 
and Shakow data represent a characteristic 
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difference in readiness between schizophren- 
ics and normals. 5 
PROCEDURE 


Several innovations were built into the re- 
action time apparatus used in this experi- 
ment. The subject was required to keep a 
colored light off during the intervals between 


500 


400 


REACTION TIME IN MILLISECONDS 


300 


200 


012 4 d. 5 


15 


‘PREPARATORY INTERVAL IN SECONDS 


Fic. 1.—The chart on the left, after Rodnick and Shak. 
ferent procedures. The curves on the right are the results 
2 preparatory intervals of 2 and 10 seconds are used. 


stimuli by holding a dial knob to the left. 
Upon presentation of the stimulus, the knob 
had to be rapidly turned clockwise about 90° 
to turn off the stimulus light. This made for 
uniformity in the amount of movement, and 
anticipation could be readily detected if the 
left hand contact was not being maintained, 

The stimulus presentation for regular in- 
tervals was controlled automatically by 3 
Microflex * timers. The subject, in respond- 


2 The Eagle Signal Corporation, Moline, Ш. 


ing to the stimulus light, started the first : 
timer which was set for 10 seconds through. 
out the experiment. At the end of this period, 
timer No. т started timer No. 2 which rang a 
buzzer for :3 second and started timer No, 3 
at the end of its timing cycle. Timer No. 3 
was set for the desired delay period after 
which it initiated the light stimulus. It could 
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ow (4), shows mean reaction times for dif- 
predicted from the data on the left if only 


be reset to another interval while timer No. 1 
was operating. The sequence was then 10 
seconds from the subject’s response to the 
warning, a warning of .3 second followed by 
the desired delay to the presentation of the 
stimulus. 

The operation of timers and the subjects’ 
Iesponses were recorded on tape using at! 
Esterline-Angus Operation Recorder? with 


, * The Esterline-Angus Company, Inc., Indianapo- 
lis, Ind. 
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an external rapid-feed apparatus and trip coil 
which speeded the chart 60 times during re- 
action time recording. Measurements were 
made from the chart to the nearest .ої 
second, Й 

In the regular procedure, 20 trials ewere 
given with the 2-second warning interval. 
Half the patients and controls had the 2- 
second interval first while the other half had 
the 10-second interval at the start. The vari- 
able warning procedure randomized the 2- 
and 10-second intervals according to a chance 
table for a total of,4o trials. — - 

The subjects were 11 patients classed as 
schizophrenic at the time of experiment. The 
то" controls included a physician, students, 
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even with disorganization resulting from the 
illness, could function gt levels above aver- 
age. They should respond more rapidly than 
patients with inferior intellectual ability. It 
may be reasonable to assume that previous 
studies have compared controls who were 
more intelligent with slowed deteriorated pa- 
tients who may never have had equivalent 
mental ability. It is suggested, therefore, 
that the failure to find differences between 
controls and patients is due to the stage of 
the illness and the high level of intellectual 
ау among these patients. 

eferring again to the means of reaction 
time for both groups and: ће 2 preparatory 
intervals within each experimental condition, 


TABLE 1 


Means or Reaction TIMES AND INDIVIDUAL VARIABILITY OF CONTROL AND PATIENT GROUPSÜFOR THE 
2 Сомртїом$ OF UNIFORM AND VARIABLE PREPARATORY INTERVALS 


All figures are in hundredths of seconds 


Uniform 
кедш 


Variable 


A—— 
2 seconds * то seconds 2 seconds © А то seconds 
eT 
Reaction time M c M c M с м с 
Controls ... 5.0 41.0 6.6 38.0 46 378 4.6 
Patients. . 75 39.5 9.1 38.5 8.3 37.5 9.2 
Individual variability Ы 
Controls ... 18 5.6 1.9 5.0 0.9 47 13 
Patients ... 7.7 9.0 45 10.5 74 9.7 6.7 
Difference ... is 3.4* 5.5 * 5.0* 


* Significant at the 5% level. 


laboratory technicians, and secretaries. No 
attempt was made to equate the 2 groups 
since it ptobably could not have been done 
under any circumstances. The patient group, 
however, was abové average in mental ability 
and would best be matched by controls on the 
upper side of the distribution of intelligence. 


RESULTS AND DISCUSSION 


The experimental data are summarized in 
Table т. In view of previous studies(2) 
showing lengthened reaction times in schizo- 
phrenic patients, it was not a little surprising 
to find the means for the patient group almost 
exactly equal to the means for the control 
group. While the patients varied somewhat 
more than the controls, only one patient was 
Outside the range of the mean reaction times 
of the control subjects. One need not search 
far for a reasonable explanation. It has 
been shdwn again and again that speed of 
Tesponse is related to general intellectual 
functioning. We have studied patients who, 


it is obvious that the effect of the variables 
on these means is highly similar for both the 
patients and the controls. The increase in re- 
action time with the longer preparatory in- 
terval is virtually the same for both groups 
where the warning procedure is uniform. 
With variable intervals between the warning 
and stimulus light the longer interval yields a 
slightly faster time.e None of these within 
group differences reach statistical signifi- 
cance. When these data are plotted (see 
Fig. 2), it is seen that both pairs of curves 
cross. In effect, the data both for our con- 
trols and schizophrenic patients are like the 
data for Rodnick and Shakow’s schizophren- 
ics (see Fig. т). Our controls (who were 
and still are normal") did not perform like 
the normals of their study. 

Tt would appear, as in their interpretation 
for the schizophrenic performance, that the 
uniform preparatory interval leads to a re- 
laxation of set at the longer interval making 
for a slightly slower rate of arousal. But in 
our data this occurs equally with patients and 
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controls. Attention is apparently maintained 
for both the shorter and longer intervals in 
the variable procedure, a result that was ob- 
tained only with the schizophrenic group of 
the study referred to above. Our data are, 
a priori, more reasonable on this point. One 
may seriously question the appreciable im- 
provement for the longer ready intervals in 
the irregular procedure of the Rodnick and 
Shakow experiment since patients of the 
kind reported would not be expected to 
achieve and maintain sets with increasing 
relative efficiency, surpassing normals in this 
respect. As a group their patients showed 
just such a relative gain when compared to 
the normals, 


500 
CONTROLS 


a 


REACTION TIME 
IN 
MILLISECONDS 


02 10 
PREPARATORY INTERVAL IN SECONDS 


Fig, 2.—The obtained data for the 2- and 10- 
second warning intervals with the regular procedure 
(solid lines) and variable procedure (dotted lines). 


Otherwise, the results in this study are in 
general agreement with previously published 
data showing an increase in individual varia- 
bility in patients over expected control values. 
Tt will be noted that 3 of the 4 comparisons 
between controls and patients are significant 
at the 5% level. In effect the patients show 
greater oscillations in efficiency in the sense 
that Spearman used the term(5). The vari- 
ability would be one measure of the ampli- 
tude of the oscillations in the speed of re- 
action and presumably in the readiness to 
respond. 

So, while the patients and controls are alike 
in their mean speed of response and in the 
average effects on them varying the nature 
of the preparatory interval, the patients tend 
to show a significantly greater fluctuation 
within a series of reactions. When the reac- 
tion times are plotted, the oscillatory char- 
acter of the individual reaction time series 
appears, indicating that the variability has a 
cyclic character. The difference between the 

controls and patients seems to be essentially 
in the amplitude rather than in the perio- 
dicity. A change in the experimental pro- 
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cedure has yielded much clearer patterns of © 
oscillation in a few subjects and further in- 
tensive study of the phenomenon is projected, 

The above evidence indicates that it is not 
at all certain that persons with schizophrenic ' 
characteristics differ from normals in either | 
speed of reaction or in singularity of readi- 
ness characteristics as previously reported, 
Attentional factors are not thereby ruled out, 
since alterations in experimental conditions 
might well yield a distinctive measure. The 
consistency with which increased variability 
has been reported in schizophrenics indicates 
that sharpened technique might yield data of 
some discriminatory value. The importance | 
of this difference in variability is heightened 
since Spearman indicated oscillation to be one 
of the single, universal factors of cognitive 
function. 


‘SUMMARY 


т. No difference was observed in speed of 
reaction when a group of patients with schizo- 
phrenic illnesses was compared to a control 
group. 

2. Previously reported differential respon- 
siveness of patients and controls to variation 
in length of preparatory interval and regu- 
larity of stimulus presentation was not ob- 
served. The usefulness of such a technique 
for differentiating schizophrenics from nof- 
mals is questioned. 

3. Variability:of speed of reaction tends to 
be significantly greater in the patient group. 
This result is consistent with previous find- 
ings. It is suggested that'this represents ай 
increase in the amplitude of fluctuations Ш 
readiness which are oscillatory in character. 
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A PROBLEM IN SEX PATHOLOGY * 
VERNON W. GRANT, Pu. D4! Maceponi4, Оню 


In the area of sexual behavior, for many 
years a major interest has been the applica- 
tion of learning concepts to the problems‘ of 
hetero- and homosexuality. Dr. Magnus 
Hirschfeld once wrote. “The scientific arialy- 
sis of erotic attractions should concern itself 
... with the following four problems: (т) 
by what sex, (2) by what type of person, 
(3) by what inditidual, (4) by what qgali- 
ties is the attraction exerted" (тт, p. 124). 
Since homosexuality, for example, presents 


‘the problem of sexual inclination in one of its 


broadest possible forms, the task of resolving 
it in terms of developmental processes pre- 
sents a highly complex task. 

The peculiar specializati6ns of sexual in- 
terest seen in erotic fetishisms offer a chal- 
lenge to learning theory more sharply defined 
than others. Here the “particularity” of ѕ6х- 
ual responsiveness is at its height, since it 
may be limited, in some cases at least to quite 
restricted items of sexual stimulation, or to 
certain experiences that are conspicuous in 
having sexual value for extremely few peo- 
ple. For this reason, perhaps, the fetishisms 
offer an opportunity for evaluation of the 
usefulness of learning principles at a point 
where the essentials of the,problem may be 
seen in relatively limited context, and there- 
fore in relatively simple form. The writer is 
not prepared for dny comprehensive attempt 
бї this sort, but suggests here a few of the 
directions such an attempt may take and 
some of the data and problems it will 
encounter. 


AN ILLUSTRATIVE CASE 


Some of these problems are well illustrated in a 
case recently studied intensively (9). The subject 
was a 35-year-old single white male of above- 
average intelligence who fully realized his abnor- 
mality, and fortunately was highly articulate in 
describing it, His sexual interest centered around 
Women's shoes, ankles, and legs; he had little in- 
terest in the leg above knee. The interest in feminine 
shoes was traceable, by clear recall, to the fourth 
year. He remembered playing with shoes stored in 
closets, having fantasies of shoes, and was especially 
кысы 


1 Chief psychologist, Hawthornden State Hospi- 
tal, Macedonia, Ohio. 


fascinated by those of slipper style with high heels. 
Shoe fantasies accompanied masturbation, which be- 
gan at age 9. He testifies, however, that his earliest 
interest in shoes, while strong and specialized as to 
models, was free of sexual meaning. Later there 
were dreams in which shoes figured prominently, 
accompanied by genital excitement. Following a 
period of abeyance of fetish interest during late 
adolescence the urge reawakened in his mid-twenties 
and became very strong. His method was to fre- 
qifent public places and search for a woman whose 
shoes and legs*met the requirements of his tastes 
(high-heeled pumps, gracefully formed ankles and 
legs) ; he then achieved excitement to the point of 
orgasm simply by concentrating his attention. He 
describes the erotic effect of such concentration аз 
not confined to the genitals alone, but generally dif- 
fused and accompanied by sensations of warmth. 

A notable feature of fetish sensibility in this in- 
stance was its dependence upon movement. Some 
degree of “gyration” of the foot was necessary to 
progressive erotic excitergent; for example, the 
rhythmic restless pendular swinging of a crossed leg 
by a girl in a seated position. The motionless mem- 
ber, though erotically interesting, produced no cu- 
mulative effect or “build ир.” The subject stressed, 
however, the great importance of his sexual vitality 
at any given time, and states that at peak intensity 
of the urge his excitability was such that even a 
window display of shoes modelled on a mannequin 
was sufficient to arouse orgasm. (Once sufficiently 
excited, other stimuli might acquire stimulus value ; 
thus onSne occasion he reached climax on watching 
the movements of a woman’s hand. To this he was 
ordinarily indifferent though he might at times be 
aroused if the hand were long, well shaped, with 
slender fingers.) His requirements being rather 
highly specialized, pursuit of the fetish was often 
an excessively taxing ordeal. He often spent many 
hours before making a “sighting” that met his cri- 
teria, and he then was in constant anxiety lest his 
peculiar behavior—fixed scrutiny and expressions of 
emotion—attract attention in a public place. 

The excessive strength of the deviant urge so 
often noted in the literature of fetishism is here im- 
pressively illustrated. At a time when he was unable 
to find employment the subject abandoned himself 
entirely to the urge, its power rendering him admit- 
tedly helpless. He recognized his sickness and 
termed it% “disease.” Entire days were spent fre- 
quenting public places, from bus stations to churches, 
“any place where a woman wearing my fetish needs 
might be found seated long enough to make an 
ejaculation possible.” Under protracted tension he 
suffered from intense headaches. So overmastering 
at times was the passion that despite a rather timid 
disposition he had once, in pursuit of the fetish under 
difficult conditions, reached orgasm while running 
at top speed, in a public place, with full realization 
that he faced imminent danger of arrest. At other 
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times with sharpened sensitivity, his excitement rose 
to climax at the sound of the heel-taps of an unseen 
female. 3 

Some unusual observations resulted from the sub- 
ject’s seemingly normal capacity for conventional 
love attachments, enabling him to compare amorous 
attraction with the fetish experience. The latter, he 
testifies, is more than a genital-sexual episode. It 
includes emotion of a different quality, which he 
states is closely similar to that of being “in love.” 
While this nongenital effect of the fetish tends to 
envelop the personality аз a whole, its focus con- 
tinues to be the fetish members, and expresses itself 
in part, in a strong but nonsensual impulse toward 
caressing and kissing the shoes, ankles, and legs. 
This component of fetish behavior has been notad 
in other accounts. The subject felt sertain that the 
basis of some of his normal love attachments was 
the "charm" of fetish traits that met his criteria. 

A striking discovery, was that motion picture films 
of feminine feet and legs in movement gave him fully 
adequate satisfaction. With a few short reels of 
material © this kind, obtained by employing models 
for the purpose, he was able to dispense altogether 
with the living stimulus. 3 


ADEQUACY OF CURRENT THEORY 


The unusual adaptability of many fetish- 
isms to the conditioned reaction formula has 
long been recognized, and the interpretation 
of fetish influence as a product of a condi- 
tioning incident is widely current. The typical 
account runs, essentially, somewhat as fol- 
lows: the attention of a youth, at a moment 
of intense sexual excitation—perhaps his 
first—is caught by a certain detail of tlie total 
situation. This detail, e.g., shoes, an article 
of clothing, almost any distinctive personal 
characteristic of the partner or “seducing 
adult,” or even an item of the environment 
more or less extraneous to the sex experience 
proper, somehow registers vividly upon the 
subjects sensibilities. By this incidental or 
accidental contiguity the particular detail ac- 
quires the potency to evoke sexual excite- 
ment independently of the primary stimuli 
and is thereafter sought as a “fetish.” The 
account thus proceeds “in a simple associative 
manner,” as McDougall puts it. 

In some statements the idea of “Gisplace- 
ment” of sexual interest to a peripheral or 
extraneous detail,is introduced, such dis- 
placement being "always found to be the re- 
sult of early experiences and sometimes may 
be seen to be largely of the nature of a con- 
ditioned reflex” (8. p. 207). The descrip- 
tive value of the term “displacement” is 

especially clear in those instances of classical 
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or “pure” fetishism in which the dissociation 
of the fetish from its bearer is complete, and 
in which the fetishist can say, for example: 
“For me the girl does not exist ; my sole in- 
terest is her beautiful hair." Displacement, 
in this context, implies that sexual arousal 
was originally elicited by the primary agen- 
cies—the genital or other zones—from which 
it was diverted or withdrawn by way of the. 
critical incident. 

The adequacy of this interpretation of the 
origin of the fetish may well be judged, we 
suggest, with the following considerations in 
view. 

т. The fetishist is frequently reported as 
indifferent to the primary sexual characteris- 
tics, and often as experiencing aversion to- 
ward them. No quantitative data are, to the 
writer's knowledge, available on the incidence 
of this "negative" factor in the sexual sus- 
ceptibility of the fetishist, but references to 
it are common in the case material. Freud, 
for example, states that aversion to the fe- 
male genitals is “never lacking in any fetish- 
ist" (6, p. 200), while Krafft-Ebing observes, 
with respect to fetishisms involving parts of 
the body, that the fetishist is in reality a sex- 
ual defective, that the abnormality is not so 
much in what stimulates him as in the “limi- 
tation of sexual interest" (12, p. 209). 

While the positive aspect of the phenome- 
non— the sexual value of the fetish object— 
may be assimilatéd, in principle, to the con- 
cept of conditioning, it remains to tell what 
has happened to responsiyeness to the při- 
mary agencies of “tumescence,” i.e., genitals, 
breasts, etc., if we assume that in the original, 
precipitating experience these stimuli were 
basic to the excited state of the organism. 
The setting for “stimulus substitution” may 
be adequate, but that for displacement is not 
clear. " 

We can assume that in the original expert- 
ence the excited state was endogenous, ай 
was contemporary with some sexually periph- 
eral or extraneous stimulus, which there 
upon acquired fetish potency. Thus, іп а 
case reported by Féré (5, p. 230) the subject 
while masturbating, experienced an orgasm 
of marked intensity when his attention was 
caught by the sight of some horses straining 
up a hill; the spectacle thereby betame ап 
adequate stimulus to ejaculation. Such fa- 


1954] 


cility of conditioning raises a question as to 
why fetishisms should not be an exceedingly 
common phenomenon. Albert Moll pointed 
out, years ago, that the attention of a mas- 
turbating child may wander over many in- 
different items, “but this does not induce the 
association throughout life of sexual excite- 
ment with the sight of any of these articles” 
(13, р. 131). 4 

2. Whatever truth lies in the view that 
the incidence of fetishism is greater in men 
than in women must also be fitted to the 
learning concepts, Fenichel believes the dis- 
order to be “very rare" in women (4, p. 344) ; 
Stekel regards it as, despite exceptions, “gen- 
erally a male disease" (14, Vol. I, p. 363) ; 
Ellis noted the "great rarity of fully devel- 
oped fetishism in women," though he thought 
slight degrees might occur (3, p. 62) ; Krafft- 
Ebing stated that pathologjcal fetishism had 
been observed only in men (12, p. 213). 

3. The needs of the fetishist may be re- 
markably specific. Stekel has described,in 
detail an apron fetishism dating from "very 
early life" which involved certain colors and 
patterns, and in which an apron might be re- 
jected because, despite a proper color, the 
pattern failed to meet criteria ; it was also re- 
quired that it be of washable fabric, and un- 
kempt (14, Vol. 1, p. 314). He cites from a 
secondary source a fetishist who was eroti- 
cally excited “only by the nails of women's 
shoes." In early youth the subject felt an 
"irresistible" fascination at sight of such 
nails ; they cause him to become “lost in rap- 
ture”; he revelf in compulsive fantasies 
which revolve in myriad details about the 
fetish, accompanied by masturbation; he re- 
peats words or phrases which conjure up 
such imagery (14, Vol. II, p. 82). That the 
stimulus may be neither animate nor sex- 
associated is indicated in one of Hirschfeld’s 
cases in which the subject became aroused 
and masturbated in response to the sparkles 
of light reflected from a crystal ornament 
detached from a chandelier (10, p. 131). 

4. A familiar feature of accounts of fetish 
experience is the extraordinary power of the 
erotic arousal, the implication of occasional 
references to its “pathological intensity” be- 
ing that excitement has here increased alto- 
gether beyond its normal bounds. Stekel re- 
ported d petticoat fetishist who “€laimed that 

s impulse was almost invariably irresistible, 
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that he would sometimes spring out of bed at 
night, turn out into the open, find some petti- 
coats and gratify himself. He stated that at 
such times he felt so wild that he neither 
knew where he was or what he was doing" 
(14, Vol. I, p. 196). Of an instance men- 
tioned by Hirschfeld, it is stated that “This 
lack of power to resist his passion, which he 
declares is unconquerable, has destroyed his 
name, his career, and his position, and caused 
twenty failures up to the time of his impris- 
onment, which came after he had cut twenty- 

е locks of hair” (то, р. 68). 

Among the possibilities we may assume 
that the disorder has developed within the set- 
ting of an unusually vigorous sexual organi- 
zation ; that the intensity represents a ration- 

*alization on the part of the fetishist ; that the 
intensity is an essential feature ofethe dis- 
order, and therefore requires interpretation. 

*s. The rigidity with which erotic arousal 
seems enslaved to the “precipitating experi- 
ence" is often notable. It is illustrated 
(though the experience is not traced) in a 
case of Hirschfeld's in which the subject is 
sexually stimulated by the sight, or thought, 
of immature girls, clad in scanty clothing in 
the coldest of weather ; he draws pictures of 
girls with bare arms, shoulders and legs in an 
icy setting and watches the schoolyards in 
winter { 10, p. 49). Freud acknowledges that 
the conditions determining such "adhesive- 
ness" of the libido “о certain tendencies and 
objects” are entirely unknown (7, p. зот). 
Concerning the view that such fixations may 
be traced to early incidents, he remarks that 
it is often “hard to say how such an impres- 
sion becomes capable of attracting the libido 
so intensively." 

6. Moll asserted €hat the assumption of a 
precipitating experience involving the con- 
tiguity of sexual excitement with a secondary 
stimulus “is in most cases a pure supposition, 
quite unsupported by proof" (13, p. 131). 
Ellis observes that not only is record of an 
episode absent in many cases but in some in- 
stances the phenomenon appears by way of 
gradual development; he. allows, however, 
for the possibility of forgetting (3, p. 27). 

7. By the conditioning hypothesis the spe- 
cificity of the fetish object or impression may 
assumedly have no essential connection with 
sexual excitement, the interpretation resting 
upon the state of the organism at the critical 
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moment, upon the accidental circumstances of 
erotic arousal, and upon the “tenacity” of the 
libido, considered, possibly, as an independ- 
ent variable (Freud). Such a hypothesis 
should relate in some way to the relative 
incidence of the various kinds of fetish- 
ism. While the writer knows of no reliable 
data on this incidence, the reports available 
appear to point to a relatively high frequency 
of certain forms, such as foot fetishism, 
which we are told is fairly common in the 
Orient (3, p. 21). 

As an alternative to the conditioning hy- 
pothesis there is available the psychoanalytic 
account in terms of castration fear and screen 
memories, with the fetish (the foot or shoe, 
“long hair, earrings”) functioning as a penis 
symbol, a refusal to acknowledge woman's 
lack of penis. The application of these con- 
cepts to such fetishes as voice quality (2, p. 
103), the eyes(1), or various deformities 
(10), is not easy to make, and Freud has 
conceded the difficttity of the problem of 
origins and likewise that the differentiation 
of the fetish reaction to castration shock 
from other reactions such as homosexuality, 
as well as from normality, has yet to be ex- 
plained. The theory offers an interpretation 
of the negative aspect of fetishism and doubt- 
less gains weight when the fetish may be 
said to exhibit resemblance to the penis. 
When this resemblance is altogether belang 
and an experience is assumed whereby the 
fetish acquires symbolic value, the problem 
becomes somewhat the same as it is for the 
conditioning principle. 

The possibility that a relationship may 
exist, by way of a continuum, between patho- 
logical fetishism and those far more common 
and familiar specializations of “susceptibility,” 
which make the phenomenon of normal sex- 
ual preference, was first suggested by Alfred 
Binet, though subsequently adopted by a 
number of others, We are all, Binet would 
say, fetishists in so far as one pattern of 
features rather than another intrigues us 
with the erotic-aesthetic pleasure it arouses, 
or if we find that one timbre of voice, or a 
certain grace of movement is relatively more 

appealing—perhaps very much more— than 
others. The significant fact, he points out, is 
the existence of transitional cases, At the 
extreme of what is perhaps a continuum is 
the deviant whose fetish interest is altogether 
indifferent to the presence or absence of a 
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human being as its bearer. Next, Binet him- 
self supplied examples of what he interpreted 
as intermediate forms: cases in which the 
interest in and erotic arousal by a particular 
detail was extraordinary, yet in which the 
personality of its bearer was by no means а 
matter of indifference. Finally, we should 
reach the assumedly normal individual to 
whom a great many sexual and nonsexual 
characteristics are important, but who finds 
also that he has some very definite prefer- 
ences, and that he can perhaps define fairly 
well the nuclear stimulus to attraction. 

Binet’s concept is, in the main, an “order- 
ing” rather than an explanatory contribution. 
It might be thought of as offering an approxi- 
mate way of “measuring,” in a sense, the 
degree of departure from sexual normality 
represented by any given fetish interest. It 
certainly points directly toward a need for 
direct investigations of the individual mean- 
ings of “‘sexual attraction” in order that we 
may know how large is the incidence of inter- 
mediate or minor forms of such distinctive 
susceptibilities. If these abnormalities should 
finally emerge as deviations of a basic process 
of sexual behavior, the problem of their 
genesis might be recognized as larger than 
one of a special pathology. 


Summary 


1. Attention is called to the phenomenon 
of sexual fetishisins as one in which the prob- 
lem of deviated sexual aim is defined, in its 
stimulus aspect, with exceptional sharpness. 

2. A case history is presented illustrating 
(a) onset in childhood; (b) highly special- 
ized character of the fetish; (c) extraordi- 
nary strength of the impulse; (d) evidence 
of an “amorous” component in the response 
to the fetish. | 

3. In the setting of this case and a number 
of others, some contemporary theory is €X- 
amined with regard to its adequacy for cef- 
tain features of the data on fetishisms, with 
special reference to the principle of cond 
tioning. The psychoanalytic interpretation ( 
is briefly discussed, also Binet's observation 
on near-normal varieties of fetishism. 
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THE DIAGNOSIS AND THERAPY OF HEALTH : 
^ . ABRAM BLAU, M.D, New Yonk Civ 


The historical tendency of medicine to fo- 
cus on disease has obscured the fact that 
health is the main goal of therapy and that 
it too is the object of treatment. Conse- 
quently, the common practice of diagnosing 
only the disease and not the health of a pa- 
tient seems remiss. Even fully developed ill- 
ness rests on a foundation of health. Disease 
is the interruption, more or less temporary, 
of the natural course of health. An individüal 
is subject to many ,episodes of ‘illness of the 
same or different types during his life and, 
except for a terminal illness, a core of health 
is always present. Moreover, recovery from, 
illness depends greatly upon the resistance 
of the health component to the progress of 
the disease and to a major extent the thera- 
pist relies upon this resistance as his chief 
ally in treatment. In preventive medicine the 
emphasis is on the maintenance of health 
and in orthopsychiatry, as Lowrey (3) points 
out, the special concern is the correction of 
deformities with the cure of disease merely 
incidental to the general problem. A clear 
delineation of the patient’s health as well as 
his illness is therefore essential in order that 
treatment can be properly focused on each. 

Difficulties in Defining Health—The defi- 
nition of health has been studied from many 
angles. The idea of normality is unsatisfac- 
tory because health is too complicated and 
dynamic to be defined in simple quantitative 
terms. Borrowed from physical science, 
which stresses the average or statistical norm, 
normality attempts to find standard criteria 
against which each indiyidual can be meas- 
ured. Though often useful, it has gross limi- 
tations since the frequent and common is not 
always the beneficial. Another error has 
been thinking of health unscientifically in 
terms of “good” or “perfect.” Moreover, 
the impression that health is an aðsence of 
disease is obviously merely a negative one. 

We must also avoid a definition of health 
in terms of single organs or Systems ; of sepa- 


1 Read at the 29th annual meeting of the Ameri- 
can Orthopsychiatric Association, Feb. 25, 1952. 

From the Child Psychiatry Division, Department 
of Psychiatry, Mount Sinai Hospital, New York 
City. 
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rate physical, psychologic, or social features; 
of disconnected somatic or psychiatric as- 
pects. One function or organ may be in the 
forefront at times, and physical or psycho- 
logic aspects may be especially conspicuous, 
However, we must never lose sight of the 
fact that the organism is a single entity, a 
united organization of biological parts in a 
physical; psychologic, and social environment, 
A practical formula for a general concept of 
health should therefore be equally applicable 
to all its aspects—physical, psychiatric, aad 
Social. 

Subjective Aspects of HealthHealth 
may be described as a state of physical and 
mental well-being. In health the individual 
feels relatively at peace with himself and the 
world and has a sense of freedom, content- 
ment, achievement, growth, and satisfaction. 
He is comparatively free from significant 
pains, anxiety, and other symptoms and signs 
of illness. He is able to work adequately and 
to create within the limitations of his capaci- 
ties, to relax after work and enjoy recrea- 
tion. He can carry on his essential biologic 
functions of sleeping, eating, excreting, and 
So on, without any sense of disturbance or 
discomfort. He gets along well in his phys- 
ical and social environment and accepts the 
customary restrictions without clashing with 
these limitations. Yet he is adequately ven- 
turesome, has a feeling of freedom, and is 
willing to meet new situations. In the course 
of his life, he undergoes periods of dissatis- 
faction, maladjustment, disturbed well-being; 
but he counters these with appropriate геас- 
tions and regains his composure in a reason- 
able period of time. 

The Physiology or Dynamics of Health.— 
As a life process, health is not a stationary 
state but one characterized by change and 
adjustment. In physiologic terms, health re- 
flects successful homeostasis(1). The orgat 
ism moves in order to preserve itself, to grow 
and develop, and to multiply. It seeks it 
physical nutriment and psychologic and 50° 
cial needs from, the outside environment. Thé 
movement „operates successfully when the 
organism finds what it requires to fulfill its 
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aims. Ideally, this is the state of affairs of 
health, but the path is rarely smooth. Often 
the requirements are not immediately avail- 
able and the organism gets into a state of 
dissatisfaction and tension. Or, the outside 
environment may be directly unfavorable 
and hostile, as when the organism confronts 
infections or psychologic frustrations. “In 
either case, special physiologic or psychologic 
defensive measures are called forth. Thé or- 
ganism is then in the midst of a conflict and 
ina state of imbalance. It urgently seeks to 
recover its equilibrium, In the beginning, the 
activity has a trial*and-error aspect, but ip its 
more developed form it proceeds more di- 
rectly to attain its aims. 

In health the organism adjusts more or less 
easily. Such adjustment can be accounted for 
in many ways: the frustrations have not 
been too great; the organism has an innate 
capacity to readjust to dissftisfaction ; it has 
adequate facilities for filling its needs ; or, it 
has sufficient resistant power to counteract 
attacks. Temporary disruptions of this sórt 
are considered physiologically or psychologi- 
cally normal and in harmony with health. 

In contrast, disease occurs when the dis- 
ruption is too great and the equilibrium is 
seriously disturbed(4). The excessive stimuli 
or inadequate capacities result in pathologic 
alterations which are evidence of the failure 
of the organism to cope with the problem. 
Thus conflict and continued tension produced 
by inner and outer stimuli are characteristic 
of life in both health and disease. The es- 
sence of health, hewever, is that balance and 
&djustment are maintained more or less suc- 
cessfully, whereas in disease they have tem- 
porarily failed. Complete failure means the 
end of life—not health or disease, but death. 

The Pathology of Health.—The idea of a 
pathology of health may appear paradoxical 
because health and pathology are sometimes 
considered to be at opposite poles, one good, 
the other bad. In fact health is far from a 
State of perfection. In life, the ideal is a 
nonexistent fantasy and all men, even those 
in unquestionably good health, have some de- 
fects, weaknesses or inadequacies when com- 
pared to an imagined ideal. 

A moderate number of symptonfs is not 
out of harmony with health and is rather the 
rule in the ordinary course of lifg. The sig- 
nificant difference between illness and health 
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lies in the degree of deviation and disturb- 
ance, and whether readjustment can be 
achieved in a reasonable period. There is no 
sharp line of demarcation between the normal 
and the abnormal. In a sense it may be said 
that a minimal degree of illness is normal 
and can always be found by the perceptive 
and trained observer. A headache, a cold, a 
backache, sore muscles after exercise, slight 
depression, anxiety over a new venture are 
all common and natural occurrences even 
among the healthy. But if recovery is prompt, 
the individuals experiencing these reactions 
c@nnot truly be regarded as sick. 

Other imferfections , characteristic of 
health are defects and limitations, either 
physical or mental. No two people are alike. 
«А prime feature of human beings is their dif- 
ference. The statement that all men,are cre- 
ated equal must be qualified. They are born 
equal with rgard to such basic needs as rest, 
food, air, sex, love, but they vary tremen- 
dously in their capacities and range of inborn 
differences. Obvious differences occur in 
height, weight, pigmentation, intelligence, re- 
sistance to disease, bony structure, and mus- 
cular build. Potential inherent capacities may 
be well developed in one individual but may 
be neglected and lie fallow and wasted in an- 
other. Aging, education, nutrition, social op- 
portunities, accidents, and even disease still 
further® emphasize human differences and 
defects. 

An imperfection or weakness, however, 
does not necessarily imply a disease. A man 
with an amputated leg is not sick if he learns 
to get along well on crutches. A mental de- 
fective can be useful, happy, adjusted, and 
do well at a simple occupation suitable to his 
capabilities. A person with a crippled rheu- 
matic heart can live a long and healthy life 
if physical exertion is kept within his capaci- 
ties. A diabetic has his diet regulated and is 
instructed in the use of insulin; he follows 
directions competently and lives a useful and 
productive life without discomfort. Is it cor- 
rect to say that he is a sick man because he 
has diabetes and his own body’s store of in- 
sulin has become inadequate? Is it not more 
correct to consider him healthy as long as he 
can supply himself with insulin and to regard 
him as having a defective constitution which 
is capable of being adequately compensated? 
A child with superior intelligence may become 
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a behavior problem їп an ordinary class but 
adjusts well when his capacities are discov- 
ered and properly handled; his superior in- 
telligence was just as much a handicap as the 
inferior intelligence of the poorly endowed 
child in the same class, Or is it correct to 
label as sick the hypomanic movie director, 
the driving successful business man, the ob- 
sessional secretary, the eccentric creative ar- 
tist? Are they not well as long as they carry 
out their purposes without clashing socially or 
developing physical or psychiatric symptoms? 

These instances show that the state of 
health can be adequate and continue withoüt 
disease provided the individual is not tried 
or pushed beyond his intrinsic capacities. It 
is only when he exceeds the limits of his 


ability to adjust, either physically or psycho- 


logically, that trouble arises. Then health 
becomes so disturbed as to bring illness into 
the foreground with its concomitant physical 
or mental signs and symptoms, 

The Identity of Health, Constitution, and 
Personality.—The dynamic features of ad- 
justment plus various degrees of stabilized 
imperfection represents a special view of the 
more commonly known descriptive concepts 
of constitution or personality. Though syn- 
onymous, the term “constitution” is generally 
associated with physical and "personality" 
with psychologic features. Both refer to the 
total psycho-physical organization, tite more 
or less stable and basic make-up of the in- 
dividual. It is the sum and substance of en- 
dowments and acquisitions and includes 
hereditary capacities with their subsequent 
maturation and development, adaptation to 
the environment, and the effects of learning. 
Original defects may be modified, but along 
the way others may be aided, some from in- 
juries and accidents, others from misdirected 
experience. Each attack of illness leaves its 
mark on the physical or mental constitution ; 
some are insignificant, others important 
enough to affect materially the subsequent 
course of life. The end result is what the in- 
dividual has to cope with and adjust to the 
vicissitudes of life. 

Traits, the units of personality, can also be 
considered basic structural elements of 
health. A trait is a distinctive psychologic or 
physical feature or quality. The organiza- 
tion of traits characterizes and differentiates 
a particular person. The shape of the nose, 
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color of the eyes, distribution of the һай, 
allergic idiosyncrasies, nearsightedness, mus- 
cular capacity are examples of physical traits, 
Intelligence level, obstinacy, shyness, temper 
outbursts are psychologic traits. Many traits 
have both physical and psychologic features, 
The origin of psychologic traits is explained 
succinctly by Freud(2), who stated that “the 
permanent character traits are unchanged 
perpetuations of the original impulses, sub- 
limations of them or reaction-formation 
against them.” The physical traits are de- 
rived from the original hereditary material 
and,its maturation and development. He- 
redity and environment are full partners in 


the evolution of traits—heredity provides the 


original seeds of potentiality which the en- 
vironment feeds, directs and molds. The best 
environment can do little if the original in- 
born potentialities do not exist, and, con- 
versely, unfavorable environment can waste 
good hereditary potentialities. 

A minor point of confusion in the problem 
of health and disease arises in the differen- 
tiation of traits from signs and symptoms, the 
clinical units of disease. Traits are more or 
less stable features of qualitative adjustment 
or health. Thus, puny physical make-up, men- 
tal deficiency, physical or psychologic imma- 
turity, and other constitutional inadequacies 
are valid facets of a particular individual's 
health. Though these may require attention 
for betterment or protection, they are still 
characteristic of his health—deficient health, 
to be sure, but not disease. A. 

Moreover, traits have niany intimate link- 


ages to disease. Illness often modifies traits _ 


or produces new ones; and also certain traits 
can indicate or foretell the possible advent 0 
an illness to a discerning physician. The 
finely balanced and complicated living organ 
ism is very susceptible to injury and is com 
stantly being bombarded by adverse forces 
The healthy organism can usually repel these 
adverse forces with little or no significant ef 
fects. But many events, especially severe it- 
juries and disease, leave some local or gen- 
eral alteration. For instance, adolescent acne 
or smallpox may leave behind enduring faci 
scars. Fortunately, the residuals of most 
eases remain merely as insignificant mat! 
upon the continued health of the individual: 
Injury and: disease are also potent factors i 
developing personality. Some traits deri 
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from illness may even be distinctly advan- 
tageous, For example, lifelong immunity 
may be conferred by a mild tuberculous in- 
fection or a physical handicap like infantile 
paralysis may lead, as in the case,of Franklin 
D. Roosevelt, to the exercise and deyelop- 
ment of intellectual and social capacities. 

Many psychologic traits are derived from 
neuroses. Psychologic conflicts often lead to 
neurotic symptoms which are the compromise 
results of partial gratification and partial re- 
nunciation of instinctual drives. If the per- 
sonality can acquiesce in the compromise, the 
neurotic symptom is adopted as an expedjent 
form of behavior and becomes a personality 
trait, Even the most healthy personality has 
much of this neurotic origin. Tidiness and 
steadiness of purpose at work are traits 
which obviously have an obsessional back- 
ground. Moreover, it is these neurotically 
derived character traits, urfdoubtedly eccen- 
tric and peculiar, that give us our distinctive 
color and flavor as individuals. Often the 
unique tang of personality can be traced to 
such neurotic residuals, as can also flatness, 
insipidity, weakness, or rigidity, Thus, al- 
though neurotic traits may be found in any- 
one it is not the extent and degree of the 
handicap that makes it significant but how it 
affects the particular individual’s adjustment, 
The advanced neurotic personality, with its 
many neurotic traits, is patently a direct prod- 
uct of severe neurosis, This group includes 
the repeating criminals, the psychopathic in- 
adgquates, the eccentrics, and those who will 
fail, through psyahosis or severe neurosis, 
when they are confronted with common 
problems of life, 

The ability to foresee possible disease on 
the basis of certain traits may lead to mistak- 
ing defects for signs of disease. For exam- 
ple, benign tumors in insignificant locations 
merit watching but do not require drastic 
Surgery. Asthenic body structure suggests 
the possibility of decreased resistance to in- 
fection. Heart murmurs must be properly 
interpreted, whether they are functional or 
pathologic, Psychiatric traits, such as over- 
cautiousness, social immaturity, emotional in- 
Stability, schizoid tendencies, must be recog- 
nized as character defects but should not be 
Confused with signs of active disease like 
neurosisor psychosis. The defects represent 
Points of constitutional weakness which may 


give way under stress but until then illness 
is not the problem. 

Varying Perspectivés to Health.—From 
these considerations, it is clear that the eval- 
uation of health depends upon the point of 
view of the observer—whether it is the sub- 
jective impression of an informed or unin- 
formed individual thinking about himself ; or 
that of an experienced internist, psychiatrist, 
or scientist; or that of a sociologist, public 
health officer, or expert particularly inter- 
ested in the group or community. 

The individual may be satisfied with his 
own state of health while the physician, who 
has a more lóng-term view, may not, The 
physician's function is more than to treat 
disease. With the growth of preventive medi- 
eine and the widespread interest in public 
health, the scope of medicine and djagnosis 
has been greatly enlarged. Today the physi- 
cian is called upon to recognize early signs 
of possible illness long before the patient may 
be aware of it. Medicipe has also assumed 
the added functions of improving man’s са- 
pacities and decreasing his limitations, Im- 
munization, for example, is not a form of 
treatment of the sick but is really a way of 
increasing health or the capacity to repel fu- 
ture assaults from a possible infection by im- 
proving the physical constitution. Further- 
more, the physician, as a public health officer, 
has the‘ social function of preventing the 
spread of disease. Thus, quarantine regula- 
tions protect the general public from con- 
tagion. Society has also established laws for 
its protection from a psychotic who may en- 
danger the lives of others even though he 
may not be aware of any defect in his own 
being. 

In short, the physician is not only a thera- 
pist but is also a trusted vanguard fighter 
for the future battles of the individual against 
disease, a benefactor who enriches and pro- 
motes individual capacity, and an expert 
working for the protection of society. From 
this broader viewpoint, health is not only the 
current absence of disease but also the prom- 
ise of the continuation of individual health 
and the protection of the health of the 


community. 
Therapy of Health.—A great achievement 
of modern medicine is its of therapy 


for the healthy, now a major function of the 
physician and other therapists. We therefore 
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need 2 classifications: one for the pathology 
of health and the other for active disease. 
Complete diagnosis in an individual case re- 
quires a double approach: an estimate of the 
basic state of health plus the disease process 
which is grafted upon it. For example, pneu- 
monia in a wholesome young adult is a dif- 
ferent problem from pneumonia in a senile 
or a diabetic person. A depressive or anxiety 
state has different meanings when it occurs in 
association with a mentally defective, a neu- 
тойс, or a psychotic personality. Undoubt- 
edly, a type of double diagnosis has been used 
generally in a tacit way but, the explicit 
formulation of the basic state of health or 
constitution clarifies the problem of nosol- 
ogy and therapy immeasurably, especially in 
psychiatry, » 

Therapy assumes different meanings when 
we treat the signs and symptoms of disease 
or the traits of health. In disease, treatmént 
is symptomatic or etiologic. The latter in- 
volves either a reduction of the irritating 
process or an increase of the basic defenses 
of the organism. The therapy of health con- 
Sists of readjustment of activity or alteration 
of the constitution. When the organism must 
accommodate itself to irreversible limitations 
imposed by a disease process, by heredity or 
by the environment, the individual must 
change his activities or way of life to be- 
come asymptomatic, Health is thus attained 
at a sacrifice. The cardiac must restrict his 
physical activity, the diabetic must control 
his diet, the mother must accept lesser ambi- 
tions for her dull child, the timid man must 
become less venturesome. The price is the 
acceptance of a lower level of functioning as 
а trait of his health or personality. The ex- 
change of symptom for trait in order to ob- 
tain stability is a common mechanism in the 
alleviation of maladjustment, 

Constitutional therapy of health, on the 
other hand, is directed toward the prevention 
or alteration of defective traits. Mental hy- 
giene, child guidance, and psychothérapy aim 
at enhancing personality structure, and pro- 
phylactic measures of immunization, sanita- 
tion, dietary improvements effect physical im- 


provements. Long-term psychotherapy, and 
especially psychoanalysis, are mainly in- 
volved with the alteration of neurotic person- 
ality traits. Though it is the most difficult, 
time consuming, and expensive, constitu- 
tional therapy is of the highest order and 
most efficacious. 
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Dynamically, health is the phase of the life 
process characterized by relatively efficient 
and stable homeostatic balance of vital forces, 
Tt consists of a minimum ‘of maladjustment 
within the individual and in his relation to 
society and physical environment, a capacity 
for ready recovery from disturbances, and a 
fair assurance of the continuation of the sta- 
bility. However, its evaluation is relative and 
varies according to the perspective of the in- 
dividual, the physician, or society. 

Descriptively, the concept of health is syn- 
onymous with those of personality or consti- 
tution. Traits are also its unit features. 

A pathology of health is a valid view and 
refers to defects and limitations. : 

The therapy of health is concerned with 
the maintenance of health, the alleviation and 
improvement of defects, the forestalling of | 
disturbance of health by disease and the pro- 
tection of community health. An adequate 
nosology requires a paired didgnosis includ- 
ing the basic heaith (constitution or person- 
ality) of the individual in additión to the 
active disease process so that treatment can 
be properly focused on each. д 
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SOME OUTLINES OF FORENSIC PSYCHIATRY IN NORWAY : 
С. LANGFELDT, M.D.,? Озго, Norway 


While in many countries philosophical 
points of view are still prevailing in the legis- 
lation concerned with crimes committed Фу 
mentally abnormal individuals, Norway has 
since 1929 used laws based on biological- 
medical principles. This however concerns 
only the criminal behavior of such individ- 
uals. Legislation on civil rights is still char- 
acterized by the płilosophical concepts of the 
relation between behavior and mental sfate. 
Before this group I think it is superfluous to 
go into detail as to the principal differences 
between the medico-biological and the philo- 
sophical systems of legislation. It should be 
sufficient to mention that in countries where 
the biological system is practiced, the legis- 
lation restricts itself to stating only which 
types of mental disturbances or disorders 
shall be subject to special legal procedures 
irrespective of possible relation between 
crime and mental state. According to this 
legislation, criminal responsibility is related 
only to the question of whether at the time he 
committed the act charged the offender is 
supposed to have been psychically normal or, 
instead, in a state of unconsciousness or insan- 
ity (as defined below). Another consideration 
is the question whether he has displayed 
symptoms of reduced consciousness or other 
mental defects, specifically stated and some- 
what varying in the legislation of the coun- 
tries practicing this type of legal procedure. 
In this jurisprudence there will be no ques- 
tions related to the M'Naghten formula, as to 
whether the defendant at the time of commit- 
ting the act was “laboring under such a de- 
fect of reason from disease of the mind, as 
not to know the nature and quality of the act, 
or, if he did know it, that he did not know he 
was doing what was wrong.” Where the bio- 
logical system is practiced, the only task for 
the psychiatric expert is to provide testimony 
based on a history and a psychiatric examina- 
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tion sufficient to define the mental state that 
characterized the defendant at the time when 
he committed the offense and at the time of 
examination. Questions about the insight of 
the defendant, or whether there were any re- 
lation between the mental state and the crime, 
are of no interest to the court and at any rate 
have no influence on the conviction. Neither 
are the experts during the trial asked to an- 
swer such questions. 

In the procedures based on the laws as 
practiced in the U. S. A., the question of 
gesponsibility of the offender is not defi- 
nitely decided upon the statement of a special 
psychic abnormality. It is the task’ of the 
court to decide the question of responsibility 
according to the presence or absence of the 
special conditions included in the laws. As a 
consequence, the psychi&tric expert has here 
quite another and more difficult task. This, 
again, is not the only consequence of the dif- 
ferent ways of evaluating the responsibility 
of ah offender ; the whole procedure for the 
court and the relation between the lawyers 
and the psychiatrists seem determined by the 
procedure adopted. 

Norway has some few paragraphs in the 
criminal law concerned with the abnormal 
mental states requiring special legal proce- 
dures. One is No. 44, stating that no defend- 
ant considered insane or unconscious at the 
time of committing the offense may be pun- 
ished. These are the only 2 mentally abnor- 
mal states that necessitate the legal judgment 
of absolute irrespongibility. Consequently, if 
2 psychiatrists agree that a defendant was 
insane or unconscious at the time of the of- 
ense, the court will as a rule accept this state- 
ment and, if so, it has to withhold punish- 
ment. Before I discuss the meaning of the 
terms “irisane” and “unconscious” as used in 
the Norwegian criminal law, I think it may be 
useful to say a few words about the func- 
tions of the psychiatric experts in forensic 
psychiatry in Norway and the ways by which 
any disagreements between the psychiatrists 
are settled. On this point there is quite a big 
difference from the practice in most of the 
United States. In Norway the prosecution of 
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an offender is performed Ьу the public ргозе- 
cutor, called the State Attorney, If, accord- 
ing to what emerges from the documents pro- 
cured, or through special information, he 
finds that there may be doubt as to the mental 
state of the offender, he will propose to the 
chief of police in the county of the offender 
that the latter be submitted to preliminary 
mental examination. The chief of police him- 
self may also arrange such preliminary ex- 
amination. In Norway there are several psy- 
chiatrists in the different parts of the country 
who are licensed by the Department of Jus- 
tice to perform psychiatric examinations in 
forensic cases, and these psychiatrists the 
police may ask directly to perform such ex- 


aminations, If no such authorized psychi- 


atrist is available, the court may call for 
other piychiatrists or medical doctors who 
are supposed to have the capacity of acting 
as experts even if they are not authorized. 
For such preliminary examination usually 
only one expert is cailed.. If he finds that the 
offender in question is mentally normal, and 
that there is no need for further observation, 
the case will be prosecuted without any fur- 
ther psychiatric examination. If the offender 
is found to be obviously insane, he will as a 
rule, if it is not a question of a serious crime, 
be sent to a mental hospital through usual 
administrative procedures, without any trial 
taking place. Such administrative procedures 
can take place only before any formal accusa- 
tion is presented by the State Attorney. If 
the expert finds that there may be a doubt as 
to the mental state of an offender, the court 
will as a rule provide, after the decision as to 
accusation has been taken, that the offender 
be examined by 2 experts. In Norway it is 
the chief of police, the State Attorney, and 
the different courts, that may call experts to 
perform examinations in forensic cases, As 
mentioned, the psychiatrists called are usually 
authorized for this purpose. Those who wish 
to act as legal psychiatrists must sehd an ap- 
plication to the Department of Justice. In 
Norway we have a Commission on Forensic 
Medicine, whose members are all medical 
doctors. There are 2 groups, with one chair- 
man in each of them, the one group dealing 
with. the usual crimes against the body 
(pathologists, gynecologists), and the other 
one the forensic psychiatric group, consisting 
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of 3 psychiatrists with long experience in 
forensic psychiatry. The application for aw 
thorization as a legal psychiatrist is sent to 
the Commission on Forensic Psychiatry, 
which decides whether the psychiatrist in 
question has the necessary qualifications, The 
mental observation of an offender may take 
place wherever it is convenient, in the jail, 
in a general or a mental hospital, or the pa- 
tient may, if he is not committed, be met at 
the office of the psychiatrist. If the 2 psychi- 
atrists agree that there is still a doubt as to 
the mental state, and if they think that this 
doubt can be resolved by prolonged observa- 
tion in a mental hospital, the court according 
to a special paragraph in the law, can decide 
that the offender shall be admitted to sucha 
hospital for a certain time. 

Usually the 2 experts appointed by the 
court will try to agree upon the conclusions, 
and they generally do. They give a common 
written report including all the collected ma- 
tetial of importance to the conclusions, and 
they give the conclusions arrived at with 
terms used in the law itself. If the psychi- 
atrists agree, both of them sign the report) 
if they disagree, they usually write a common 
report but give their conclusions separately. 
Because of the existence of the Commission 
on Forensic Medicine there is as a rule no dis- 
agreement as to the final conclusions in the 
psychiatric testimony. A copy of all such re 
ports is sent by the psychiatrists to the Com 
mission. If there is any disagreement be 
tween the psychiatrists, or if the conclusions 
and premises in the report are not tenable a 
cording to accepted outlines in Norwegian 
forensic psychiatry, the Commission will dis- 
cuss the matter with the 2 psychiatrists. 
psychiatrists are in no way obliged to agreé 
with the Commission, but as a rule they 
change their conclusions if the Commission 
makes it clear that there is no solid basis fof 
the conclusions arrived at. I think the action 
of the Commission on Forensic Psychiatry В 
very fortunate in several directions. First 
any disagreement between the experts сап 
settled before the case is presented to the 
court. So in Norway there is never any 8 
in court between the psychiatrists. Next, 
fact that the final conclusions in the repo 
are accepted, or in some few cases not 9€ 
cepted, by the Commission before the tff 
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and sentence take place contributes much to 
the practice that the court, so to say, always 
upholds the conclusions accepted by the Com- 
mission on Forensic Psychiatry. This is al- 
ways the case if the question is one of insan- 
ity or unconsciousness of the accused ‘at the 
time the offense was committed. As to ‘the 
other mental abnormalities, the court will not 
oppose any conclusion at which the experts 
have arrived unanimously, but it does not al- 
ways happen that the court is of the same 
opinion as the experts regarding the neces- 
sity and advantages of Uetaining the of- 
fenders in question, a procedure to which I 
will soon return. 

I have been a member of the Commission 
on Forensic Psychiatry in Norway for 16 
years and chairman for the last 5 years, and 
in all this time it has not happened that the 
court did not accept the éonclusions of the 
psychiatrists as to insanity or unconscious- 
ness. The judges in Norway seem fully aware 
of the fact that, since they have no psychi- 
atric training, they cannot argue against the 
positions maintained by experts in psychi- 
atry, and since in the medico-biological sys- 
tem there is no question as to the insight of 
the offender, the court is obliged to withhold 
punishment from the defendant if it accepts 
the conclusions of insanity or unconscious- 
ness. According to the so-called “detention 
paragraph” offenders who gre considered to 
have been suffering from insanity, uncon- 
Scjousness, or some other specifically stated 
mental disorders аё the time of the offense can 
be detained instead of punished for as long a 
time as they are supposed to be dangerous to 
society. Such detention can take place only 
if the court—as a rule in accord with the 
opinions of the experts—assumes that there 
is an actual risk of repeating one or another 
criminal act. The term insanity corresponds 
fairly well to the conditions in clinical psy- 
chiatry which qualify a mentally sick person 
to be certified. The requirement in forensic 
psychiatry is however that there shall be no 
doubt as to the state of insanity. If such 
doubt still exists after the application of all 
means available for resolving the guestion, 
the conclusion must have a negative form. In 
forensic practice this does not mean much, in- 
asmuch‘as the conclusion in thesÉ cases usu- 
ally will be that there are, at any rate, signs 
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of chronically weakened mental abilities. 
Usually this last-mentioned category is not 
punished, but admitted to a psychopathic hos- 
pital for criminals. So the difference between 
an offender declared insane and one declared 
suffering from chronically weakened mental 
abilities is usually that the insane person is 
detained in a mental hospital and the chronic 
mental defective in a psychopathic hospital. 
This is, at any rate, the idea in the law, even 
if sufficient psychopathic hospitals are not 
yet provided, There is however a principal 
difference in that while the insane person 
under no ciréumstances may be punished, it 
may happen that mental defectives are pun- 
ished. It also sometimes happens that these 


«last-mentioned offenders get a relatively short 


time of imprisonment or detention, at first 
offense usually 5 years. In these instances 
the sentence varies somewhat according to 
the circumstances of the criminal act and the 
testimonies of the experts. 

The other mental condition’ which, accord- 
ing to Norwegian law, absolutely frees one 
from punishment is the state of unconscious- 
ness—a term used in Paragraph 44, which 
has ‘the following wording: “An act shall 
not be subject to punishment, if the per- 
former at the time of action [#.e., commission 
of the offense] was insane or in a state of un- 
consciousness." 

Consequently the experts here also need 
only state whether the defendant must be sup- 
posed to have been in such a state of uncon- 
sciousness. This is a state of mind that does 
not correspond to апу clinical condition. It 
includes of course the usual types of clinical 
unconsciousness, as met in the different 
comas for example,ebut these states have no 
forensic interest, as the individuals under 
such circumstances are completely incapable 
of acting. The "state of unconsciousness" 
however, is a clear forensic term including a 
series of abnormal mental states character- 
ized by peculiar conduct associated with a 
total loss of memory. Many constitutional 
types like the hysterical, schizoid, and epilep- 
tic seem to dispose to such reactions, but a 
state of unconsciousness may also he brought 
about by trauma of the brain, intoxications, 
and also episodically in some psychoses. 
While the court will uphold without excep- 
tion the conclusions of the experts as to the 
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question of insanity and unconsciousness, the 
situation is somewhat otherwise in the matter 
of the mental states which in the law are as- 
sociated not with withholding of punishment, 
but with a reduced penalty and frequently 
with the replacement of punishment by de- 
tention. These are the states already men- 
tioned, termed in the criminal law (No. 39) : 
“Defectively developed or chronically weak- 
ened mental abilities.” 

Defectively developed mental abilities in- 
clude, first and foremost, the mental defec- 
tives of all degrees, whether these states Яге 
inborn, caused by injury at birth, or acquired 
in the first years of childhood. Next the term 
includes also all the states characterized by 
constitutional inferiority usually called psy» 
chopatkies. The other term in the same para- 
graph—the “chronically weakened mental 
abilities"—includes all the individuals who, 
because of damage occurring after the time 
of early childhood, are considered as suffer- 
ing from weakened mental abilities due to 
many different causes. Here we meet with in- 
dividuals whose nervous systems have been 
weakened through chronic alcoholism, and 
drug addiction, brain trauma, and brain dis- 
eases not necessarily resulting in psychotic 
disorders, Many severe neurotic and senile 
disorders will be included in this group, as 
will be all cases in which there may be a 
doubt as to whether they should be looked 
upon as expressions of insanity. Also indi- 
viduals who are considered as “cured with 
defect” after attacks of psychoses are looked 
upon not as psychotic but as individuals with 
chronically weakened mental abilities, 

The law on civil rights is somewhat differ- 
ent. As to marriage, divorce, and annulment, 
the medico-biological system is also prac- 
ticed, inasmuch as here the only question is 
whether either of the partners was suffering 
from insanity at the time of marriage. If 
this is established, the other partner may 
claim the marriage annulled. There is no 
question whether the partner in question was 
capable of giving his free consent or whether 
he lacked the ability to understand the impli- 
cations of marriage. The insane person him- 
self may also apply for annulment on the 
basis of insanity. The question of degree of 
intelligence plays no role as to capacity for 
marriage, We think however that this is a 
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lack in the law, and a commission, which is ' 
at present working upon proposals for 
changes in the law on mental disorders, will 
recommend that some such requirement be 
made. 

Divorce can be obtained if one of the part- 
nets has been insane for more than 3 years 
“without reasonable outlook for recovery.” 

Now, as to the other civil laws concerned 
with mental disorders, there are some in 
which the medico-biological system is not 
practiced. Thus, as to the competency of 
making contracts and doihg business gener- 
ally, an insane person is not, as such, con- 
sidered incompetent. Here the question is | 
whether he is supposed to have the necessary | 
judgment and insight. To have him declared 
incompetent it must be demonstrated by 
proof that he is incompetent. No special 
mental disorders'are as such associated with | 
incapacity to make contracts and to do busi- 
ness ; the question is decided in the individual 
case, usually according to the ideas of the 
psychiatric experts. 

The same practice holds in the question of ' 
the last will and testament. Here we have the 
same considerations; even an insane perso 
may be capable of expressing his last will and 
so be looked upon as competent to signa 
testament. It is of course not often the cast” 
that an insane person has the ability to e 
amine all the aspects necessary to make & 
valid will. He must know the nature and & 
tent of his property; he must know that he 
is making a will, and the'sense of it; and he 
must especially have good and acceptable 
reasons for the bequests listed in the testi" 
ment. But we have had some few cases Ш 
Norway in which a testator is declared com 
petent even though he was looked upon as 1 
sane by the psychiatric experts. The decisive 
thing is that the testament as such is reason 
able and seems sound, all factors taken int? 
consideration, - 

There are of course many other details 1 
the criminal law, as well as in the civil law, 
concerning the attitude towards individu® 
suffering from mental disorders. Time 
not allow me to enter into these, but the oH 
lines given are the principal ones, and 1 W^ 
now add only'a little about how the practi 
of the médico-biological system has tur! | 
out. All in all, there сап be no doubt tH? 
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lawyers as well as psychiatrists have been 
well satisfied by the revision of the criminal 
law, resulting in, among other things, a modi- 
fication of the conclusions in the psychiatric 
testimonies, according to which the psychi- 
atric experts now have only to state the ex- 
istence or not of the mental disorders spetifi- 
cally mentioned in the criminal law. Also the 
possibility of detaining mentally defective of- 
fenders is an important step in the right di- 
rection for prevention of relapses and for 
more humane treatment of these offenders. 
As to the conditións in Norway it was yery 
unfortunate that the law was passed before 
the institutions necessary for effectuating it 
were provided. As a consequence, statistics 
on detained offenders in the first 10 years 
of the law’s existence show no reduction in 
the number of relapses. Two years ago we 
got the first psychopathic Kospital for crimi- 
nals with mental disorders and it is hoped 
that this event will bring about a reduction in 
relapses. The experience in Norway in this 
respect serves as a warning against enacting 
laws before the institutions are provided for 
putting them into effect. 

While the medico-biological system as 
practiced in Norway has proved to have sev- 
eral advantages in the most common cases of 
crime, in some cases, psychodynamically 
more complicated, the system seems too sche- 
matic and inappropriate. ,Thus it may be 
very difficult to decide whether a psycho- 
dynamically complicated neurotic reaction 
should be looked*upon as the expression of 
“chronically weakened mental abilities," or 
whether, for example, a constitutionally ab- 
normal personality with high intelligence 
should be regarded as one with “defectively 
developed mental abilities.” 

In connection with the trials of traitors in 
Norway during the last war we had some 


cases illustrating the difficulties in the ad- 
ministration of the law. For example, Quis- 
ling was submitted to preliminary mental ob- 
servations. He was a peculiar personality 
with many abnormal character traits, in- 
creased self-estimation, and with many curi- 
ous ideas, The psychiatric experts, however, 
could not find that these abnormalities could 
be included in the terms used in the law, and 
as a consequence he was found responsible 
and shot. In one of our most fanatic intel- 
lectual traitors, the great author Knut Ham- 
sên, the psychiatric experts concluded after 
3 months of ‘mental observation that he was 
suffering from chronically weakened mental 
abilities. This term was scarcely appropriate 
eto characterize a personality that was in 
many respects so outstanding, but ae he had 
suffered from 2 attacks of apoplexy with last- 
ing defects, the experts had to keep to the 
terms used in the law. 

The conclusions in these psychiatric testi- 
monies have been subject to much official dis- 
cussion, especially on the part of people who 
have no idea about forensic psychiatry. The 
discussion has stated that the terms used in 
the criminal law sometimes are inappropriate 
in characterizing the specific mental state in 
question, and there has been a suggestion for 
revision towards more elastic terms. This, 
however, does not mean that we intend to in- 
troduce any philosophical evaluation of the 
relation between the mental state of the of- 
fender and the criminal act. It means only 
that the descriptions of the mental states that 
can be subject to special legal procedures are 
to be made more elastic so that they can be 
applied also to psycbodynamically more com- 
plicated mental disorders. The medico- 
biological system itself, however, will not be 
changed. 


THE TREATABILITY OF THE PSYCHOPATH : 
WALTER BROMBERG, M. D., SACRAMENTO, CALIFORNIA 


The title of this paper can be read as hav- 
ing 2 meanings: either treatment of the psy- 
chopath is a matter of substantive psychiatry 
or it is a question for psychiatry to establish. 
If one assumes the first alternative, clinical 
discussion would involve experiences sup- 
porting the statement of treatability ; if the 
latter position is assumed, considerations 
contradicting the assumption 5f treatability 
would be advanced. Since this subject is de- 
batable, I should like to exploit an avenue of 
logical approach that relates to both the posi-, 
tive ang negative aspects of the proposition, 
namely, an exploration of those factors that 
impede treatability of the psychopath. Hence 
resistances impeding treatment of this group 
both in the subject end his therapeutic en- 
vironment will be studied in the hope of clari- 
fying this difficult and controversial thera- 
peutic area, 

In this discussion several basic postulates 
are used which require statement at the out- 
set. First, the term “psychopath” is employed 
in its traditional sense to cover descriptively 
those individuals whose behavior habitually 
visits depredation upon the letter and spirit 
of our social institutions, laws, and customs, 
In so doing such individuals run afoul of the 
law or disturb basic social interrelationships 
in certain typical Ways, as aggressive crimi- 
nals, swindlers, malcontents, maladjusted 
persons in industrial, military, commercial, 


not excused for their behavior and hence 
gravitate invariably into legal or punitive 
Situations or are shielded from these situa- 
tions by an irritated and distracted society. 
Second, let us agree with Henderson (т) 
that the clinical criteria of instability, impul- 
'Siveness, €gocentricity, emotional callousness, 
unmodifiability by punitive or corrective 
means, and antisociality justify a diagnosis 
of the “psychopathic state.” Thirdly, we can 
also agree that Specific constellations of emo- 
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tional deprivations, etc., in early relationships 
aré tremendously important and even deter- 
mine the form of subsequent ego defenses in 
the character structure of the individual psy- 
chopath and that this resulting defensive 
structure or "character neurosis" (2), is ego- 
Syntonic. As a final operational statement let 
us acknowledge society's characteristic теас- 
tion to the individual in question to be at- 
tuned to the psychopath’s eventual and per- 
manent incarceration, 

These basic postulates provide a functional 
structure upon which the psychologic rela- 
tionship of psychopath to society is hung. It 
is here that we niay look for the outstanding 
factor that appears to impede treatability of 
this group. Apparently this is the diagnostic 
concept itself ; or stated another way, the un- 
conscious sociopsychological prejudice that 
has crept into the diagnostic concept. The 
struggle to delineate the extraordinarily diffi- 
cult clinical subgroupings of so-called psy- 
chopaths has resulted in phenomenological 
descriptions and pathological assumptions 
that entail these very unconscious reactions. 
It is apparent the century-long nosological 
struggle with these troublesome people has 
left semantic scars on medical thinking, the 
psychological consequences of which require 
most careful exploration.® Briefly stated the 
life span of the Psychopathic idea has been 
characterized by the “question-begging as- 
sumption of a Constitutional-defect etiol- 
ogy” (3). This view is Suggested by the his- 
tory of the psychopathic personality concept, 
worked out with diligence by both Maughs(4) 
and Cleckley(5). From Pritchard’s “moral 
insanity"(6) (1835) to Koch's(7) (1880) 
and Meyer's(8) (1904) "constitutional psy- 
chopathic and — Kahn's(9) 
(1928) "quantitative impulse peculiarities" 
among psychopaths, many classifications, e.g. 
Kraepelin(10) апі Schneider(1r), have 
Stressed-quasi-constitutional factors. The cen- 


Predisposition toward impulsive, uncontrolled 
or with an implied Psychobiological in- 
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feriority. A vitally significant change in ac- 
cent was introduced by Alexander’s(12) con- 
cept of the “acting-out, neurotic” character 
and the dynamic view of the “instinct-ridden” 
character with his difficulties in identification. 
Nevertheless this dynamic accent his not 
modified the characteristic social-psychiatric 
attitude towards the psychopath. It is freely 
conceded that these distinctions had real value 
in psychiatric thinking during the eras in 
which they were enunciated. But, one tries 
with difficulty to disengage the moral (evil) 
implication fromsthe diagfiostic concept as it 
has been used by psychiatrists, legal men, and 
the lay public now and during the past 100 
years. 


Textbooks of psychiatry(13) deal scantily , 


with the psychopath, and monographs on the 
subject are apt to be limited to precise de- 
scriptions differentiating «sychopaths from 
neurotic or psychotic individuals. With few 
exceptions there is little discussion of treat- 
ment for this group in the standard medical 
and psychiatric literature. This therapeutic 
paucity is without doubt due to intrinsic diffi- 
culties in the potential psychopathic patient 
for forming emotional relationships in treat- 
ment. Nevertheless, one cannot escape the 
conviction that attitudes within the profes- 
sion reflect a persistent anachronistic feeling 
toward psychopathi¢ persons, a survival of 
society's former unconscious reaction toward 
the insape, for the most part now happily re- 
solved. In the case of the psychopath, psy- 
chiatry has not mitigated this attitude, chiefly 
*because as members of society psychiatrists 
themselves are involved in the same uncon- 
scious rejection of psychopaths that society 
openly admits through its punitive attitudes. 
Although well-motivated in an earlier period, 
the terms “constitutional psychopathic in- 
ferior” or “constitutional psychopathic per- 
sonality” are proof enough of the semantic 
ballast with which these individuals, so de- 
scribed, are weighted. Since each member of 
society is unconsciously identified with ag- 
gressive, rebellious, or asocial impulses re- 
leased overtly by the psychopath, the former 
defends himself against the encroachment of 
his own aggressive impulses by projection to 
the person already in trouble with society. 
The psychopath bears the full Weight of so- 
cial reaction euphemistically couched in the 
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ambivalent term “corrective treatment.” The 
same air of unwilling finality and faint sense 
of righteous grievance which accompanied 
announcement of a diagnosis of “merely hys- 
terical or “just a neurotic” a generation or 
two ago, now is associated with the phrase, 
“one of those psychopaths.” The congealed 
hostility behind these phrases was and is an 
expression of society’s unconscious preoccu- 
pation with deep and persistent conflicts over 
acted-out behavior. The consequences of this 
semantic evolution are that control of the psy- 
ckopath rather than understanding, incarcera- 
tion rather than hospitalization, restriction 
rather than treatment have become officially 
accepted, even lauded, attitudes. 

There are further psychological conse- 
quences of this interplay between unconscious 
defenses against society’s own aggressive im- 
pulses and reaction formations within the 
body politic, one of which it is claimed is the 
semantic abstraction “psycho ath.” Another 
is the unconscious xi. Ver лум influ- 
ence of the diagnosis on asocial persens them- 
selves. This hypothesis was suggested by 
Cleckley's observation that psychopathic per- 
sorialities are in a real sense cases of semantic 
disorder от dementia(14). The "structural 
image of sanity" and the "mask of sanity" 
which Cleckley describes as the hallmark of 
the psychopath, utters language which sounds 
“normal” but is without affective substance 
and unintegrated into the “whole human reac- 
tion." Itis reasonable to assume that the psy- 
chopath's semantic defect is a defense against 
the hostile connotation embedded in diagnos- 
tic terms flung at him. The commonly ob- 
served semantic superficiality, rather than be- 
ing an inborn consfitutional trait, may be a 
diffused reaction to the mass of feeling that 
has filtered through the centuries from so- 
ciety and its legal representatives to the aso- 
cial individual. Emotionally toned words 
thrown by society at the criminal act as an 
invisible boomerang, curving back with re- 
doubled force(15). The weapon of society is 
reconverted into a defensive weapon for the 
psychopath. 

The rebellious, maladjusted individual in 
unconsciously perceiving society’s hostility 
reacts by withdrawing into a psychological 
community (the gang), whose “semantic de- 
mentia” is a common symptomatic defense. 
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The defensive weapon serves a double-edged 
purpose, satisfying both the aggressive feel- 
ings of the psychopath towards society and 
his moral masochism, The nucleus of the con- 
flict within the psychopath revolves around a 
moral masochism that keeps him in a position 
where he will be constantly hurt and derided, 
while at the same time preserving his own 
psychologic autonomy. This masochistic posi- 
tion was originally a refuge from rejection or 
denial of emotional needs in a very early 
(oral) period. As Berliner(16) has stated it, 
the moral masochist is “presenting an old ua- 
paid bill for affection.” However, the psy- 
chopath is not aware of his masochistic atti- 
tude and by perpetual rebelliousness fights 


against his unconscious needs while he. 


achieves masochistic gratification by his posi- 
tion of pariah in society. In this sense, to 
paraphrase Lindner(r7), the Rebel Лаз›а 
cause. 

In the practical therapeutic situation the 
psychopath meets the therapist with distrust ; 
he reacts to psychotherapeutic attempts with 
defiance, acting as society unconsciously 
wishes him to—as an irretrievably rebellious 
person. It is a clinical axiom that rapport 
with an individual of this type is soon colored 
by tension, antagonism, and rapidly develop- 
ing mutual disinterest. If the psychopath co- 
operates at all, it is with an air of playful 
grimness(18) : he grudgingly dabbles in re- 
lating his feelings and thoughts, but he is not 
"in" the situation, Indeed, experience with 
these persons allows one to sense the same 
aggrieved undertone and distant finality in 
the psychopath's attitude that has been ob- 
served in society's (and psychiatry's) rela- 
tionship with him. The temporary reaction 
of playful tolerance and amused lip-service 
to psychiatric techniques displayed by the pa- 
tient is a mirror image of reactions to which 
he has been subjected. The boomerang has 
completed its flight. If the therapist adopts 
a passive attitude, grim playfulness does not 
suffice, for the threat of transference de- 
velopment with impending arousal of old 
dependency feelings mobilizes intolerable 
anxiety and an impulse toward flight. The 
patient denounces the treatment and quits. 
On the other hand if the therapist demon- 
strates hostility (for which he usually has 
ample provocation) through veiled contempt 
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or concealed anger, the psychopath's highly 
sensitized intuition places the former among 
his social enemies. 

The treatability of the psychopath turns 
upon a simultaneous mitigation of the reflec- 
tion within the therapist of society’s attitudes 
and a dissolving of the potential patient's 
character defenses. This therapeutic dilemma 
calls first for an examination of our common 
negative countertransference attitudes to- 
wards the group, and secondly for a method 
of dissolving the psychopath's character de- 
fense as expressed in his behavior. The first 
problem is met by an inner scrutiny which 
usually results in the development of an em- 
pathic feeling by the therapist for the moti- 
vating forces within the psychopath. The 
second is most easily handled in group ther- 
apy where a play technique is used. 

Experience has shown that the ever- 
present antagonism to authority lies upon a 
basic unconscious dependence upon the very 
authority figures against whom the psycho- 
path rebels. A firm authoritarian(19) atti- 
tude toward such individuals minimizes the 
anxiety generated by a threatened exposure 
of this dependence, so strongly reviled in the 
conscious statements of the asocial person. 
The overt authoritarian attitude on the part 
of the therapist realistically matches the psy- 
chopath's reading of the therapist's social at- 
titude, and with its counterpart of permissiv- 
ness, reduces anxiety sufficiently to allow the 
patient some, objectivity towards his inner 
life. The psychologic desiderata of firmness 
within which lies permissivness and the play’ 
experience subserve both horns of the thera- 
peutic dilemma. In psychodrama the thera- 
pist indicates his own perception of psycho- 
pathic defensiveness by using the language, 
the manners, and the attitudes of his patients 
and their play-currency. 

Play is essentially a method of mastering 
anxiety-provoking Situations by re-enacting 
them. It can be regularly observed among 
children that their play encompasses situa- 
tions which involve anxiety-laden events 
(playing “house,” “war,” or “doctor”) and 
their consequent mastery. Play is a mecha- 
nism used by the ego to siphon off, and simul- 
taneously gratify, dangerous instinctual im- 
pulses: it is an oblique approach to’ an in- 
Stinctive urgency, satisfying simultaneously 
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the wish to experience a dangerous emotion 
and the mastering of affective tensions con- 
nected therewith. Hence play encourages 
and at the same time attenuates frightening 
impulses. Through a playful atmosphere 
which supplies an “as if” postulate, the ego 
of the patient, ordinarily intolerant of criti- 
cism attributed by it to the therapist, can be- 
gin to obtain objectivity into the emotional 
life of the psychopath and his fellows. The 
patient may act “as if" society accepts his 
aggressive, rebellious impulses. The “as if” 
postulate woven into the staff's attitude pro- 
tects the psychopath from reality with its 
painful hostility: his ego is bribed by it to 
accept a relationship with the therapist with- 
out jeopardy to his position as rebel. 

In therapy of this type the emotional en- 
vironment thus achieved has the function of 
unfreezing the psychopatk’s defensive char- 
acter front by presenting facsimile of real- 
ity and desensitizing the frightening social 

| atmosphere that surrounds the psychopath. 
In a controlled setting where the play impulse 
is made socially acceptable the individual ex- 
periences aggression, dependence, and hos- 
tility, mastering his feelings on the same 
basis as in child play. As quantities of emo- 
tion are expended through catharsis in the 
play where specific, anxiety-laden situations 
within his own life and those of his fellow 
patients are re-enacted, the defensive impulse 
to flight decreases and a degree of transfer- 
ence does develop laterally to other patients 
and also to the therapist and staff. 

* These remarks are based on experiences 
$ relating to 14 months work with sexual de- 
viates treated by psychodrama(20) in a state 
hospital and have been partially validated 
among a group of institutionalized psycho- 
pathic children with whom psychodrama has 
been employed for a shorter period. It has 
been striking that the phases of reaction to 
the therapist on the part of these young dis- 
turbed boys paralleled that seen among adult 
sexual psychopaths. As described elsewhere, 
the first mass reaction to group therapy 
among sexual psychopaths was fear of being 
considered insane; precisely the same thing 
occurred among the boys. This waf followed 
in the adult group by a release of tension and 
an intfagroup hostility and wislt to dominate 
others. Among the children it was signalized 
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by discordant, noisy, uninhibited behavior. In 
both groups it signified acceptance of de- 
pendence on therapist and staff. This thaw- 
ing period was followed by an aggressive, 
reality-testing phase of the social and parental 
attitude of therapist: among the adults it 
took the form of sarcasm, alternating with 
greater freedom to act out their problems; 
among the children there arose penetratingly 
hostile attitudes as to the sexual implications 
of the therapist’s interest, interpretable as a 
masochistic wish to be passive and inferior in 
relation to adults. Later, jelling around intra- 
family pattegzns occurred among the adults ; 
the children gave way to alternate hostile and 
warm feelings for the therapist. In both, the 
elements of authoritarian firmness, permis- 


* siveness, and the emotional currency of play- 


fulness was an essential preparatioif for ex- 
pressions (and interpretation of) ambivalent 
feelings and social testing. 

Another comparable series of incidents oc- 
curred shedding light dh the complex psycho- 
logical interrelation of the psychopath and 
his society. In experiences with the adult 
group, the community obtruded itself by a 
surge of hostile feelings. Particularly irritat- 
ing to the local public (medical and lay) was 
the observable reduction in feelings of deg- 
radation by the sexual patients. The sudden 
demand for restriction of sex patients under 
treatment became overwhelming. Finally the 
therapeutic program was stopped. 

This public participation is worthy of note. 
It consisted of a series of psychological reac- 
tions—anger and fear, rationalization and 
projection, hostility and vengeance, with final 
rejection of the entire concept of treatability 
of the psychopath. , Similarly in the younger 
group, after a number of sessions, the same 
series of emotional reactions occurred in a 
segment of society immediately concerned 
with this group. Fear developed at the free- 
dom, noisy behavior, and permissiveness of 
the therapeutic environment, then confusion 
as to the therapeutic aims, rationalizing the 
anger and vengeance and soon the order to 
halt sessions. 7 

This reaction can be considered a specific 
social-psychological syndrome occurring in a 
social group that has not worked through its 
unconscious biases toward rebellious individ- 
uals. I would call this behavior a socio-fugal 
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reaction, an unconsciously motivated defen- 
sive mechanism. The closeness of psycho- 
paths to improvement, i.e., a breaking down 
of their rigid character structure and a loos- 
ening of their hostility to society through a 
type of transference, was the signal for an 
unconscious reaction of fear and anger lead- 
ing to social action, i.e., cessation of treat- 
ment, Society demonstrates its unconscious 
feeling to the psychopathic character by the 
socio-fugal reaction which has been an impor- 
tant impeding factor in the total program of 
treatment of the psychopath. The situatign 
develops a sort of emotional» incompressi- 
bility analogous with, if one may be allowed 
the figure of speech, Pascal’s law of hydrau- 
lics. The psychopath hides behind his con- 


glomerate defensiveness and society hides be-’ 


hind it? socio-fugal reaction. This mutual 
incompressibility is probably the most serious 
obstruction to psychotherapy of the psycho- 
path notwithstanding the rigidity of the pa- 
tient himself towards the development of a 
transference relationship and the reality 
problems facing a society which must protect 
itself. 

In the light of these considerations it séems 
that the task of therapy is not only to help 
unfreeze whatever degree of defensiveness 
exists within the psychopath toward objecti- 
fying his interemotional problems, but also to 
understand society's vital role in this inter- 
relationship. Successful work with this chal- 
lenging group depends on a demonstration 
to society and the therapeutic staff of the so- 
cially induced defensiveness of psychopaths 
whose instinctual equipment is so similiar to 
Me own is Whose use of it is so different. 

ne wonders, in relation to this 
problem, whether hi top 
frightened by the sardonic, snarling mask of 
the psychopath, behind which lies the fright- 
ened, lonesome face of a neurotic character, 
It is the duty of psychiatry, as it should be 
its pride, to bring to bear on the psychopath 
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the sympathy and therapeutic skill that it 
offers neurotic and psychotic sufferers, The 
task so indicated is one to which some of us 
might well dedicate our science. 
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Among the many problems involved in am- 
putation are the anxieties provoked by the 
experience. These are associated with the in- 
dividual's past history of emotional and 
physical injury and with the special meaning 
which the amputated part has come to hold 
for him. In the task of adaptation to the 
loss of body parts it is not surprising that 
alterations in attitude, mood, and behavior 
often occur. This was shown by an earlier 
psychiatric survey of wounded men in whom 
a high incidence of previously unrecognized 
emotional disturbances was found. It was in 
an effort to examine more closely the nature 
of these anxieties and the defences mobilized 
against them that the present study was 
undertaken, 


PLAN OF STUDY 


Sixty-six patients who had undergone am- 
putation of an extremity at the Walter Reed 
Army Hospital, Washington, D. C., or the 
U. S. Naval Hospital, Bethesda, Md., were 
studied. Fifty-two patients were interviewed 
from 1 to 4 times; 10 were seen in daily in- 
terviews for 2 weeks; 4 were studied in fre- 
quent regular interviews for 3 months or 
more , 

Comparative data were obtained from 21 
patients with organic diseases of the central 
nervous system in whom loss of function had 
occurred in one or more extremities. Causa- 
tive diseases included cerebrovascular acci- 
dents, brain tumors, and degenerative dis- 
orders. These patients were seen in 1 or 2 
interviews. Draw-A-Person tests were ob- 
tained with most patients in both amputee 
and neurological groups. 

In addition a laboratory method, to be de- 
Scribed later, was used for estimating dis- 
turbed perception. 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, May 4-8, 1953, Los 
Angeles, Calif, 

? Consultant in psychiatry, U. S. Nav&l Hosp, 
Bethesda, Md. 

3 Walter Reed Army Hosp, Washington, D. C. 


eni Medical Research Institute, Bethesda, 


FINDINGS 


Of the 66 amputees examined то were re- 
ferred for psychiatric consultation, of whom 
3 were psychotic. The remaining unselected 
56 patients, although at times manifesting 
disciplinary problems, exhibitionism, and ex- 
cessive drinking, were on the whole cooper- 
апр well with the treatment program. Ini- 
tial hesitancy*in seeing the psychiatrists was, 
in most cases, quickly overcome; and some 
patients, not referred for consultation, re- 
quested interviews. Material elicited from 
interviews with the entire group revealed 
certain characteristic preoccupations, namely, 
anxieties over separation, castration, aggres- 
sive feelings, and passivity. Various defences 
were shown to be operating against these dis- 
turbing emotions. * : 

Denial was the most prominent defence 
and was manifest in verbal statements, mood, 
or behavior. Disability was rationalized by 
such statements as “You don't need two legs 
except for running—you see more when you 
walk slowly." Mildly euphoric moods some- 
times denied anxiety over loss; necessity for 
reality adjustment was denied in withdrawn 
and regressive attitudes in which wishes for 
dependency were thinly concealed ; grandiose 
statements of physical prowess masked fears 
of impotence, sterility, and passivity. In 
reckless, hypomanic behavior, such as racing 
through corridors in wheel chairs, feelings 
of impaired motility were denied. 

Displacement of feelings from the genital 
organs to the amputated extremity became 
evident. One patient when talking about his 
phantom limb always handled his genitals. 
Phantom limb sensations were sometimes 
associated with sexual arousal. A patient, 
transferred to a military hospital in an ir- 
ritable, confused state following a head in- 
jury and amputation of the left arm stated 
when asked what his trouble was, “Му penis 
is tired." He denied any other injury. 

Projection as a mechanism of defence was 
commonly encountered. Several amputees 
reported that when seeing healthy people on 
the street they sometimes mistook them for 
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other amputees. A Korean veteran com- 
plained bitterly that people did not ap- 
preciate wounded men and he confined his 
associations to other amputees. He became 
increasingly dissatisfied with the hospital, 
and successfully pressed for discharge before 
completion of surgical treatment. 
Identification with a significant person in 
the patient’s life, one who had had either an 
amputation or a disease of an extremity, was 
occasionally observed. Pain in the ampu- 
tated stump was denied by a patient who 
complained of persistent pain in the opposite 
knee for which no surgical explanation could 
be found ; he stated that his mother had suf- 
fered from arthritis of that knee joint for 
many years. Another patient had rheumatic 
pains of the phantom leg related to damp 
weather, This reminded him of his father’s 
similar rheumatic pains. Identification with 
the physician to whom magical qualities were 
ascribed and with other patients was noted. 
In the opefation òf all these defences the 
phantom limb was of great importance. All 
but one patient admitted having phantom 
limbs and it was felt that this was a conver- 
sion-like phenomenon involving denial of loss 
of the extremity. The intensity, persistence, 
and extent of distribution of phantom limb 
sensations and the motility of the phantom 
limb itself were all found to be directly pro- 
portionate to the patient’s anxieties. Some- 
times it seemed that all of those conflicts 
aroused by the amputation were funneled 
into the phantom. Contrary to previously ex- 
pressed opinion it was found that the phan- 
tom limb did not gradually contract and 
disappear into the stump, but, without chang- 
ing its size, faded out of awareness. Often 
its presence could, however, be restored by 
conscious thinking directed towards it or by 
the appearance of anxiety. In one unusual 
case changes in shape and posture of the 
phantom occurred with changes in the pa- 
tient's emotional state. This accident-prone 
man following amputation had manifested an 
elated mood and had felt his phantom limb 
out straight. Three weeks after therapeutic 
interviews were undertaken there was a 4- 
day period during which the patient acknowl- 
edged his anxiety and depression and talked 
of the painful circumstances of the accident 
itself. During these 4 days the phantom leg 
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was felt curved and mashed as it had been 
in fact when, following the accident, he lay 
out on the wet road crying for help. A pa- 
tient, who had experienced a brief psychotic 
episode and who was ordinarily unaware of 
his phantom, stated that it regularly reap- | 
peared with orgasm. | 
A sailor, whose history indicated considerable | 
ambivalence toward his mother with a conflict over 
homosexuality, developed 2 weeks following opera- | 
tion a painful burning phantom limb. At the same 
time he reported a dream in which an older nurse 
was performing fellatio on him and biting his penis. 
Several of his buddies awaitzd their turn for the 
same sexual experience. In the dream the patient's 
leg was intact. He stated that prior to his dream he \ 
had been talking with other men about the nurse, 
wondering if she was too old for sex. He produced 
a love letter from a girl friend and said: “This 
proves I've still got it.” Previously he had asked 
the physician if his girl friend was a lesbian and 
had expressed fears of loss of potency. 


Dreams of the amputees characteristically 
showed the presence of castration anxiety, 
aggressive feelings, and wishes for depend- 
ency. The wish for dependency at the ex- 
pense of castration was suggested by the 
dream of one patient in which a movie ac- 
tress was telling him that she was really à 
motherly soul; in the dream the patient was 
amputated. The patient reported, however, 
a second dream in which he was playing 
baseball and his body was intact. Generally 
the amputees studied dreamed of themselves 
as not amputated. 

Concern regarding the disposal of the am- 
putated limb, whether «it was buried or 
burned, was expressed by some patients. Be- 
liefs which magically related such disposal 
to the causation or alleviation of phantom 
limb pain were also reported in interviews. 
Usually the patients pooh-poohed these be- 
liefs and were reluctant to mention them to 
the physician for fear he would think them 
crazy; they stated, however, that they were 
common subjects of discussion among the 
patients themselves. A soldier said that he 
had been told that an amputated limb must 
be buried upright if phantom limb pain was 
to be avoided; he thought there might be 
something to the belief. It is noteworthy 
that in the folklore of many countries beliefs 
exist that the amputated limb should be dis- 
posed of in a known, safe place so that 1 
all of the body can be buried togelt 
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Stories have often been told of magical resto- 
ration of amputated limbs by God or by 
malignant individuals. 

Draw-a-Person tests showed, in practically 
all amputees, alterations in the drawing of 
the extremities. Those patients who "were 
adapting favorably often drew the ampu- 
tated extremity smaller or omitted any ex- 
tremity. Those who were adapting poorly 
drew the missing extremity larger than the 
opposite limb or with increased markings. 

In the perceptual tests several Ames 
demonstrations were used. We would like 
to mention specifically the Leaf Room with 
aniseikonic glasses. Aniseikonic lenses pro- 
duce distortions in binocular vision without 
significantly affecting any other aspect of the 
retinal images. This results in perceptual 
conflicts which can be resolved only by a 
complex reorganizational process involving 
defence mechanisms that we observe clini- 
cally. 

Experiments have shown that the experi- 
ence of anxiety on viewing amputees mark- 
edly affects perceptions. In one experiment 
the subject views an amputee and a normal 
man standing side by side. The majority of 
subjects report that the image of the ampu- 
tated man is less distorted. In another experi- 
ment the subject looks through the lenses at a 
normal man and sees him markedly distorted. 
The man then gets upon crutches or conceals 
his arm as though he were amputated. He 
is then seen by the observer as less distorted. 

At present our working hypothesis is that 
failure to distort is a manifestation of the 
unconscious denial of mutilation. Although 
this study is only in its initial stages, exami- 
nation of data thus far collected gives 
promise of showing how particular defence 
mechanisms operate against the anxiety at- 
tendant on body alterations. 

Among the patients with neurological dis- 
eases was a considerable number of old, 
hemiplegic men who were apathetic and un- 
communicative, making it difficult to obtain 
historical data. It was felt, however, that 
while their apathy was influenced by their or- 
ganic disease, it was also a manifestation of 
denial. In the neurological group as a whole, 
evidence of anxieties, more concealed but of 
a similar nature and with defences similar to 
those shown in the amputees, were found. 
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Practically all patients denied any sexual 
problems ; one young man with a hemiparesis 
showed a euphoric mood and stated that there 
had been a marked increase in his sexual po- 
tency since his illness. Manifestations of 
identification with significant friends and 
relatives who had had similar disorders were 
often seen. Projection, especially of aggres- 
sive impulses was common. In the concern 
by some patients over possible mental impair- 
ment there was a suggestion that a special 
and displaced significance was accorded the 
brain. One young man with no memory im- 
pairment compulsively tested his memory of 
common objects. Dreams of dying were re- 
ported. There were instances in which the 
brain disease had made impossible a continu- 
ance of life-long reaction formationg One 
58-year-old man with a long history of hy- 
pertension had combined an intensely ambi- 
tious drive with a markedly dependent atti- 
tude upon his wife; he begged to leave the 
hospital so that he could work to save both 
his city and summer homes. While denying 
by this request the gravity of his hemiplegia 
and coronary thrombosis, he dreamed that all 
of his household belongings were destroyed. 

Instances were observed that suggested 
the possibility of awareness of the cause of 
cerebral disease. A patient had developed a 
right hemiparesis due to a head injury sus- 
tained years earlier, In the first interview he 
reported a dream that reproduced the cir- 
cumstances of the injury, including his being 
struck over the actual areas of brain damage. 
Yet he was consciously unaware of the fact 
that his paralysis had resulted from the 
injury. 

One instance of qnosognosia of the left 
arm was observed. This patient, who had 
sustained a left hemiplegia due to cerebral 
thrombosis, was disoriented for 3 days only. 
For several weeks, however, he denied his 
left arm was his own and accused hospital 
corpsmen of placing another arm there be- 
side him. He developed a phantom left arm 
which was mobile though usually lying flat 
across his chest. He felt that this phantom 
arm was cut off half way between the elbow 
and the shoulder, and that at the junction the 
separated portion felt to him as if the arm 
were sewn up with thread. He named his 
phantom “Oscar,” associating this name with 
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that of his first employer who had died of 
coronary thrombosis several years previ- 
ously. In our opinion this phenomenon was 
a manifestation of denial at a primitive level 
facilitated by organic brain disease. Draw- 
A-Person tests with the neurological patients 
showed that nonfunctioning extremities or 
sometimes other extremities were omitted or 
distorted. In some cases of facial paralysis 
accompanying hemiplegia the face was dis- 
torted unilaterally in the drawings. How- 
ever, we do not yet understand the signifi- 
cance of many of these alterations, 2 

The following histories are" illustrative of 
the clinical data observed: 


т. A 50-year-old man who had sustained a com- 
pound fracture of the left ankle 12 years previously 
was admitted to the hospital with a diagnosis of 
traumatic arthritis. Despite a partial return of 
function he had not worked for 12 years, was, in 
the last 2 years, subject to outbursts of temper. He 
harbored homicidal thoughts towards his wife and 
had spells of depression. On admission he said he 
would go crazy if his foot were not amputated. Re- 
viewing his early history with the psychiatrist, the 
patient stated that he was his father's favorite and 
that his father had had an amputation of the left leg. 
The patient's mother had left the home for good 
when he was 5 and it developed that the patient had 
dealt with the anxiety of separation by withdrawal 
into a rich fantasy life. He described repeated 
dreams or daydreams of being chased, of falling 
from a telephone pole or from a mountain which 
had suddenly split in two; he would always escape 
danger by flying, plunging into the water, or going 
under the ground. He said those were rather crazy 
dreams but thought they revealed a magical power 
on his part in that he predicted the future of aero- 
planes and submarines. He compared the fall from 
a ladder which had led to his ankle fracture with his 
dream experiences "It was just like the dreams ex- 
cept that I couldn't really fly." 

Because of chronic infection in the ankle joint 
with sequestration of bone an amputation above the 
malleoli was performed. As the time for operation 
approached, the patient seemed happier, said that he 
looked towards a glowing future and that he had 
no emotional problems whatsoever. He did not ex- 
pect to grieve for the loss of the foot. He mentioned 
that his favorite sister had died when he was 14 
and that he had not grieved at all. 

He made good surgical progress following the 
operation and remained in a state of quiet euphoria, 
“I am in a state of grace," he said. “The doctor is 
really like a supreme being, yes, passed down from 
God." The patient at first denied the existence of a 
phantom but later said that a phantom was present 
but made no difference to him. One restless night 

followed an angry episode with a nurse, the patient 
denied sleeplessness. He read at length in the news- 
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papers accounts of the mutilation of 2 young girls 
by a 16-year-old boy. 

He refused to do Draw-A-Person tests saying 
they would make him look ignorant. Perceptual 
tests showed strong denial, 

This patient, in his childhood efforts to achieve 
his father's love, had accepted, as in his operation, 
a symbolic castration making himself impotent, pas- 
sive and unaggressive. In his omnipotent fantasies, 
however, he also identified himself with the power- 
ful father as later he did with the doctors who were 
supreme beings. In these ideas there was contained, 
moreover, a wish for blissful reunion’ with the 
mother. 

This patient was highly cpoperative to surgical 
treatment which suited his unconscious needs. His 
resort, however, to regressive modes of behavior 
makes his future reality adjustment uncertain. , 


Let us compare him with another patient 
who had emotional difficulties, but whose 
adaptation was reality-bound. 


An affable 18-year-old soldier substained a trat- 
matic amputation of the right leg when he was run 
over by a street car. He had acted promptly fol- 
lowing the accident by tying his belt as a tourniquet 
around the amputated stump. Two operations were 
performed and painful phantom paresthesias were 
present for a short time giving place to an annoy- 
ing feeling in the phantom “as if I were wearing 
wet socks.” This patient wore his prosthesis the day 
he received it and said that he was able to use his 
phantom to help him judge which way to turn and 
how much weight to place on his prosthesis. 

Considerable disturbance had characterized the 
patient’s early family life. The father was an alco- 
holic who had abused the mother. Because of the 
father's bad treatment the mother had never Te- 
covered from a chronic ulceration of the left heel, 
and amputation had recently been recommended. 

The patient said: “If I hag as much suffering aS 
my mother, I would be amputated.” As a boy the 
patient had tried to work with his father in an effort 
to save the family farm which the father was selling 
piece by piece. The patient had lived in fear of be- 
ing like his father, never drank, and applied him- 
self vigorously to work. He excelled in boys’ farm 
organizations. There had been some conflict over 
masturbation. Since he had left home, however, the 
patient had become more tolerant of his sexual im- 
pulses. His compulsive character defences ha 
Proven adequate in maintaining a successful military 
career. In his dreams this patient says he has а 
ways been active. During convalescence he dreame! 
of traveling on a pogo stick, The patient has formu- 
lated realistic plans for his own future on an inde" 
pendent basis. In his attitude towards his treatment 
he has been described by the surgeons as a “pearl. 


SUMMARY 


Little reference has been made in this e. 
port to psychiatric treatment. It is believe 
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that the function of the psychiatrist lies 
chiefly in his availability for consultation and 
collaboration with surgical and nursing per- 
sonnel; rarely is direct psychiatric therapy 
necessary. The major purpose of our gtudy 
has been to indicate how the loss of an ex- 
tremity or the loss of its function involves 
emotional problems beyond the loss itself. 
Asa result increased disability both in ampu- 
tation and in organic neurological disease 
may occur. Characteristically, the anxieties 
are concerned with separation, castration, 
and with aggressive impulses. x 

In the presence of a threat to bodily in- 
tegrity pre-existing modes of dealing with 
anxiety are organized. And to the degree to 
which this process is tied to reality, adjust- 
ment or maladjustment to the loss occurs. 
Evidences of prolonged maladjustment have 
been observed when the defence or projec- 
tion has been heavily invoked. In the study 
of defence mechanisms the correlation of 


perceptual tests with clinical data has proven 
valuable. 
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Тне Facts 


Among the 5,940 white, non-prison fe- 
males who were willing to describe their sex- 
ual activities in minute detail for Professor 
Kinsey’s second volume(1), the 75% who 
had gone to college included a severely dis- 
proportionate 19% with graduate education, 
while only 3% failed to attend high school. 
Females of Jewish faith contributed almost 
30% of the interviews, while only 12% were 
contributed by Catholics. Only one third of 
those sinterviewed were devoutly religious 
even according to the moderate and purely 
quantitative requirements for inclusion in 
this group. Practically all came from ur- 
ban, white-collar, gr professional families, 
Twenty-two per cent of those over 30 were 
still single, and of those over 30 who had 
married, 40% were either widowed, sepa- 
rated, or divorced. No data are presented to 
indicate the number of children born to these 
females. Unlike the over-ambitious attempt 
in the volume on males (2), no “United 
States Corrections” or clinical tables are con- 
tained in the volume on females, and while 
the selectivity of the sample is admitted in 
the second chapter, the over-all presentation 
is such that readers are likely to receive the 
impression that the findings are applicable 
not only to this selective group of females but 
to women in general, 

Comparison of findings for the 5,300 males 
who were interviewed as the factual basis for 
the first volume with these 5,900 females re- 
veals striking differences in the pattern of 
male and female behavior. Some of the more 
pronounced differences indicate that while 
practically all males had been erotically 
aroused by the age of 15, only half of the 
females, though reaching adolescence sooner, 
had been so aroused. Only 20% of the fe- 
males practiced masturbation within a given 
year, contrasted with 75% of single males 
whose rates, furthermore, were 3 to 6 times 
higher than those of single females. Simi- 
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larly, male rates for nocturnal sex dreams in- 
volving orgasm were 4 times as high as those 
for females. 

An approximate measure of the magnitude 
of differences in sexual behavior between 
males and females who were interviewed is 
the finding-that by the.time of marriage 
males averaged some 7 times as many or - 
gasms as females. While the male average - 
was somewhat less than twice as high for 
orgasms resulting from petting, it was al- 
most 30 times as high for orgasms resulting 
from nocturnal dreams. 

Augmenting such great differences in ac- 
tual sexual behavior are pronounced differ- 
ences in psychological responses. Males are 
likely to be aroused by a wide variety of psy- 
chological stimuli, females (апа to generally 
lesser degree) by only a few. Physiologically 
also, female functioning involves a distinc- 
tively different and characteristically lower 
pattern. Production of the hormone group 
labelled 17-ketosteroids in males exceeds that 
of females from adolescence onward. Male 
levels rise above 15 milligrams per day dur- 
ing the twenties, declining to 10 milligrams at 
age 50. Peak production by females is also 
attained during the twenties, but ‘rises to 4 
level of only ro milligrams, thereafter de- 
clining to 6 or 7 by age 35. : 

These and other facts from the Kinsey 
volume on females must be carefully evalu- 
ated in terms of the distorted sample from 
which they are derived and in view of sta- 
tistical limitations", Readers should be par- 
ticularly wary as they examine data or read 
interpretations of data which are based upon 
the “accumulative incidence technique” as de- 
scribed in the analysis of the volume ОП 
males which appeared in this Journal earlier 
(3). As there described : 


The technique used for expansion of the data 4 
briefly, to treat each case as if it were an addition 
foe ECE SS a a a —— 


* Most of the strictly statistical limitations were 
exhaustively analyzed in Statistical Problems 0] 
Kinsey Report, a 2-volume, mimeographed su ae 
prepared by the Commission on Statistical 5180 
ards of the American Statistical Association. 
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case falling within each previous age group or 
previous experienced category. Thus, a man who 
was 45 at the time of the interview would provide 
a case for each age group previous to that, and if he 
was married at the time of interview would consti- 
tute a case for the single category tabulations in 
the years before he was married. The authórs at- 
tempt to justify this technique upon the basis of 
evidence as to the persistency of sexual patterns 
from generation to generation, assuming that a man 
who was 15 years of age 30 years ago can be 
counted in the calculations as though he were I5, 
16, 17... 45 years of age today. This "accumula- 
tive incidence technique" is the basis for most of the 
generalizations regarding sexual behavior of the 
entire male populatidh of the United States. It can 
be applied with least danger of error to deterfnine 
if given individuals have engaged in specific acts 
onte during their lifetime. However, since most 
people engage in multitudinous types of behavior, 
many of which are mutually contradictory, informa- 
tion about any one type is of little value in de- 
scribing actual social relationships or patterns of 
behavior. Most people were nfantile when they 
were infants, childish when they were children, and 
adolescent when they were in their "teens, and such 
a technique would demonstrate these facts with 
reasonable accuracy. It could be used to demon- 
strate that 10096'of the population is “selfish” (has 
engaged in selfish behavior), but it would also show 
that 100% of the population is “unselfish.” . . . 
Thus the technique has serious limitations if it is 
used as a basis for attempts to describe human 
behavior rather than to enumerate specific acts. 


As indicated in this excerpt, use of the ac- 
cumulative incidence technique in the volume 
on males was presumably justified by the au- 
thors through their assertipns that the sta- 
bility of,sexual behavior warranted its em- 
ployment. In the volume on females the 
marked changes ваё have occurred in sexual 
behavior are acknowledged by the authors, 
but the technique is still used. 

Despite these and other limitations, the 
collection and statistical processing of over 
11,000 records represents a prodigious fact- 
finding and reporting task, a task to which 
years of painstaking effort have been devoted, 
a task whose product, for good or ill, exerts 
an influence upon society which must be 
seriously weighed. 

As a disappointing documentation to 
dampen the fantasies of younger males, as 
confirmation of the grumpy suspicions of 
veteran husbands, the data that desgribe the 
wide behavioral and psychological differences 
between the sexual responses of the sexes— 
differences even further augmented by the 
irregular and discontinuous nature of fe- 
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male responses—constitute the most striking, 
though hardly new or surprising, facts of the 
second Kinsey report. 


Tur FANTASY 


In lectures, in correspondence, and in in- 
terviews associated with the first volume, 
Professor Kinsey repeatedly and emphati- 
cally declaimed that his only interest was in 
“the fact," staunchly disavowing reformistic 
pretensions. His preface reaffirmed his 
avowed aim “. . . to accumulate an objec- 
tively determjned body of fact which strictly 
avoids social and moral interpretations of the 
fact . . . indeed scientists have no special 
capacities for making such evaluations” (p. 
‹5). То be sure, several of his interpreters 
and promoters translated his findings into 
social and moral evaluations, one gleefully 
proclaiming “. . . next, we shall teach tech- 
niques . . .,” but the first volume was gen- 
erally received and perhaps is still thought 
of primarily as an impressive collection of 
statistical facts. Though a number of those 
who analyzed the book pointed out that much 
of it, despite the explicit denial, actually was 
devoted to evaluative interpretation, yet the 
facade of a dispassionate presentation of ob- 
jective fact persisted. 

Stepping boldly forth from behind the pro- 
tective facade of simple fact-finder Profes- 
sor Kinsey now admits, or possibly belatedly 
recognizes, that his aim is not only to de- 
scribe what people do sexually but also ". . . 
what factors may account for their patterns 
of sexual behavior, how their sexual experi- 
ences have affected their lives, and what so- 
cial significance there may be in each type of 
behavior" (p. 3). Hopefully the jacket pro- 
claims that the impact of the book “. . . will 
be felt immediately in such problems as sex- 
ual adjustment in marriage, sexual education 
of children, and social control of sexual 
offenders.” 

Simple fact-finding is no longer the goal. 
Now the search has admittedly branched out 
into psychological areas of causation, into 
analysis and interpretation of attitudes, and 
into moral and sociological areas. The facade 
removed, what pattern of evaluation now re- 
veals itself? Down what paths does the in- 
terpretation lead? What proposals does the 
book contain that their “immediate” impact 
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should be thrust upon marriage and upon 
child rearing? Persistent hammering at 
Judeo-Christian legal and moral codes in the 
first volume fashioned only a rough outline, 
but these continued blows are combined in 
the second volume to reveal a form of repre- 
sentation which creates an image, an image 
of a new society, a fantasy. With little loss 
to the essence of the interpretation we can 
ignore the minor and halting excursions into 
the area of attitudes, and after only a brief 
glance at the interpretation of causal factors, 
focus and ruminate upon the matter of scsial 
interpretation and evaluation. : 

Conditioning is, in effect, the causal fac- 
tor, the “cause” of restraints imposed upon 
sexual behavior, the “cause” of individual 
differences in sexual behavior and, most im- 
portatitly, the “cause” for the extreme differ- 
ences between the behavior and psychological 
reactions to sex as male reactions and behav- 
ior are contrasted with female. Throughout 
the book the concep? of conditioning appears 
as the causal factor. Within 8 pages in the 
chapter on “Psychological Factors in Sexual 
Response” the concept appears some 25 
times. A most extreme illustration of this 
supposed conditioning is: 

The male who reacts sexually and comes to 
erection upon seeing a streetcar, may merely re- 
flect some early experience in which a streetcar 
was associated with a desirable sexual partner ; 
and his behavior may be no more difficult to ex. 
plain than the behavior of the male who reacts 
at the sight of his wife undressing for bed. There 


may be more social advantage in the bne of 
behavior than the other (p. 646). Ed 


Even were Pavlov the conductor and 
Watson the motorman, this streetcar called 
Desire is way off the conditioning track! 

While the notion o£ conditioning has some 
value as a clue to a partial explanation of 
some aspects of behavior, few psychologists 
would now accept its employment in the 
broad all-powerful sense as in this Kinsey 
volume. Some 30 years ago, upon publication 
of John Broadus Watson's Behavorism, the 
ordinarily restrained New Vork Times hailed 
the technique of conditioning advocated by 
Watson as presaging "The dawn of a new 
era," but in the annals of psychological in- 
vestigation the notion that people could be 
easily and permanently conditioned into any 
desired mold soon faded into the limbo of 
discarded theory. 
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The path, the highroad to the brighter fy. | 
ture emerging in Professor Kinsey’s fan- 
tasies, was long since posted with signs 
marking it as a dead end. Suppose, however, 
we ignore this impassible route and assume - 
that some other course of re-education will | 
lead to the desired goal. 

Once the Judeo-Christian moral and legal | 
codes relating to sexual behavior have been 
removed as restraining influences we shall as- 
sume that people can be trained so as to at- 
tain ideal sexual adjustment and, thereby, in- 
creased happiness. In general terms this fan- 
(азу is a society in which any form of sexual | 
behavior indulged in by any person, at any 
time, is to be viewed as normal. The sole 
criterion is hedonistic—is the pleasure de- 
rived greater than the pain? Neither homo- 
sexuality пог premarital coitus would be 
legally punished-or socially condemned. 

In this brave new society all forms of sex- 
ual behavior will be normal, and it is difficult 
to avoid the impression that the forms which 
are now condemned will be somewhat “тоге 
normal" than the socially condoned. 

Though, for illustration, some 80% of the 
children who had been sexually molested by 
adults had been emotionally upset, in most 
instances the upset was only comparable to 
that experienced upon seeing a spider (pro- 
vided they had been adversely conditioned to 
spiders). Cultural conditioning conveyed 
by the warnings of parents and teachers ac- 
tually (so we are told on p. 121) causes the 
upset. The fuss which parents make over 
such molestations do more damage to chil- 
dren than the act itself, while without such 
conditioning it might have “. . . contributed 
favorably to their later socio-sexual develop- 
ment.” As for our attitude toward homo- 
sexuality, we shall be reconditioned to appre 
ciate that the choice of a partner of the same 
or of the opposite sex in sexual relations be- 
comes significant “. . . only because society 
demands that there be a particular choice 1 
this matter, and does not so often dictate 
one’s choice of food or of clothing" (2 P 
661). Our new enlightenment will include at 
appreciation that the old codes prohibite 
sexual activity by women prior to marriag® 
“. . . primarily because they threatened the 
male’s property rights in the femele who? 
he was taking asa wife . . ." (р. 322). bd 
the most romantic will now be aware t? 
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those olden desires that females be virgin at 
the time of marriage were *. . . comparable 
to the demand that cattle or other goods that 
he bought should be perfect . . .” (p. 322). 

Particularly pronounced in the presenta- 
tion of the second volume is the beneficial ef- 
fect of premarital sexual experience for fe- 
males. Such experience, it is emphasized 
*. . . provides an opportunity for the fe- 
males to learn to adjust emotionally to va- 
rious types of males (p. 266). In addition, 
we are told, it may well contribute to the ef- 
fectiveness of one’s other, nonsexual, social 
relationships (p. 327), and that many ‘fe- 
males will thus learn how to respond to socio- 
sexual contacts (p. 115). In addition, such 
premarital sexual experience should contrib- 
ute to development of emotional capacities 
(p. 328) in a more effective way than if they 
are learned after marriage {р. 328). Avoid- 
ance of premarital sexual experience may 
lead to inhibitions which damage the capacity 
to respond so much that they may persist 
after years of marriage “. . . if, indeed, they 
are ever dissipated” (p. 330). 

From the mists of fantasy there now 
emerges the brave new sexual society of Pro- 
fessor Kinsey. Many would obtain more 
sexual pleasure in this new society than they 
now do, and other benefits would accrue to 
some types of people. Single males would, 
as a group, probably derive the greatest bene- 
fit, and married males would appreciably in- 
crease their extramarital affairs. Persuasive 
evidence from the volume on females indi- 
cates that with premarital sexual relations 
condoned, if not encouraged, a smaller per- 
centage of wives would be frigid. Homosex- 
uals would no longer fear arrest and, with 
removal of the social stigma attaching to 
their practices, they would be freed of guilt 
feelings. Adult molesters of children could 
sleep the sleep of the just, proud that their 
activities may have contributed favorably to 
Ha later socio-sexual development of the 
child. 


Tur FANTASY AND THE Facts 


Many questions arise as one dwells on the 
fantasy of the brave new sexual society. 
Why get married? Expanding somewhat be- 
yond the area encompassed by Kinsey, but 
Proceedifig only moderately furthe? along the 
Paths of realism and rationality (actually a 
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pseudo-rationality and a very unrealistic real- 
ism) we soon arrive at the point where this 
question must be given serious consideration. 
Females have the incentives of economic as- 
sistance and social status to be derived from 
the arrangement, but—accepting the new 
realism and the facts—what advantages do 
males derive? Why should males assume the 
financial obligations, accept the personal re- 
strictions, yield to the social demands which 
we have been told some wives impose upon 
their husbands ? 

As of yore, such burdens were assumed 
because of romance, a sense of social obliga- 
tion, the desire to establish a family, or for 
similar reasons, but now such notions are ob- 
solete. Now relations between the sexes are 
established upon a rational, a hedonistic basis, 
in which the pleasure derived is to bê care- 
fully weighed against the pain or annoyance 
involved. Why not presume that the incen- 
tive for males to marry will be appreciably 
diminished as sexual opportunities outside of 
marriage increase, especially in view of the 
widespread and quite possibly innate male de- 
sire for variety in sexual experience? A fur- 
ther decrease in the new “realistic” incentive 
to marry should take place as males become 
aware of the facts which reveal that no mat- 
ter how much experimentation the female 
has indulged in before marriage the odds are 
that she will soon refrain from variety after 
marriage and settle down to a routine in 
which both performance and frequency, 
though somewhat influenced by the desires of 
the husband, will be essentially determined by 
the wife. 

What to do with the illegitimate children? 
Some 18% of the females who engaged in 
premarital sexual activity became pregnant. 
Some of these later married the presumed 
fathers, but others did not. Increased train- 
ing in the use of contraceptives might con- 
tribute to some reduction in this figure, but 
greater promiscuity might serve to increase 
the extent of the problem. Many of these 
postpregnancy marriages, moreover, may 
well have been entered into by couples with 
a sense of social responsibility and a feeling 
of moral obligation which would be looked 
upon as archaic in the new order. 

Should college administrators (as was sug- 
gested by a college newspaper after publica- 


о 


om 


tion of the volume on males) provide facili- 
ties for students to indulge in their sexual 
desires so that the "conditioning" associated 
with such premarital experiences would be 
most favorable? 

Failure to assess properly the balance of 
physical pleasure against psychological re- 
straints and financial pain will still lead some 
into marriage, and stubborn and unenlight- 
ened adherence to archaic codes will forge 
permanent marital bonds for the eccentric, 
the deviants, the abnormal. 

Since practically all of the mammals that 
constitute the basis for "normality" in the 
Kinseyian view form only temporary rela- 
tions with their mates, why should any large 
percentage of humans be so exceptionally 
"abnormal" as to form permanent unions? ' 

Many similar questions arise as to whether 
morality is to be determined on a statistical 
basis or whether it should be considered as 
an ideal standard designed to serve as a goal 
even though there i9 full realization that vio- 
lations exist. Statistically disease is common 
but we still strive for good health. Statisti- 
cally mental disorder is prevalent, but we still 
uphold the ideal of sanity. Criminality is 
quite common, and we could further demon- 
strate that the majority of specific crimes 
result in financial gain rather than in punish- 
ment, yet few parents would raise their chil- 
dren to accept, much less train them to profit 
from, this statistical reality. Such questions, 
while pertinent and important, require much 
exposition, so we shall address ourselves to 
a specific aspect of the fantasy, that dealing 
with the relationship between female pre- 
marital sexual relations and their marital 
adjustment. 7 

While the facts—always remembering the 
selectivity of the contributing group, and the 
misleading nature of the accumulative inci- 
dence technique which make the facts of 
limited applicability—do indicate that an ap- 
preciably smaller percentage of “frigid” 
wives were found among those who engaged 
in premarital sexual activity, only 74% of 
those with the most promiscuous experience 
attained orgasm in more than 60% of their 
marital relations during the first year. By 
the fifth year of marriage, those who had re- 
frained from premarital coitus had a degree 
of “sexual adjustment” which compared 
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favorably with those who indulged in such 
activity. Females who engaged in masturba- 
tion have a generally higher percentage of 
“sexual adjustment” within marriage than 
those who engage in premarital coitus, 

Though, as in the volume on males, Pro- 
fessor Kinsey in several places denies any ap- 
preciable increase in socially condemned sex- 
ual behavior, referring to “few changes,” “not 
substantiated,” and “newspaper generated 
hysteria,” his findings again indicate that we 
are taking giant strides as we race headlong 
toward the brave new sexual society. Both 
within marriage and prior to marriage vir- | 
tually all of the condemned forms of sexual 
activity, from “deep” kissing to adultery, 
show large increases, These increases in sex- 
ual liberty (or license), though indulged by 
all younger groups, appear to be most pro- 
nounced among {һе higher educated. Such 
striking increases, such a gloriously grand 
expansion in the practices which supposedly 
lead to socio-sexual adjustment, should now 
show their effect, Particularly effective 
should be the highly recommended increases 
in premarital sexual relations. Having in- 
creased, not slightly but now being 2 or 3 
times as common as in earlier years, the 
greater liberty should now reflect its salutary 
influence. Apparently, however, the prom- 
ised results are chimerical—they fail to ma- 
terialize from the fantasy. 

While the facts are multitudinous and the 
form of presentation combines with the mul- 
tiplicity of fact to make this aspect of our 
analysis debatable, the indications seem to he 
that differences in sexual drive rather than 
particular premarital experiences more nearly 
explain the lower incidence of “frigidity 
which appears when some females are com- 
pared with others. Those females with 
greater drive find outlet of one sort or an- 
other, and no particular “conditioning” need 
be adduced to explain that few of them аге 
“frigid.” If “conditioning” is involved, ар- 
parently masturbation is most effective—and 
no pregnancies have yet been reported from 
this practice. On the basis of his own figures, 
Professor Kinsey’s repeated implications that 
premarital coitus enables females to learn f? 
adjust physically and emotional within mat 
riage is not substantiated. Bluntly, we hav? 
much more immorality with but minot 
change in marital adjustments. 
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This interpretation, stressing innate indi- 
vidual differences which are only moderately 
altered by particular experience, is supported 
also by the finding that those with college or 
graduate education, though most “advanced” 
in the extent and variety of both premarital 
and marital sexual experimentation, have not 
the highest, but the lowest rate of marital 
sexual activity with their spouses. Even 
more striking is this finding, so contrary to 
the fantasy, when it is realized that: (1) 
these college-educated females have had the 
supposed benefits of sex education; (2) since 
lower marriage rates prevail among college 
females, those who do marry should be more 
favorably disposed toward sex than a less 
selective group of wives; (3) they are adept 
at verbalization; knowing that females are 
supposed to be sexually responsive, they may 
expand upon the degree of their marital per- 
formance. Reviewing the poor record in view 
of such considerations may give one pause 
to wonder—are they being emancipated sex- 
ually, or are they being emancipated from 
sex? 

Repeatedly stressed throughout the volume 
is the repressive and negative conditioning 
effect of religious traditions and devout re- 
ligious adherence. Factually those devoutly 
religious are much more restrained in their 
premarital behavior. Yet within marriage 
this supposedly adversely conditioned group 
shows no significant differenee, either in fre- 
quency or ‘response, when compared with re- 
ligiously inactive females. They do, however, 
differ appreciably in limiting their sexual ac- 
tivities to relations with their husbands. 

In short, it appears that if a female has 
normal sexual drives, little or nothing can be 
learned through premarital coitus that cannot 
equally well be learned in the first years of 
marriage, Unless there be some quaint virtue 
in vice, premarital sexual experimentation by 
females is no great asset to marital adjust- 
ment. 

In the vernacular of advertising and enter- 
tainment the fantasy must be purchased as a 
“package deal.” Supposed beneficial effects 
of premarital experience are questionable 
and, at best, moderate. But even if they do 
exist, they cannot be bought separately. To- 
gether with questionable advantages we must 
accept several conditions which some people, 
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due to their archaic adherence to Judeo- 
Christian moral codes, may resent. Twice as 
frequently as those who abstain, the females 
who engage in premarital coitus also engage 
in adultery. Females who have benefited by 
a college education engage in adultery and 
other nonmarital sexual acts more frequently 
than others. Devoutly religious females, de- 
prived of the supposedly beneficial effects of 
premarital experimentation, but with a mari- 
tal sexual performance comparable to that of 
their emancipated “inactive” sisters, engage 
in adultery in much smaller proportion. 
tudies of trends in sexual behavior, in- 
cluding Professor Kinsey’s, amply attest to 
the delusive nature of the notion that our 
sexual behavior is severely restricted by mid- 
Victorian, Judeo-Christian or other rigid 
codes. Increases of great magnitude have oc- 
curred in practically all of the socially con- 
demned forms of sexual behavior. In free- 
dom and variety of sexual liberty (or li- 
cense) we have been fos years engaged in 
practices which should have “conditioned” 
females to be more responsive, to be less 
markedly different from men in their marital 
sexual relations, yet the major differences 
show no appreciable change. Most remarka- 
bly of all—as we reap the rewards of in- 
creased female adultery, increased premarital 
activity, increases in all forms of experimen- 
tation—we find not an increase, but a per- 
sistent decrease, decade by decade, in the fre- 
quency with which the increasingly emanci- 
pated wives engage in sexual relations with 
their more enlightened, more considerate, and 
increasingly deluded husbands! 
It is conceivable that the trend, which 


` thus far lends precious little support for 


the fantasy of a brave new sexual society 
in which females respond in the same man- 
ner and to the same degree as males, may 
be reversed upon further homeopathic ad- 
ministering of the “conditioning” remedy. 
Thus far the treatment has resulted in at 
best minor relief while the side-effects erupt 
in disturbing fashion. An open mind de- 
mands admission of the possibility that the 
fantasy can become reality. In appreciable 
measure it is becoming reality. Who, but a 
short time ago, would have dreamed that 
cigarette-smoking, bar-hopping, pants-wear- 
ing females would operate streetcars and 
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taxis, weld steel, and serve in the armed 
forces? Perhaps little girls can be “condi- 
tioned” toward erotic responsiveness and 
sexual dalliance instead of homemaking, child 
bearing and rearing, premarital chastity, and 
marital fidelity. Perhaps the minor gains of 
somewhat decreased marital frigidity com- 
pensate for the increases in premarital im- 
morality, in adultery, and in the decline in 
marital sexual performance. On the other 
hand the admittedly somewhat unrealistic 
ideal which exalts females as being endowed 
with qualities particularly qualifying them 
for a role as guardians of the sexual mores 
may have some value. 

Under one alternative females would rely 
upon frantic, albeit sporadic and usually fu- 
tile, attempts to become equal sexual partners 
with males. Under the other they might at- 
tain romance before marriage and respect 
and devotion within marriage through chas- 
tity, through the very differences which en- 
dow them, in addition to capabilities for 
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greater sexual restraint, with charm, with 
grace, with other sometimes irritating but 
frequently endearing qualities which make 
Mona Lisa’s smile a mystery still. Old fash- 
ioned or not, there may be some marital and 
socially integrative value in viewing females 
as women—perhaps even as ladies. 

The choice is fairly clear, but the decision 
—whether to accept the lessons of civilized 
history, to adjust male and female relations 
within a framework of the factual differ- 
ences, or to continue our daring voyage 
through the mists of fantasy to Professor 
Kinsey’s brave new sexual society—cannot 
long be postponed. 
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I REMEMBER NISSL 


“Hie und da mal ja; bin aber doch kein 
Schleifapparat."* Nissl was referring good 
naturedly to one of the graduate students 
in his laboratory who had difficulty in keep- 
ing a good cutting edge on his microtome 
knife and had repeatedly asked the chief to 
sharpen it for him, * i 

In Nissl’s laboratory at the Heidelberg 


‚ Clinic—a cubicle hardly bigger than the old- 


style hall bedroom—there was space for only 
3 workbenches at the windows in addition to 
the window space at the end of the room re- 
served for the chief. The 3 students who 


Nissl, extréme left; Kraepelin, extreme right; 
* Alzheimer, directly behind Kraepelin. 
LJ 


worked daily in the laboratory at the time of 
Which I speak constituted an international 
group. There were Campbell from Edin- 
burgh, Devaux from Paris, and Farrar from 
Baltimore. An extra table had been arranged 
for a fourth student who was from Poland. 
He was the one with the knife trouble and 
his visits were irregular.? 

Nissl lived in the hospital. He occupied 


1 "Once in а while I don’t mind; all the same I'm 
hot a grindstone,” 

2 Workers in Nissl's laboratory were expected 
to become Proficient in technique. They purchased 
their own microtome knives and were responsible 
for keeping them in prime condition. They received 
fresh autopsy material, put it through the various 
MR tut and strained their own Sections for 

у. 


spacious quarters above the laboratory—a 
combined bedroom and study. Here he 
burned the midnight oil, and the morning oil 
too, writing his exceedingly careful and de- 
tailed histological and histopathological stud- 
ies of the cerebral cortex.* After prolonged 
overwork with insufficient restNissl col- 
lapsed one day*and for some time was con- 
fined to bed. Professor Kraepelin, chief 
of the clinic, was concerned over the ir- 
regular hours and the health of the inde- 
fatigable Nissl—he was unmarried. Meet- 
ing the chief in the corridor as he was 
coming from Nissl’s room one evening I 
inquired how he found the patient. “Mak- 
ing progress” was his laconic reply, and 
then turning to me he abruptly asked, “Sind 
Sie verheiratet, Herr Kollege?" “Noch 
nicht, Herr Professor.” “Well,” rejoined 
Kraepelin, “when you return home, marry 
as soon as you can and get it over with; 
dann können Sie ruhig weiter arbeiten." 
Happily Nissl was up and about again in 
a short time and as tireless as ever. But let 
us return for a moment to his room. He 
was a forthwright person, steeped in his 
science, who confined his interests mainly to 
matters of this world. With ecclesiastical 
formalities he had little patience. He had 
removed a crucifix that originally hung on 
the wall above the bed and in its place had 
fixed a framed motto of his own devising. 
Borrowing a word from Voltaire, he rein- 
forced it with a vehement German phrase of 


8 The first volume of his Histologische und His- 
topathologische Arbeiten über die Grosshirnrinde 
mit besonderer Berücksichtigung der Pathologischen 
Anatomie der Geisteskrankheiten was published in 
1904. This remarkable 500-page volume contains 
but 2 articles—one by Alzheimer and one by Nissl, 
demonstrating both the fine and gross anatomy ot 
the cortex in dementia paralytica. They are illus- 
trated by exquisite drawings in color of oil-immer- 
sion pictures of cortical elements and photomicro- 
graphs to show gross changes in cortical structure. 
Together they present probably the best study of 
its kind that has ever been made of a disease that 
is happily less frequent now than when this work 
was done. 
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more or less similar meaning. The result 
was like this: 


ECRASEZ 
ROTTET SIE AUS 


Nissl had come from a little town to the 
south. The parish priest there, he said, had 
been concerned about the welfare of his soul. 
Sometimes the priest would have occasion to 
visit Heidelberg and, still concerned, wauld 
drop in to see Nissl. The Merr Professor 
would receive him with good humor but with- 
out absorbing much of his admonition. Re- 
calling the incident later in conversation, he 
would remain reflectively silent for a mo- 
ment ; then a chuckling ejeculation, “dummer 
Kerl" But there was no malice in the ex- 
pression, almost no disparagement, just a 
matter-of-fact remark, much as when the 
findings of another writer on the cortex that 
he considered the result of faulty observa- 
tion would bring forth the benevolent growl, 
“Ach, der existiert nicht für uns." 

The story of Nissl’s staining technique— 
the “Nissl stain"—and the association of his 
name with the deeply stained particles scat- 
tered through the cytoplasm of the nerve 
cells—the “Nissl bodies"—is fairly well 
known. The perfecting of the methylene 
blue staining method had occupied Nissl al- 
most IO years. Here, as in so many other 
fields, one of the important steps was the re- 
sult of pure accident. Methylene blue pic- 
tures of cellular structure in the cortex were 
vastly superior to those obtained by any other 
method but they were disappointingly im- 
permanent; at this juncture a colleague in 
bacteriology had told Nissl of his own lack 
of success in achieving a durable stain of an- 
thrax spores. One day, re-examining some 
slides that had been thrown accidently into 
the laboratory sink where they had come into 
contact with soapy water, he found the stain- 
ing result greatly improved. Acting upon this 
hint, Nissl added Venetian soap (made with 
pure olive oil) to his stain and was gratified 
by similar results—much more durable prep- 
arations. In 1890 he was able to make pub- 
lic his finally perfected staining technique. 
He had laid the foundations of histopathol- 
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ogy,* and together with his long-time friend 
and associate, Alzheimer, had created a path- 
ology of mental disease. 

Nissl had come to Heidelberg at Kraepe- 
lin's call in 1896 to set up and direct the 
pathological laboratory. When Kraepelin left 
to take over the direction of the newly 
founded Deutsche Forschungsanstalt fiir 
Psychiatrie at Munich, Nissl succeeded as 
professor of psychiatry at Heidelberg. Krae- 
pelin drew heavily upon Nissl for. the path- 
ological portions in his encyclopedic Psychi- 
atrie. ; i 

/The personalities of these 2 men offered 
many contrasts. Both were friendly, hospi- 
table, generous with their time, devoted to 
the interests of their students upon whom 
they exercised a tremendously stimulating 
influence. But Kraepelin was more reserved, 
perhaps a little aloof at times, not cold but 
self-contained, "self-controlled. Не com- 
manded respect as the greatest teacher of psy- 
chiatry of his time; he was never what might 
be called easy or familiar. Nissl displayed 
rather more those companionable qualities. 
His nature was flexible and out-going and 
his capacity for humor just a little wider. 
One felt more at ease with him ; the distance 
between was shorter, soon hardly any dis- 
tance at all. Kraepelin was a total abstainer; 
Nissl enjoyed his beer. 

He was of stocky build, deep-chested, 
round-headed, with short thick neck, all the 
characteristics of the Alpine stock. A purple 
birthmark over one cheek was later covered 
by a beard. s Т 

Nissl's lectures were something special. 
He would come into the lecture room wear- 
ing an old, short laboratory coat of nonde- 
script hue, the real color of which would be 
more obvious after a trip to the laundry. 

“Meine Herren!". . . At first the slow, 
deliberate speech was not very stirring ; but 
soon the speaker had warmed to his subject; 
his face would light up, the lecture room 
seemed forgotten; unmindful of his hearers 
he was traveling through a country that he 
knew and loved. That country was die neru- 


öse Grau. Its indwellers were the nerve cells 


4 Nissl published his description of the structures 
that came to be known as the “Nissl bodies ie 
Neurolog. Centralblatt in 1894; the title of р 
paper: Ueber die sogenannten Granula der Nerve" 
zellen. 
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with their lines of communication, their sev- 
eral levels and districts and stations, the glial 
elements and their relationships, the irriga- 
tion channels that served the whole. Gazing 
over the heads of the rapt listeners—for 
these were all new things in those days— 
Nissl might be communing with himself, or 
as his glance rested in a remote corner of the 
ceiling was he addressing a cherub that sat 
there and smiled back at him? Be that as it 
may, for those who sat there the intricacies 
of the microscopic structure of the cerebral 
cortex were being,opened as never before 
and the impressions of that lecture-hall have 
lived vividly in memory these many years. 
It was a remarkable experience. 

Nissl’s vocabulary had peculiarities of its 
own too. He had 2 pet words that meant 
anything he wished them to mean. They 
were often put to use—to the amusement of 
those who understood, to the amazement of 
those who did not. These words were 2 fem- 
inine nouns—die Röhre and die Motzung. 
The occasion might be a small staff group 
enjoying a late evening snack at a Bierkellar. 
Pointing to the salt, Nissl would say to his 
neighbor, “die Röhre, bitte"; which having 
received, “dann, die Motzung,” and the pep- 
per would be passed to him. Or cigarettes 
and matches might be respectively “die Röhre 
und die Motzung." 5 Or again in the labora- 
tory, explaining some subject, he would con- 
clude, “und, das ist die Röhre,” meaning that's 
how, it is. -If a stained section did not show 
up satisfactorily or any technical process did 


„ЗА lesson might derive from these 2 Nisslisms 
if we cared to learn it. The words had no con- 
textual meaning and yet each time as used their 
meaning was specific and unequivocal. They would 
mean the same to any auditor. And this reminds 
us that many words that we hear bandied about in 
Such common fashion, often in such questionable 
company, and purporting to carry vital messages, 
really have no specific meaning whatever, and may 
convey the most varied implications. Such a word 
can actually signify direct opposites, according to 
the intelligence, the prejudice, the opportunism, or 
the malice of the speaker. What does "democracy" 
mean, or “public welfare,” or “religion,” or “truth,” 
or “freedom,” or “equality,” or “peace,” or “honor,” 
or even “wisdomo”? Nissl’s pet words were harm- 
less, also amusing. Many another word, whatever 
honest sense it may have borne originally, has been 
so debased in contemporary misuse as to be down- 
tight mischievous, expressing fact or falsehood or 
confusion interchangeably. 
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not turn out as expected it was not the op- 
erator who was at fault. “Tiicke der Object!” 
Nissl would mutter. 

Of all the colorful associations with Nissl 
during a 2-year period the most dramatic 
was a trip to Paris together. However allur- 
ing the subject of this visit, I can here men- 
tion only one or two striking features. 

A visit to Ste. Anne's Hospital where Pro- 
fessor Magnan presided was one of our main 
objectives. Devaux who had earlier returned 
to Paris joined us on this occasion. Magnan 
felt,highly honored by the visit of the great 
German professor and dropped everything 
to give us a field-day in his clinic. In a way 
also Nissl's visit was a challenge. It was 
necessary to show that there was such a thing 
as French psychiatry. Germany being the 
traditional enemy, the rising tide of Kraepe- 
lin's prestige could not but awake some ad- 
verse sentiments, and the Kraepelinian syn- 
thesis, dementia praecox, had not found much 
favor in France at this tifne, was indeed re- 
garded with a sharply critical eye. And Nissl 
was a German and а Kraepelinian. 

The high point of the day was a brilliant, 
detailed demonstration of a very special case 
by Magnan himself. The master of Ste. 
Anne's had given much study to the slowly 
advancing paranoidal conditions which he 
had erected into a disease sui generis and to 
which he gave the name délire chronique à 
évolution. systematique. He had devoted a 
book to this disease. The patient he demon- 
strated that afternoon was an indubious ex- 
ample. 

Nissl listened with closest attention, now 
and then nodding appreciatively as the 
Frenchman made some fine psychological 
analysis of symptoms. The presentation com- 
plete, Magnan hopefully awaited Nissl's com- 
ment. It was brief and to the point: “Hin 
gana typischer Fall von Dementia Praecox.” 

German percipience and French sensibility 
are two different things. Nissl was seem- 
ingly quite unaware that his laconic and de- 
finitive statement had carried an affront. 
Magnan fell silent. The visit did not last 
much longer, and we took our departure. 
French courtesy wonderfully tempered the 
chill in the atmosphere. The aftermath we 
learned next day. Devaux told us that when 
the door closed behind us Magnan had gone 
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to his office, bowed his head over his desk, 
and wept. No one could have shown more 
astonishment than Nissl on hearing this. 
“What did I do... ?” ‘ 

A rather different Paris excursion with 
Nissl was the ascent to the summit of the 
Eiffel Tower. It was a fairly clear day and 
the horizon was remote, and yet that horizon 
did not hem in the great city. Let the eye 
reach as far as it would on every side, there 
still was Paris stretching beyond. It was a 
prodigious spectacle and at first we found no 
words, Then Nissl spoke. He recalled #hat 
der liebe Herrgott had counted the hairs on 
all the heads that might be within our range 
of vision—a stupendous mathematical feat 
even for an adding machine. Then, ponder- 
ing the matter, he concluded that for register- 
ing such a mass of details, "dann müsste der 
liebe Herrgott eine Rinde haben so dick wie 
von hier nach Heidelberg." * 

There was something Peter Panish about 
the Herr Professor off duty, and I hope it 
may be said without irreverence that Nissl 
in Paris was not altogether unlike a young- 
ster at a performance by Barnum and Bailey. 


9". , the dear God would have to have a cortex 
as thick as from here to Heidelberg." 
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At an evening of the Medical Historical | 


Club of Toronto recently, with Nissl as topic, 


after some of his Parisian experiences had | 


| 


been related, one of the members commented. | 


that only daylight doings had been mentioned, 
Wefe there no nocturnal ones? One could 
only reply with the words of Nissl himself 
at leave-taking as he was returning to Heidel- 
berg. After two years of such close and re- 
warding association this was to be the last 
time that I would see him and there was not 
missing a note of sadness in saying goodbye. 
But the leave-taking must not be somber, and 
I chanced the remark that all the friends at 
home would eagerly await from him a full 
account both of the Paris days and the Paris 
nights. How about the Paris nights? A vig- 
orous head-shaking and a grin like Fernan- 
del's when asked—Does the average French- 


a 


man still pinch pretty girls in a crowd ?—and | 


Nissl pronounced: “Ach, Herr Kollege, 
dariiber fallt ein Schleier.” 

The final Schleier fell over Nissl the same 
year that Osler died. The year was 1919. 

So these are some of the cherished mem- 
ories of a great scientist, a great teacher, a 
great friend. 

C.B.F. 


“А MOI LA MEDICINE MAIS SANS LE MEDICIN” 


When Moliére was ill the King, Louis XIV, saw to it that he had the services of the 
court physician Mauvilain. The King later inquiring how the patient fared at the doctor's 
hands, Molière replied, “Sire, we talk together, he prescribes remedies for me; I do not 


take them; and I recover. 


PRESIDENT’S PAGE 


As I sit and write, the New Year is rapidly 
approaching. My term as President is more 
than half over, and I have scarcely heard 
from a District Branch. To be sure, at the 
annual meeting the Assembly met and for- 
warded some suggestions to Council, and 
Dr. Abramson and several other representa- 
tives of District Branches eat with Council 
in October and were helpful in some im- 
portant deliberations. But communication is 
slow. It is desirable to develop facilities for 
speeding up communication. 

With the new year upon us, it is appro- 
priate to think of our directions, achieve- 
ments and needs. Alice asked—and we are all 
in Wonderland at times—Now, where shall 
Igo from here? The reply came: Where do 
you want to get? There is the rub. People 
want to get different places in psychiatry. 
However, all agree that improved treatment 
for the mentally and emotionally ill in our 
public hospitals is a prime objective. The 
APA. has held firmly to this goal—only last 
week came the news of the disruption of a 


program in one of our great states, Your . 


society through its officers was immediately 
alive and responsive to the situation and 
moved in as tactfully and eonstructively as 
possible after much painstaking deliberation. 
This emphasizes a new suggestion your 
President has madê, that we need a Flexner 
Report on Mental Health Programs in 
States—an analysis in an impartial study, 
probably by sociologists, of factors making 
for constructive function and factors making 
for breakdown. 

‚ As to achievements of the past years—not 
just of this administration—we can think of 
the great contribution the Hospital Institutes 
are making. The thinking of these Institutes 
permeates psychiatry throughout the conti- 
nent. This is a tribute to the vision and zeal 
of our Medical Director, Dan Blain. Then 
the Central Inspection. Board continues to 
function more extensively and more effec- 
tively. The Washington Conference оп Men- 
tal Health in collaboration with the Mental 
Health Committee of the A.M.A. showed 
worthwhile explorations. The architectural 


grants will show results for years to come. 
Heaven knows, we need more buildings. But 
they will be functional, aesthetically appeal- 
ing, breathing warmth, friendliness and hu- 
manitarian impulses rather than presenting 
impressions of revolting, massive masonry, 
stressing force, restraint and regimentation. 
The Long Term Policy Commission has been 
hard at work looking toward change, looking 
at change, looking at needs, and guiding 
change after unbelievably long, time-taking 
deliberations—deliberations by men of very 
different basic ideological and sociological 
points of view. This should be emphfsized, 
because so often an occasional member of 
the Association will imply that policy is ar- 
rived at almost by impulse or clique con- 
nivance. A perusal of the names of the men 
on the Long Term Policy Commission, the 
Council, the Assembly, the Ad Hoc Com- 
mittee to Communicate with the Membership 
re National Headquarters (Potter, Barton, 
Cameron, Flicker, Noyes, Terhune, and 
Abramson and Bloomberg, ex-officio), and 
explore membership opinion re recommenda- 
tions of the Committee on the Permanent 
Home (made up of nine past presidents of 
very different complexion theoretically and 
geographically) ; the Ad Hoc Committee to 
Investigate Office Facilities in Washington, 
D. C. (Overholser, Davidson, Laughlin, 
Lebensohn, Morse)—a perusal of these 
names and others active in the Association 
seems to guarantee solid progress in the 
Association's life. е 

Alertness to the needs of the members is 
shown by the leadership of Austin Davies in 
providing health and accident insurance for 
the membership and looking forward to im- 
proved professional liability insurance. And, 
by the way, can't we get in the habit of re- 
ferring to this insurance as "professional 
liability” instead of “malpractice insurance" ? 

The Committee meetings in October were 
successful but next year, with increased ap- 
propriation for full committee attendance, 
great things may be expected of our Com- 
mittees. 

Our Medical Director has just completed 
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a trip round the world. Personal contacts 
vitalize relationships and influence, which no 
amount of correspondence can achieve. The 
trips of American consultants are not just to 
interpret American psychiatry beyond our 
borders, but also to bring new light into our 
own dark places. Anyone who has heard 
Bartemeier, Bob Matthews, Hargreaves and 
John Rees talk recently will appreciate the 
importance of firsthand contact with foreign 
psychiatry. We await Blain's reports with 
great interest. 

As to future needs, let us recognize that 
two great activities of the APA at present, the 
Hospital Institutes and the Central Inspec- 
tion Board, are striving for improvement of 
psychiatric services to the public. They rep- 
resent extensions of one of the great pur- 
poses fòr which our Association was founded. 
More financial support is needed for C.I.B. 
The Washington Conference showed the need 
for increased public information and inter- 
pretation of psychiatry. In my trips around 
the country, people are avid for information 
and interpretation—whether the groups are 
medical, lay, or even psychiatric. In many 
ways psychiatric practice is misunderstood, 
some attitudes are open to misconceptions, 
some are unwholesome. Our public relations 


need to be improved. Ways and means of 
stimulating more activity of local, peripheral 
grass-roots psychiatry are eminently de- 
sirable. This is a matter the District Branches 
can work on. Your President has made re- 
peated appeals for suggestions. He has re- 
ceived relatively few. The idea of having two 
top elected officers with more simultaneous 
activity was presented under the suggestion 
of “Two Presidents.” There is need for 
more personal contact between the central 
elected personnel and the constituent bodies, 
The District Branches and Assembly can 
profitably work on this. 

Headquarters, offices or building, seem 
desirable from many points of view. Re- 
sponses were encouraging to the President’s 
letter, the majority supporting Washington 
as a location. (As of December 23, 4448 ap- 
proval, 445 disapproval and 13 undecided 
have been received.) 

The Association is active in an unbeliev- 
able number of undertakings. It has grown, 
survived crises, and there is every reason to 
believe it will continue to grow solidly in the 
coming years under the broad and wise guid- 
ance of the many who so generously contrib- 
ute of themselves to their professional Asso- 
ciation. 

Кехметн E. Appt, M. D. 


COMMENT 


THE JOURNAL OF MENTAL SCIENCE CENTENARY 


The October 1953 issue of The Jourital of 
Mental Science, the official organ of the 
Royal Medico-Psychological Association, is 
designated as the Centenary Number. 

Dr. Alexander Walk, Co-Editor of the 
Journal and Librarian to the Royal Medico- 
Psychological Association, opens with a state- 
ment about the beginnings: of the Journal. 
Unlike the situation in America where the 
national association and its official publica- 
tioh came into being in the same year, the 
British association had been in existence 
twelve years before the first number of its 
official organ appeared, November 15, 1853. 
It is interesting to mote, that the name 
adopted by the British group was about as 
space-filling as that of the American counter- 
part. It was the "Association of Medical 
Officers of Hospitals for the Insane." The 
new publication was first called The Asylum 
Journal, later The Asylum Journal of Mental 
Science, and eventually The Journal of 
Mental Science. 

Dr. J. C. (later Sir John) Bucknill was 
the first editor and he was solely responsible 
for it for ten years, during which he con- 
tributed some sixty papers to its pages. 

The birth of the Journal did not occur 
without pangs. Dr. Forbes Winslow had 
fonded and published since 1848 his Journal 
of Psychological Medicine and he felt ag- 
grieved by what he considered unwarranted 
competition, He so expressed himself in his 
characteristic vigorous fashion: “Having 
embarked a capital of some thousand pounds 
in establishing this journal . . . it cannot be 
otherwise than mortifying that those who 
have never lifted their little finger to assist 
us, should, in 1853, attempt to injure the 
property of this journal by starting a rival 
publication.” 


The minutes of the Association’s annual 
meeting in 1854 contain this pleasing entry : 
“Dr. Forbes Winslow spoke of the Asylum 
Journal in the most handsome manner . . . 
he begged to move that "The best thanks of 
this Association be given to Dr. Bucknill for 
the manner in which he conducted the 
Asylum Journal!" The foundations were 
well and truly laid and now in a spirit of 
amity the (later to become) Journal of Men- 
tal Science proceeded on its distinquished 
career. 

The second article in this Centenary Num- 
ber is by Dr. G. W. T. H. Fleming who for 
many years has been Editor-in-Chief. It is 
his Presidential Address delivered at the one 
hundred and twelfth annual meeting of the 
Royal Medico-Psychol8gical Association. 
Dr. Fleming's subject was "The Insane 
Root,” and his paper is an instructive his- 
torical review, with numerous illustrations, 
of the beliefs that men have held concerning 
the mandrake and its powers. Quotations 
from ancient herbals constitute an especially 
valuable feature of this contribution. The 
president suggested that his essay might be 
called “a side-line of psychiatry.” 

During its long career the Journal of 
Mental Science has had as its editors some of 
Britain’s most eminent psychiatrists—among 
the early ones such men as Maudsley, Lock- 
hart Robertson, Clouston, Hack Tuke, Sav- 
age, Rayner, and others—and in the hands of 
its present Editor-ineChief, it maintains its 
pre-eminence. 

The American Journal of Psychiatry 
salutes its venerable and highly respected 
contemporary publication, the Journal of 
Mental Science, now prosperously embark- 
ing on its second century. ^ í 


CRIMINAL IRRESPONSIBILITY 


There has been much discussion, ‘not all 
of it conspicuously illuminating, of the 
Criteria by which it shall be decidéd whether 
a person accused of an act legally defined as 


a crime shall be held accountable for his act 
and therefore punished, or not accountable 
by reason of mental disability. 

Much of this discussion has related to the 
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M’Naghten Rules formulated after months 
of study by the British judges in 1843. Cri- 
tics of these rules remind us that much 
knowledge concerning psychiatric conditions 
has accumulated during the hundred and 
more years since the M’Naghten Rules were 
set up and that they are therefore out of date. 
These arguments as voiced from time to time 
show a notable similarity but the evidence on 
which they are based is not set forth with 
convincing clarity. 

Some statements relevant to this matter 
appear in the Cavendish Lecture, “The Doc- 
tor in the Witness-Box,” by Viscount Simon 
before the West London Medico-Chirurgical 
Society on May 11, 1953, and printed in the 
British Medical Journal of July 4, 1953. 

Viscount Simon draws attention to the dis- 
tinction which all concerned must keep 
clearly in mind between the function of the 
medical witness and that of the jury: 


The question for thesjury is whether the accused 
was insane so as not to be responsible according to 
law. The crucial issue therefore is—What does the 
law regard as “criminal irresponsibility”? That is 
a legal, and not a medical, question. It cannot be 
answered by a doctor in the witness-box. It can be 
expounded only by the Judge on the bench who is 
summing-up to the jury. . . . Once it is realized that 
the question is a legal question—What does the law 
regard as excusing a murderer from responsibility ? 
—and that according to the present law a person of 
unsound mind may nevertheless be criminally re- 
sponsible, the criticism based on a supposed clash 


between medical and legal conceptions of insanity 
disappears, 


Paraphrasing the M’Naghten Rules the 
Cavendish Lecturer said: 


If a person does a criminal act and has the ca- 
pacity to know what the act is and to know that 
the act is one which he ought not to do, he com- 
mits a crime. 


Brushing aside the objection of antiquity 
Lord Simon continued : 


No doubt the science of psychiatry has made im- 
mense strides since the M’Naghten Rules were 
drawn up in 1843. . . . But in law, in determining 
who is to be treated as criminally irresponsible, 
must apply definite criteria. So it is really no an- 
swer to say that the legal definition of insanity 
implies a conception of unsoundness of mind that is 
obsolete. Dr. Yellowlees, writing from a long ex- 
perience of the practical side of the business, has 
put it on record that in actual practice the M'Nagh- 
ten Rules work, and work well. Judges and juries 
are impressed by really strong medical evidence of 


» 


irresponsibility, and the legal formula is not of cast- 
iron, but allows of elastic application, 


It is difficult to see how a member of the 
medical profession could feel qualified to 
quarrel with the points made in Lord Simon’s 
exposition. Whether the accused is insane in 
the medical sense is not the question, but 
rather whether he is insane in the legal sense, 
which is quite a different thing ; and the doc- 
tor in the witness box does well to remember 
that he is in court and not in the clinic. More- 
over, there is something to be said for the 
legal definition. lt asks two plain questions, 
a negative answer to either of which is suf- 
ficient for an exculpatory judgment. If on 
the other hand the expert witness is asked 
for a definition of medical insanity he will 
find himself in the same position as Lord 
Blackburn who stated in the House of Com- 
mons: "I have read every definition which 
I could meet with and never was satisfied 
with any of them, and I have endeavored in 
vain to make one satisfactory to myself. I 

erily believe it is not in human power to do 
it." 

It has been suggested that the diagnoses of 
some form of textbook insanity should be 
accepted as evidence of irresponsibility. That 
would simplify matters decidedly. But un- 
fortunately medical experts do not agree as 
to the diagnosis of textbook types of in- 
sanity. Worse still, they may not agree as to 
whether the accused is sane or insane, as the 
"battle of the experts" numerously demon- 
strates. 

Furthermore, with our present jury sys 
tem the question of the accountability of the 
accused is for the twelve good men and true 
to answer on the basis of the evidence they 
have heard. If the exhibition of a clinical 
diagnosis were, ipso facto, to establish ir- 
responsibility there would be nothing left 
for the jury to do except agree with the ex- 
pert witness. It would be the psychiatrist 
who would decide the issue. But Lord Simon 
reminds us that the question of responsibility 
is a legal not a medical one, one that the doc- 
tor is not entitled to answer. That seems to 
dispose of the clinical diagnosis argument. 
It is of course understood that the doctor 1n 
applying the M’Naghten Rules is merely giV- 
ing his opinion which the jury is free to ac- 
cept or reject. 
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The M’Naghten Rules may not be perfect 
criteria of irresponsibility. It is sometimes 
suggested that even the “laws of nature” 
might be improved. The Rules do cover the 
two aspects of behavior that can be usefully 
considered in relation to responsibilit}—the 
intellective and the ethical. Critics urge that 
the Rules take no account of “emotional” 
springs of conduct. "Emotional" states are 
having their day just now, as if they repre- 
sented something other than “mental.” Per- 
haps we may wisely leave that slippery fea- 
ture out of the discussion—along with the 
"irresistible impulse." 

The fact remains that with all the discus- 
sion and criticism of the M'Naghten Rules 


over the years no better rules have been 
found. For one-hundred and ten years they 
have worked and kept pace with our fallible 
human judgment, a tribute to the wisdom 
and foresight of the fifteen British judges 
who embodied them in their report to the 
House of Lords in 1843. In the opinion of 
an American court, the M’Naghten formula 
“is now so completely imbedded in the ad- 
ministration of criminal law as to be con- 
sidered no longer subject to challenge." And 
a Canadian jurist remarked, both the legal 
and medical professions should be concerned 
not with the question whether the law should 
be changed but rather whether its adminis- 
tration can be improved. 


VERITAS 


If the spirit of truth is the kernel of religion, then men of science are truly religious 
beings. They not only believe in the immortality of man, but they are convinced that this 
immortality is material. And believing so, they work for the betterment of the world and 


of humanity; this is the most essential part о! 
But the one thing the man of science insis 


f their daily religion. 
ts upon above all others is that his currency 


be struck in the mint of truth and that each coin must carry on its face the stamp of verifi- 
able truth. Once let the human fancy free to wander at will untrammeled by fact and the 
markets of the scientifit world will be flooded with debased coin. When a scientific man 


calls upon spirits, mysterious essences, 


and uncertain shadows to explain phenomena of 
the living and of the dead world, he is drawing cheques upon imaginary banks. 


Sm ARTHUR KEITH 


NEWS AND NOTES 


AMERICAN PSYCHOSOMATIC SocrETY.— 
"This society will hold its eleventh annual 
meeting at the Jung Hotel in New Orleans 
on March 27 and 28, 1954. Two of the 4 
sessions will be devoted to panels, one on 
neoplastic disease, the other on neurophysio- 
logical mechanisms. 

"There is no registration fee for members ; 
admission fee for nonmembers is $5.00, for 
students, interns, residents, fellows, and 
those in full-time academic positions, the 
charge is $1.00. Registration will begin at 
8:00 3.m. on Saturday, March 27; the first 
session starts at 9:00 a.m. Following the 
Saturday afternoon session, the Society will 
hold its traditional cooperative cocktail party. 

Programs will be available from the So- 
ciety office after February 1. For further 
information write to the Society's office at 
551 Madison Avenue, New York City 22, 
New York. 


HUBERT NORMAN PRIZE FOR ADDICTION 
Srupies.—The Society for the Study of 
Addiction announces the constitution of the 
Hubert Norman Prize of one hundred guin- 
eas, established to stimulate research into 
causation and prevention of addiction. The 
competition is open to both medical and non- 
medical workers throughout the world, only 
officers of the Society being ineligible. 

The subject for the first Hubert Norman 
Prize will be: Study or investigation of sub- 
stances, other than antabuse or its derivatives, 
causing distaste, disinclination, or dislike for 
alcohol. 

Contributions will be assessed by a panel 
of independent experts; should no contribu- 
tion be of sufficient merit, the prize will not 
be awarded and the amount will be reserved 
for the following Prize. Three copies of the 
manuscript typewritten in English should 
reach the Editor of the British Journal of 
Addiction, 34 Addison Road, London, W. 
14, England, not later than December 31, 
1954. The award will be made in January 
1955. The selected contribution may be pub- 
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lished in the Journal and the winner invited 
to present it at a meeting of the Society. 

Inquiries concerning the competition 
should be addressed to the Editor of the 
British Journal of Addiction. 


SHORTAGE or MEDICAL SOCIAL WORKERS. 
—Although medical social work is a rela- 
tively young profession, there are approxi- 
mately 3,825 persons actively engaged in 
this work in the United States today, accord- 
ing to the publication “Health Manpower 
Sourcebook, Section III: Medical Social 
Workers,” just released by the Public Health 
Service of the Department of Health, Edu- 
cation, and Welfare. There are, however, 
3 times as many positions open in this field 
as there are persons to fill them, and it is 
estimated that 800 to 1,000 graduates a year 
will be needed to fill the vacancies. 

The Sourcebook, containing hitherto un- 


, published data from the U. S. Department of 


Labor and the American Hospital Associa- 
tion and information from the American As- 
sociation of Medical Social Workers, pre- 
sents for the first time a comprehensive study 
of the employment, educational background, 
and personal characteristics of medical s0- 
cial workers, 

Copies of the book are available at 40 cents 
each from the Superintendent of Documents, 
Government Printing Office, Washington 25, 
DG, 


Cuicaco Council or Снир PsYcH* 
ATRY.—A group of 24 of the child psychi- 
atrists of the Chicago area have formed the 
Chicago Council of Child Psychiatry. The 
purpose of the organization is the exchange 
of information and ideas in the field of child 
Psychiatry and those fields pertaining to the 
promotion of mental health of children. The 
Council will encourage support and develop- 
ment of those community resources and serv- 
ices contributing to these aspects of chil 
welfare. 

Officers for 1953-54 are: Dr. George J. 
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Mohr, president; Dr. Eugene 1. Falstein, 
vice-president (and president-elect) ; and Dr. 
George L. Perkins, secretary-treasurer. 
Others on the executive committee for the 
same period are: Dr. Irene Josselyn, Dr. 
Sophie Schroeder Sloman, and Dr. Harry 
Segenreich. 


WORKSHOPS IN THE RORSCHACH 
MzrHop.—The department of psychology 
of Western Reserve University will hold 3 
workshops in the Rorschach method, with 
Associate Professor Marguerite R. Hertz as 
instructor, beginning June 14, 1954. 

.The first workshop, an introduction to the 
Rorschach method, consisting of lectures, 
demonstrations in hospitals, and supervised 
training periods, will run from June 14-18 
inclusive. The second workshop, an inter- 
mediate course in the interpretation and clini- 
cal application of the Rorschach, will begin 
June 2r and run through to June 25. Stu- 
dents from the first workshop may continue 
with the second. The third workshop is an 
advanced course in the interpretation of Ror- 
schach records of various personality and 
clinical groups. It is limited to professionally 
trained persons who have had at least one/ 
full year of experience with the Rorschach 
method, It will be held from June 28 through 
July 21. 

The fee for the workshaps, which will be 
limited to 25 persons, is $40.00. For fur- 
ther information write Marguerite R. Hertz, 
Psychological Lalforatory, Western Reserve 
University, Cleveland 6, Ohio. 


FounrH NATIONAL CONFERENCE ON 
Нклїтн пч CloLLEGES.— lhis conference, 
to be held May 5-8, 1954, at the Hotel Stat- 
ler in New York City, is being sponsored by 
the American College Health Association in 
conjunction with approximately 40 national 
organizations interested in aspects of health 
and education. Dr. J. L. Morrill, president 
of the University of Minnesota, is president 
of the conference. Previous conferences were 
held in 1931, 1936, and 1947: 

According to Dr. Dana L. Farnsworth, 
medical director of the Massachusetts Insti- 
tute of Technology and chairman"of the con- 
ference executive committee, attendance of 


from 4 to 5 hundred college and university 
presidents, deans, physicians, nurses psy- 
chologists, specialists in physical education, 
health educators, student counselors, and 
others who have a stake in the health of 
students, including students themselves, is 
expected. As a basis for planning the confer- 
ence, a questionnaire will be sent to 200 col- 
lege presidents throughout the United States 
by Dr. Morrill. 


Атсоношѕм RESEARCH, New Үовк 
Cirv.—The Mental Health Commission of 
the State of New York has made two addi- 
tional grants totaling over $27,000 annually 
to be used for another alcoholism clinic and 
research project in New York City. 

Operation of the clinic, to be located at 
Kings County Hospital in Brooklyn, as well 
as direction of the research, will be under 
the department of psychiatry of the New 
York College of Мейісіре, with Dr. Howard 
W. Potter, professor of psychiatry, in charge. 
Raymond G. McCarthy, director of alcohol- 
ism research, and Dr. Donald Gerard, re- 
search psychiatrist, both of the Mental 
Health Commission staff, will serve as liaison 
between the project and the commission, One 
phase of the research is planned to develop 
epidemiological studies in alcoholism. 

Staff of the clinic will include a psychi- 
atrist, a fellow in internal medicine, psychi- 
atric caseworker, and clinical psychologist, 
in addition to necessary secretarial and cleri- 
cal personnel. Services of the regular staff 
on the medical school will also be available. 


NEUROPSYCHIATRIC MEETING AT NORTH 
1лттїв Rock.—Dr. Harold W. Sterling, 
manager, has announced that the sixth annual 
Neuropsychiatric meeting will be held at the 
Veterans Administration Hospital, North 
Little Rock, Arkansas on February 25 and 
26, 1954. 

In addition to scientific sessions through- 
out the 2-day period, there will be a large 
number of technical exhibits prepared by 
hospital staff members. Dr. Kenneth Appel 
will be the principal speaker at the dinner 
meeting, Thursday evening, February 25. 
АЙ interested professional personnel may at- 
tend ; there will be no charge. 
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Further information may be obtained by 
writing to Dr. Ewin S. Chappell, Director, 
Professional Education, Veterans Adminis- 
tration Hospital; North Little Rock, Arkan- 
sas, 


DeatH or Dr. С, Е. MENNINGER.—On 
November 29, 1953, Dr. Charles Frederick 
Menninger died at his home in Topeka, Kan- 
sas, at the age of 91. 

Dr. Menninger, father of Drs. Karl and 
William Menninger, was born in Indiana. 
His father, a native of Germany, had Phi- 
grated to this country and settled in that 
state. Entering the Hahnemann Medical Col- 
lege in Chicago, Dr. Menninger Sr. was 
graduated in 1889 and received his medical 
degree from Kansas Medical College in 1908. 
He took up the practice of general medicine 
in Topeka, and later founded the Menninger 
Clinic in that city where he and his sons 
worked together. »Eventually he became 
chairman of the board of trustees of the 
Menninger Foundation which, as a greatly 
expanded development, grew out of the ear- 
lier clinic, 

Dr. Menninger became a fellow of The 
American Psychiatric Association in 1936. 


METROPOLITAN WASHINGTON District 
BrancH or APA.—Notice has been re- 
ceived of the establishment of this new or- 
ganization on the basis of approval by the 
APA Council, November 1, 1952. The presi- 
dent, Dr. Henry P. Laughlin, reports that the 
Washington District Branch will work in 
close collaboration with the Washington Psy- 
chiatric Society. Respohsibilities will be di- 
vided between national and local, the Branch 
being mainly concerned with APA policy on 
a national level; and the Washington Psy- 
chiatric Society mainly on a local level. 

Officers, in addition to President Laughlin, 
are: Dr. Douglas Noble, vice-president ; 
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Seymour J. Rosenberg, secretary ; and Mar- 
shall Ruffin, treasurer. Chairman of the 
membership committee is Dr. Lester L, Burt- 
nick and Dr. Addison M. Duval is chairman 
of the committee on policy. 


Menas S. Grecory Lecrure.—Dr, Wil- 
der Penfield, director of the department of 
neurology and neurosurgery, Montreal Neu- 
rological Institute, McGill University, de- 
livered the annual Menas S. Gregory Lecture 
at Bellevue Hospital, New York City, De- 
cember 10, 1953. The subject of Dr. Pen- 
field’s lecture was “Some Observations on 
Amnesia.” 


BRAZILIAN PSYCHIATRIST AT  YALE— 
Appointed visiting fellow for one year from 
October т, 1953, Dr. Oswaldo Camargo has 
joined the staff of the department of psy- 
chiatry, Yale University, under Dr. Redlich's 
chairmanship. 

Dr. Camargo is Psychiatric Inspector for 
the National Service for Mental Diseases, 
Rio de Janeiro, and a corresponding member 
of The American Psychiatric Association. 

‚ His present assignment is sponsored by the 
Brazilian National Research Council and the 
Ministry of Health. 


ASSOCIATION For RESEARCH IN Nervous 
AND МЕмтғІ, DisrasE.—At the Thirty- 
Third Annual Meeting of the Association 
for Research in Nervous and Mental Disease 
held in New York City on December 11-12, 
1953, the following officers were elected 
for the year 1954: President, Dr. Rustin 
McIntosh; First Vice-President, Dr. Walter 
Klingman ; Second Vice-President, Dr. Wil- 
liam S. Langford; Secretary-Treasurer, Dr. 
Clarence C. Hare; Assistant Secretary, Dr 
Rollo J. Masselink. 

The subject for the 1954 meeting will be 
“Psychiatry and Neurology of Childhood. 


BOOK REVIEWS 


бехол, Benavior IN THE Номам Femats. Ву 
Alfred Kinsey et al. (Philadelphia: W. В. 
Saunders, 1953. Price: $8.00.) 


This book presents primarily a statistical analysis 
of data accumulated over a period of 15 years, based 
on the sexual histories obtained by interview from 
nearly 6,000 females. Large or fairly adequate sam- 
ples in the groups ranged from 16 to 50 years of age 
at the time of reporting. More than 50% had some 
college background.” Many had never married. 
Some 90% of the total samples came from urban 
areas. The geographical areas were well repre- 
sented except for the Southeast, the Pacific North- 
west, and the Rocky Mountain, The inadequacies 
of the samples were largly in age groups over 50, 
those of low educational levels, Catholics, rural and 
laboring groups, especially among older females. 
Only two persons did the interviewing for more 
than 80% of the total number of histories. The 
statistical calculations show the incidences and fre- 
quencies both of the female's sexual experience and 
of her experience in orgasm. In addition to the 
case histories, the recorded data on human sexual 
behavior were given careful consideration. Com- 
munity and clinical studies, along with those dealing 
primarily with anthropological and legal aspects, 
were fully evaluated. 

A second section of the book deals with the va- 
tious types of sexual activity among females. There 
are many statistical tables, charts, and fundamental 
observations. Of particular value to the psychiatrist 
is the chapter on the total sexual outlet, with notes 
on the development of sexual responsiveness among 
single and married females with individual varja- 
‘tions fully noted. 

‘Phe third part deals with the comparison between 
the male and the fenfale. Sections are devoted to 
the anatomy, the physiology of the sexual response, 
the psychological factors, and the neuromechanisms, 
as well as the hormonal aspects of the total problem. 

The book, therefore, covers in an adequate man- 
Ter many aspects of the problem of sexual response 
in the female. The statistics appear reliable, the 
charts clear and descriptive, the methods of accu- 
mulating data and its evaluation, meticulous. The 
data collected by the interviewers would appear to 
be based on facts, as far as memory would allow. 
Great care was taken not to pass judgment on any 
type of activity. Records taken in code were kept 
confidential to an unusual degree. Although the 
facts obtained were based on recall, the authors feel 
the case history studies are characterized by relia- 
bility and validity to a large degree. With this 
opinion, the reviewer would concur. In addition, 
‘the review of the literature, with its extensive bib- 
liography, is fundamentally sound. 

The conclusions drawn by the authors, both from 
their own investigations and from those of others, 
"will not be fully accepted by all scientists, but many 


of them are statistically certified as the result of 
this thorough investigation. Few facts were dis- 
closed by this study that were not already known to 
psychiatrists and indeed to the world in general, It 
has long been realized, for instance, that the male is 
conditioned by sexual experiences more frequently 
than the female. This is only one of the premises 
elaborated by this study but, as the authors admit, 
the data do not explain why such a situation is pres- 
ent,in human relations. Again, even La Rochefou- 
cauld knew ingthe mid-seventeenth century that 
“there are women who never had an intrigue; but 
there are scarce any who never had but one.” The 
1953 version remains unchanged. 

Taking into account the somewhat restricted 
method used in collecting the facts presented, the 
book gives us a balanced survey of consfderable 
value. Some may question, with reasonableness, 
whether the vast effort needed to collect the data 
was justifiable but, although the answer may be in 
the negative, medicine should be grateful for this 
survey, the product of manyeyears of labor by con- 
scientious and honest investigators. 

Henry R. Vers, M. D., 
Boston, Mass. 


Success 1ч PsvcHorHERAPY. Edited by Werner 
Wolff and Joseph A. Precker (New York: 
Grune & Stratton, 1952, Price: $4.75.) 


This monograph contains a series of 7 essays by 
various authors mainly oriented toward a crucial 
question of psychotherapy, viz., success—what is 
it—how is it come by? As is frequently the case 
in books in which many hands have had a part, 
the relationship among the various contributions 
is loose and there is no chapter that attempts to 
bring the material together. 

The first chapter, “Problems in the Definition 
and Measurement of Success in Psychotherapy,” 
by Mosak is of a general character and outlines 
many of the difficulties of evaluating psychotherapy 
from an objective viewfoint. The second chapter 
by Thetford studies the responsivity of the auto- 
nomic nervous system to frustration in an untreated 
control group and in an experimental group before 
and after "client-centered psychotherapy.” It is 
reported here that it was possible to distinguish 
between these groups by means of the galvanic skin 
response and the cardiac rate in terms of a higher 
threshold to frustration in the experimental group 
after treatment. In the third chapter, entitled “Рег- 
sonality Changes in Client-Centered Therapy,” 
Haimowitz and Haimowitz report that they applied 
the Rorschach Test to 3 groups, 1 receiving group 
therapy, I receiving individual and group therapy 
simultaneously, and an untreated control group. 
The data were analyzed on a 10-point scale oriented 
toward certain attitudes and processes felt to be of 
importance for personality integration. The authors 
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believe they demonstrate that changes in the direc- 
tion of better adjustment could be detected. The 
fourth chapter by Hamlin, Berger, and Cummings 
also used Rorschach material but with a different 
scale to rate adjustment. They found there was 
some indication that the test may be used to study 
change following therapy. The fifth chapter by 
Hogan attempts to measure client defensiveness 
with a scale designed for this purpose on the theory 
that successful treatment results in a reduction of 
neurotic defensiveness, The sixth chapter by Raskin 
deals with a locus-of-evaluation factor in psycho- 
therapy. A distinction is made here of a counselor 
thinking for the client, about the client, and with 
the client. Personality organization of the client 
also involves а locus-of-evaluation concept. CXents 
may begin counseling by reporting or showing ex- 
cessive dependence on the evaluations of others, 
but after successful treatment make a distinction 
between dependency and self-evaluation. There was 
a shift in the locus-of-evaluation as shown by a 
scale devised to measure this factor from "others" 
to "self" after counseling in то cases. The final 
chapter, “Circular Behavior,” by Anderson is a 
theoretical discussion based on material from many 
sources, Successful psychotherapy enables an indi- 
vidual to escape froma level of personality disinte- 
gration or from a vicious circle where domination 
of or by others is marked to a growth circle charac- 
terized by socially integrative behavior. 

The first 6 chapters are mainly inspired by the 
Rogers’ point of view and several are Ph.D, theses 
apparently carried out under his direction. To what 
extent the material may be referred to as involving 
psychotherapy is questionable, since the objective 
and method are different from psychotherapy as 
understood by psychiatrists. A more proper title of 
the monograph would be “Success in Counseling.” 
These essays, however, show sincere attempts to 
grapple with the difficult problems of measuring 
changes that occur during interpersonal relation- 
ships oriented primarily toward altering attitudes 
that are chiefly conscious, on a short-term basis. 
Because of this, psychiatrists who are interested in 
the more general problem of psychotherapeutic re- 
search will find many valuable suggestions in the 
monograph. 

F. E. Huston, M. D., 
State University of Iowa. 


Crime PREVENTION THROUGH TREATMENT: THE 
1952 Yearsook or THE NATIONAL PROBATION 
AND Parore Assocation. Edited by Matthew 
Matlin, (New York: National Probation and 
Parole Association, 1953. Price: $1.50, paper; 
$2.00, cloth.) 

The psychiatric content is surprisingly meager in 
this 1952 Yearbook. Except for a compact and use- 
ful paper by Chapman, not a single article is by a 
psychiatrist or clinical psychologist. It is not that 
the authors are unfamiliar with psychiatric con- 
cepts, but rather that they take them for granted. 
There are references to the importance of person- 
ality factors in delinquent behavior and to the value 


of psychiatric advice in rehabilitation. But these 
are peripheral and tangential, and not in the main- 
stream of any of the papers. 

There is material on the handling of both adult 
and juvenile offenders, a legal digest, a review of 
certain internal operational problems of probation 
and parole, and Dr. Chapman's paper on drug ad- 
diction. Except for an off-trail and rather hard- 
hitting article by Charles Boswell, all of the papers 
are highly conventional in doctrine, many indeed to 
the point of stereotypy. The standard and acceptable 
clichés of good probation and parole work are all 
here. This does not make the volume any less true 
of course, though it makes it somewhat pedestrian, 
A few of the, papers are highly practical; the one 
on job finding by Jean Long, the one on drug ad- 
dicts, the one on nonsupport cases, and the one by 
Paul Tappan dealing with civil rights. The inter- 
esting concept of “civil death” is understood by few 
psychiatrists. Tappan writes lucidly about it though 
he makes no effort to interpret the psychiatric fac- 


tors behind it, which is fair enough since he is a 


sociologist not a clinician. Another interesting 
paper by Frank Remington is on the semantics of 
the terms “felony” and “misdemeanor.” 

Like all anthologies, this is a ‘grab bag of ideas, 
some good, some bad. Parts of it are thought- 
provoking for those who work in the probation and 


parole field. And this would include the psychi- - 


atrist who serves the criminal court or works with 
agencies interested in the delinquent. 
Henry А. Davison, M.D, 
Washington, D. C. 


PSYCHOLOGICAL DISORDER AND Crime. By W. L. Nen- 
statter, M.D. (London: Christopher Johnson 
Press, 1953. Price: $4.50.) 

In their views towards criminal behavior, psychi- 
atrists seem to fall into 3 groups. There are those 
who argue that criminal behavior is per se abnor- 
mal, hence is not practiced by any but abnormal 
mentalities. At the opposite pole are those who f 
that most criminal behavior is motivated by fairly 
simple, readily understood, conscious forces in peo 
ple who are, by and large, psychologically normal. 
And in the middle of the road stand those who be 
lieve that criminal behavior is understandable only 
in terms of subtle, unconscious forces, but who 
not conclude thereby that most criminals аге р) 
chiatric cases, or that psychotherapy is the answer 
to the problems of crime. 

Dr. Neustatter belongs to the second school. He 
believes that most law-breakers are not suffering 
from, as he puts it, “psychological illness." He 
knows of course that sometimes there are deep 
seated emotional factors; but of this he says, It 
is fairly obvious when a psychological disorder 1 
present. The man who picks your pocket wow 
never ask to see a psychiatrist, unless of course, 
is caught.” 

‚ This book is addressed to lawyers, social workers, 

judges, prcbation officers and other intelligent 1ay- 

men. It includes a compact review of the elements 

of descriptive psychiatry, but very little attention 15 
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paid to dynamic factors. For instance, a wide va- 
riety of sexual deviations are described, but the 
only explanations offered are either endocrine ab- 
normality or “latent predisposition.” There is a 
20-page chapter entitled “Murder,” which is de- 
voted almost entirely to a recital of some bizarre 
murders with little effort to explore the piycho- 
pathology beyond the level of referring to the de- 
fendant’s “frustrations” or “bitterness.” 

"The book bristles with a common sense, “no non- 
sense” sort of attitude towards the delinquent. For 
example, he endorses the use of a “firm hand” in 
the handling of hysteria, and quotes with approval a 


М limerick which said that a hysterical patient needed, 


not a psychiatrist but а “psmackpottomist”. The pa- 
tient who commits a crime while in a fugue or am- 
nesic episode is, Dr. Neustatter suggests, being anti- 
social because “fundamentally he wants to be or 
because he succumbs to temptation like any other 
law-breaker." To explain the rising rate of juvenile 
delinquency in Britain, the author says “The poor 
who previously were expected to keep in their places 
... accepted this as the nature of things. But to- 
day, many are no longer willing to do this, prefer- 
ring an easy way of making money quickly.” An- 
other factor in juvenile delinquency is, he thinks, 
“the growing insistence on the rights of the under- 
dog ... producing a frame of mind in which they 
feel justified in taking the law into their own 
hands." 

One of the author's final conclusions is that 
"Satan finds mischief for idle hands, even in these 
days of psychological textbooks. . . . The explana- 
d for much mischief is nothing more subtle than 

d 

Dr. Neustatter simply does not believe than an ob- 
Sessive compulsive psychoneurosis can lead to anti- 
Social behavior. Kleptomania, he says, is part ofa 
Psychopathic personality. As far ths, here 
oddly enough, he is somewhat more sympathetic, 
though his reason will strike many American psychi- 
atrists as naive, Heregs his reason: ©“... ly 
cannot resist their urges, for otherwise why should 
they get themselves into needless trouble in spite of 
repeated punishment?” Another instance of the au- 
thor's curious naiveté: speaking of sex offenders, he 
writes that if the offender “is stable, honest, reli- 
able, has a good work record, then there is a good 
chance that he will not repeat the offense.” 

The book gives an interesting picture of the opera- 
tions of British criminal courts and 
agencies, The psychiatry is largely enumerative— 
а list of diagnoses, a description of each, a roster of 
the types of offenses commonly associated with each. 
The text is salted with interesting case reports. The 
Approach to forensic psychiatry here is essentially 
tactical, It is too elementary for the social worker, 
jurist, or psychologist who is familiar with basic 
Psychodynamic concepts; but for less sophisticated 
readers, it is a good primer. 

Henry А. Davison, M. D., 
St. Elizabeths Hospital, 
Washington, D. С. 
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Funcrionat, Neuroanatomy, Second Edition, By 
Wendell J. S. Krieg, B. S., Ph. D. (New York: 
Blakiston, 1953. Price: $9.00.) 

The plan and scope of this excellent textbook 
have not been changed in preparing the second 
edition. The text has been altered here and there 
to bring it into line with advances in our knowledge 
during the past 10 years, and new illustrations have 
been added as changes in the text required them and 
where experience in teaching has shown them to be 
needed, as in the description of the gross anatomy 
of the brain for example, 

The most significant changes appear in the de- 
scription of the auditory system, the diencephalic 
nuclei, the motor system and the cerebral and cere- 

mechanisgs. In altering and amplifying these 
sections the author has included additional original 
illustrations. These include reconstructions of tha- 
lamic and hypothalamic nuclei, as they would appear 
їп serial thick sections, and drawings of cerebral and 
cerebellar fibre bundles as they would appear in 
transparent brains, In all, 89 new and very' helpful 
illustrations have been added, It is unfortunate that 
the figures are not numbered consecutively because 
it is not always easy to find the figure referred to 
in the text. 

The textbook is designet for medical students 
and of necessity the presentation is dogmatic. The 
advanced student must keep this in mind. 

C. б, Smirn, M. D., 
University of Toronto. 


Progress 1ч CLINICAL PsvcHoLocv, Edited by 
D. Brower and L, E. Abt. (New York: Grune 
& Stratton, 1952.) 

The surge of clinical psychology within the last 
decade has been a zealous attempt of a young sci- 
ence to keep abreast of the rather excessive demands 
{ог knowledge and service that have been made on 
it. Training programs have been greatly expanded 
and improved. Research has flourished; new clini- 
cal techniques have been devised, and older ones 
have been constantly subjected to re-evaluation. In 
the tradition of science, clinical psychology has 
combined basic 1 tools with clinical acu- 
rj їп attacking Кау prpblems of human behavior 


Brower and Abt in editing the 2 bound sections 
of this first volume of Progress in Clinical Psy- 
chology have assembled a wide variety of material 
in order to cover developments in this field since 
World War Il, They have carefully included 42 
papers compiled by 39 specialists. The first section 
includes an introductory chapter on the historical 
and systematic emergence of clinical psychology, 13 
chapters on diagnostic and evaluative procedures, 
and 6 chapters dealing with psychotherapy. The 
second section includes $ chapters on developmental 
processes, 11 on the application of clinical psy- 
chology to special areas, 5 on the approaches to 
clinical psychology and a concluding chapter on 
professional problems. 

While most of the material covered in this book 
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can be found, in greater detail, in the psychological 
literature, the editors have performed a service in 
assembling and integrating this information into one 
readily accessible source. This not only provides a 
panoramic view of recent developments in clinical 
psychology, but also serves to stimulate further re- 
search and thinking. In a compilation of this sort 
involving so large a number of contributors, it is 
reasonable to expect variability in writing style and 
quality. However, taken as a whole, the book is 
clearly written and reads easily. Large bibliogra- 
phies appear in many of the papers; thus the book 
should prove a useful source of reference. 

As a whole the book seems to be geared toward 
the critical and objective assessment of the theoreti- 
cal and experimental literature. It is regrettable 
therefore, that in some instances, this goal was not 
fully realized. For example Brower, in his chapter 
on "Intellective Functions: Adults, an area in 
which research has been abundant, includes only 18 
references. He acknowledges that there has been a 
tremegdous amount of research in the past 6 years 
on scatter and subtest patterning of the Wechsler 
Bellevue Intelligence Scale, but does not critically 
appraise or even summarize the results of these 
studies, On the other hand, Ellis includes 394 ref- 
erences which represents a thorough and exhaustive 
coverage in his chapter on “Self-Appraisal Meth- 
ods.” However, he tends to tabulate the number of 
studies showing positive results against those that 
show negative findings as if the experiments were 
equal units which can be added or subtracted. Even 
when experiments are designed to deal with the 
same problem, they frequently differ with respect 
to many important variables. Consequently such an 
account of research data may be misleading. 

In her chapter on the Rorschach, Hertz attempts 
to evaluate objectively 262 investigations, but her 
long, favorable clinical experience with this instru- 
ment prevents her from completely accepting the 
frequent pessimistic research evidence. Early in her 
chapter she states, “It is the purpose of this paper to 
portray the Rorschach method as one which, though 
still lacking unqualified scientific acceptance as a 
psychological instrument, nevertheless, in the hands 
of an experienced clinician, is a clinical instrument 
which works" (p. то8). A similar view is expressed 
by Brown in his summary'of Human Figure Draw- 
ings as a projective test. He asserts, "The paucity 
of statistical studies and the ambiguous results ob- 
tained from them confirm the conviction of the clini- 
cal psychologist who is working with patients that 
he has little to learn from a methodology which 
uses over-simplified dichotomies and disregards the 
constellative aspects of a dynamically intricate de- 
vice" (p. 182). Brown implies that the statistical 
and experimental techniques employed in analyzing 
these data are inadequate, rather than also raising 
the possibility that the instrument itself may be in- 
adequate. He goes on to state that “. . . . figure 
drawings in the hands of a skilled clinician can con- 
tribute to the detailed etching out of an internally 

consistent and dynamically cohesive interpretation" 
(p. 182). Surely, samples of behavior from a given 
individual can be effectively utilized by “skilled 


clinicians,” but it seems to this reviewer that it is 
the responsibility of the scientific clinician to make 
his personal validations public. 

While the aforementioned criticisms are appli- 
cable to other chapters, they should neither prevent 
the material from being useful to others, nor detract 
unduly from the many critical and objective papers 
included in this volume. The scope of this book is 
wide, and its over-all effects are stimulating and in- 
formative. The editors plan to publish future prog- 


ress reports every 2 or 3 years. The specialist in - 
clinical psychology and psychiatry should find these | 


reports a valuable aid in keeping abreast of the re- 
cent literature and pertinent trends. А 
Irwin J. Knorr, Рн. D., 
The Psychopathic Hospital, 
State University of Iowa, 


Morsus ALZHEIMER AND MORBUS Pick. By Torsten 
Sjögren, Hakon Sjögren, and Ake G. H. Lind- 
gren. (Copenhagen: E. Munksgaard, 1952.) 


The authors have analyzed 80 cases of presenile 
psychosis drawn mainly from the mental hospitals 
in Stockholm and Gothenburg. Alzheimer's disease 
has been verified histologically in 18 cases and 
Pick's disease also in 18 cases. In 29 cases a diag- 
nosis of cerebral atrophy of the Pick-Alzheimer 
type has been made on clinical and encephalographic 
evidence and in the remaining 15 cases the diag- 
nosis of Pick-Alzheimer syndrome has been made 
on clinical examination alone. 

The first section of the monograph is a thorough 
investigation of the genealogy of these 80 cases 
There were 58 women and 22 men. The life expect; 
ancy at the onset of the disease was less than half of 
that for a person of the same age in the normal pop- 
ulation. Thirty cases among the siblings, parents, 
or grandparents had been diagnosed as suffering from 
the Pick-Alzheimtr syndrome, presenile dementia 
or senile dementia. Pick's disease showed a greater 
hereditary tendency than Alzheimer's disease in @ 
proportion of 22 to 8. These 2 diseases taken 5 
gether are believed to account for about 10% of à 
presenile and senile psychoses in Sweden. There 
were calculated to be 500 contemporary living cases 
with an annual increase of 75 cases. An interesting 
and unexplained finding was that in the histologi- 
cally verified cases, Pick’s disease predominated in 
the cases from Stockholm, whereas Gothenburg’ 
cases were mainly diagnosed as Alzheimer's disease 

The clinical analysis shows that the mean age 
onset in the Alzheimer cases is 55.3 years and 5 
years for the cases of Pick's disease. In the decease 
patients, Alzheimer's disease had a duration of © 
years and Pick’s disease 7 years. The diseases 06 


gan earlier in men than in woman, 52.4 and 5 2 


years respectively. 


A spontaneity has been found as frequently. inc 


the early stage of Alzheimer's disease as in Picks 


disease’ Increased muscle tonus and disturbance ei f 
gait were present in the cases of Alzheimer’s dis- 


ease and прзеп& in Pick's disease. Pneumoence- 


phalographic findings were not helpful in differen” | 


tiating between the 2 conditions. In 5 of the ! 
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histologically verified cases of Pick’s disease, there 
had been, in the early stage of the disease, social 
and ethical aberrations including lying, stealing, and 
the squandering of money. These errors of be- 
havior were not noted in Alzheimer’s disease. The 
2 diseases were indistinguishable, clinically, in their 
late stages. » 

The monograph ends with the pathological find- 
ings in 18 cases of each disease. 

In Alzheimer's disease the parietal as well as the 
frontal and temporal lobes usually showed cortical 
atrophy. The parietal lobes were not involved in 
Pick's disease. The Alzheimer cases also showed 
loss of ganglion cells and other degenerative 
changes in the basal ganglia. Basal ganglion de- 
generation was found only once in the 18 cases of 
Pick's disease. The additional findings of atrophy 
of the anterior end of the corpus callosum, (in 2 
cases), and of the cerebellum, (in 1 case), were 
seen in Alzheimer’s disease. 

In Pick’s disease the degenerative changes were 
confined to the frontal and temporal cerebral cortex. 

In Alzheimer’s disease the degenerate cortical 
tissue contained numerous argengophile plaques and 
changes in the neurofibrils of the cortical cells. 
These changes were never found in Pick’s disease. 
Ballooning of degenerate cortical nerve cells was, 
on the other hand, found uniformly in Pick’s dis- 
ease and never in Alzheimer’s disease. 

Eric A. Lrnext, M. D., 
Banting Institute, 
Toronto. 


Personarrry IN THE Makixc. By Helen L. Witmer 
and Ruth Kotinsky. (New York: Harpers, 
1952. Price: $4.50.) 

This book is “The Fact Finding Report of the 
Mid-Century White House Conference on Children 
and Youth.” It is an ambitious survey of the pres- 
ent state of knowledge of what goes into the mak- 
ing of personality, ang rather more broadly than 
this, what goes into the making of-strong children 
and sturdy, reliable citizens. A tremendous amount 
of ground is covered, some of it well documented, 
but some without supporting bibliographical refer- 
ences, The book throughout is provocative and 
stimulating reading, No previous work has covered 
the ground as comprehensively or as well. The 
preface offers a statement of purpose, and recognizes 
that the book contains some speculation by saying 
that all workers in these fields “are acutely aware 
of great chasms of ignorance.” Accepting the fact 
that convincing, quantitative research is scarce in 
the area of personality development, the authors 
Pose such questions as: What are the real roots of 
character? What experiences in home and school 
are most conducive to the attainment of the good 
life in maturity? What configuration of events in 
the life history leads to the making of a bigot? 
What is the effect of economic insufficiency upon 
developing personalities? What are the effects upon 
Personality of cultural variations? The authors have 
used psychiatric and medical consultants, but the 


main orientation is through the social sciences and 
psychology. 

The first part of the book deals with the develop- 
ment of the healthy personality and covers such 
aspects as family background, the influences of en- 
vironmental stresses, and favorable factors. The 
chapter on the influence of congenital characteristics 
may elicit some controversy from dynamic psychi- 
atrists who feel that activity, vigor, and sensitivity 
are largely determined by the child’s experiences 
after birth rather than by constitutional determi- 
nants. The point is clearly made, however, that 
personality is formed in the home; that loving and 
intimate family relationships create trust, security, 
and confidence in the child; and that personal dig- 
nity,@a sense of value, and strong personalities in 
the parents tend fo develop the same characteristics 
in the child. The book does not attempt to go into 
psychiatric theory regarding incorporation of paren- 
tal images in the personality structure of the child, 
but nonetheless, makes the point that factors present 
in the environment and personalities of the parents 
have a determining effect on the young developing 
personality. 

One of the most impressive sections of this book 
has to do with disturbances in the development of 
children, arising from social, cultural, and physical 
limitations, and underprivilege in general. Evidence 
is cited to show that poor nutrition in the parents 
creates low resistance in the children, and that 
children brought up under substandard conditions 
of housing, feeding, etc., are more subject to illness, 
have a higher death rate, and a higher delinquency 
rate than children from "better" surroundings. This 
indicates the general way that substandard citizens 
are produced. 

А very valuable chapter is on the effects of preju- 
dice and discrimination. The influence of these 
factors in minority groups is stressed and reasona- 
bly well documented. Some mention is made of the 
deleterious effects of discrimination and prejudice 
on the character of the oppressor. The devastating 
material on the subject of such changes in character 
brought about by playing the role of the oppressor 
(such as the work of Bettelheim on concentration 
camps) has not been cited here. 

The second part of this book is developed under 
the over-all heading “Imflications for the Conduct 
of Social Institutions.” The line of thought is ad- 
vanced that if the institutions of our democracy are 
to foster strong and sound personalities they must 
work toward creating a favorable environment, both 
in the social and cultural scene as well as within the 
individuals involved. The school must concern itself 
with the total personality, laying as much emphasis 
on the emotional development of the child as on his 
intellect or knowledge. Similarly, the church, the 
social agencies, the leisure-time services, etc., must 
all direct themselves towards the same comprehen- 
sive goal. 

As a psychiatrist, I feel that the participation of 
the medical profession in this over-all picture has 
been somewhat underemphasized, although not en- 
tirely neglected. Reduction or loss of identity of the 
medical role in the mental health movement has been 
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а source of great concern to many child psychi- 
atrists. The recently formed Academy of Child 
Psychiatry is a manifestation of this fact, and con- 
stitutes in part, at least, an attempt to clarify and 
underscore the medical aspects of emotional develop- 
ment of children by defining a subspecialty to study 
and work with problems arising in these areas. 
Concern with the social and cultural factors in 
mental illness have the same significance for the 
child psychiatrist that any study of etiology has for 
a medical man, If the field has been too much taken 
over by social scientists it is the psychiatrists them- 
selves who are at fault and who are taking measures 
to correct the situation, 

The last section of this book deals with methods 
for further research, definition of areas in which 
quantification is still needed, techniques for evaluat- 
ing programs, and other suggestions that will be of 
the greatest help in “the longitudinal approach to 
the problems of helping American citizens achieve 
mature, physical, and emotional development.” The 
book would be stronger if it were more completely 
documented with bibliographical references, and a 
separate index of authors would help considerably 
in making the material readily accessible. This is an 
ambitious and extremely successful undertaking, 
presenting a comprehensive view of the subject that 
can be found nowhere"else, 

Manrcarer C.-L, Grea, M.D., 
St. Louis, Mo. 


PsvcHoNEUROTIC Авт, It's FUNCTION IN Рѕүсно- 
THERAPY. By Margaret Naumberg. (New 
York: Grune and Stratton, 1953. Price: $6.75.) 


This is a companion to Schisophrenic Art by 
the same author. It gives in pictures and words, 
with remarkable clearness, an obsessive-compulsive 
patient’s growth to “inner strength and peace.” The 
departures of 2 kinds of anxiety are nicely differ- 
entiated from the trace of compulsive anxiety left 
behind. The suggestion is made that images go 
deeper than words and sometimes escape the cursor, 
but also that the pictures increase the flow of words. 
Certainly this patient's flow of fancy is never 
checked. The illustrations, many in color, are fully 
described in the text and mark, in a striking way, 
the progress toward recovery. 

After the case history come retrospective ac- 
counts by the patient, comparisons of early and late 
Rorschach tests, and exhaustive excellent bibliog- 
raphies. Some of the quoted opinions may not give 
a full account of the quoted author's ideas. 

In Kenneth Appel's words in the preface, this is 
"a new attack, stimulating and provocative." 

Ear D. Box», M. Р”., 
Pennsylvania State Hospital. 


ApoLESCENCE. By Marguerite Malm and Olis C. 
Jamison. (New York: McGraw-Hill, 1952. 
Price: $5.00.) 


“The objectives of this book . . . are three: to help 
adults get along better with the adolescent, to help 
them understand what the adolescent needs to live 
wholesomely and happily, and to show how these 


E 


needs may be met." These objectives are to a large 
extent fulfilled. 

An intimate view of adolescents, their special 
ways of responding, their views of the world, their 
problems, their activities, is given by the authors, 
The most appealing parts of the book are the quota- 
tions 'from adolescents which enable the reader to 
sense their feeling directly. Unfortunately in the 
pages devoted to dating, necking, and petting, we do 
not get a really close view of these important ac- 
tivities. They are treated somewhat distantly, 

A valuable teaching technique is found at the end 
of each chapter where a paragraph entitled “Remi- 
niscences” is devoted to questions recalling the 
reader's own adolescence. For example in the chap- 
ter "The World of the Adolescent," one finds the 
following questions: "In what way were you a 
typical teen-ager in your adolescence?" “Have you 
changed greatly since your high school days in your 
aspirations?” etc. The “Reminiscences,” together 
with topics suggested for discussion, make this book 
an excellent guide for discussion groups both of 
adolescents and adults. 

Many aspects of adolescence are treated; these 
include physical development, social and personal 
adjustment, the ideals of adolescence, vocational 
problems, the adolescent and his home, adolescent 
delinquency, the adolescent and the community. 
There is a Substantial amount of material, together 
with a good bibliography of the relevant literature, 

While the introduction states that the book is de- 
voted to the adult in general, the bulk of the sug- 
gestions is directed to teachers. This is probably due 
to the fact that both authors are on the faculty of 
the Indiana State Teachers College. The focusing 
on the teacher, however, seems overstressed ; first, 
because parental influences and other extra-school 
influences by far outweigh the school’s, and second 
because the unfortunately subordinate position 0c- 
cupied by the teacher in today's society prevents 
him from adequately fulfilling his role. Theon 
the many points raised on what the teacher shout 
do, while in themselves excelent, must remain aca 
demic till a basic change occurs in the relation be 
tween the school and the community. As long as 
the executive, junior or senior, remains the id 
of the good life, such a change seems unlikely. Does 
the striking absence of any mention of learning | 
among the aims of the “good school,” in a bs 
which both school and ideals are heavily weighted 
derive from this latter attitude? d 

The ideals that an adolescent should have af 
how to help him achieve them receive thoroug! 
treatment. Similarly, the ideals of teachers and com- 
munity in connection with adolescents are need 
stressed. In this regard a curious and common ue 
creeps in. By dint of stressing ideals, the "ought 
for the adolescent and the adult, we add to the pre 
valent insecurity. What should be a natural end- 
product of good living becomes something to 
achieved through striving. “The teacher should have 
an ideal of emotional maturity toward which he ЫТ 
strive." This topic, however, leads into the poss {Г 
conflict between individual health and social "he: 
and is beyond the stated scope of the book. 
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All in all, this book is a valuable contribution to 
parents, teachers, and social workers. 
Leo A. Sprecet, M. D. 
Hawthorne-Cedar Knolls School, N. Y. 


Снпркем or Divorce. By J. Louise Despert, М. р. 
(Garden City: Doubleday, 1953. Price: $3.50.) 


In this remarkable book the author, who has had 
wide experience in child psychiatry, addresses her- 
self to parents who are contemplating divorce and 
to those who actually have been divorced. It is a 
direct and eloquent appeal that the emotional needs 
of children of those parents should not be forgotten 
in the “forest of marital problems.” Since the book 
is intended for lay people, technical terminology is 
kept at a bare minimum. It is well written, and the 
author's various points are logically made in a 
most interesting manner. 

This is one of the first works in a heretofore 
neglected field, and it should be of prime interest to 
those dealing with marital difficulties, The author 
coins the phrase "emotional divorce" which is most 
descriptive. She points out that in many cases 
couples remain together “for thé sake of the chil- 
dren,” when in reality they are providing a most 
destructive situation as far as the emotional develop- 
ment of those children is concerned and that an 
actual divorce might be preferable. She makes an 
eloquent appeal that children should not be used as 

pawns” by one parent against the other in at- 
tempting to seek some advantage or to embarrass 
the estranged partner. All children need the love 
and affection of both parents even after divorce. 
Therefore, intelligent parents who are contemplat- 
ing divorce and who have the best interests of their 
children at heart will stress the strong points of 
each other and do nothing to jeopardize the love of 
the children for either of them. In return, the par- 
ents will be amply repaid in ternts of love and re- 
Spect for the children. 

The ‘author utilizes the case history method to 
exemplify her various points. The cases which she 
has selected are excellent examples. The last chap- 
ter, “Love is Enough,” is an actual family history 
which clearly indicates that love and emotional 
security provided by parents are far more important 
than financial and material security which is de- 
void of those two necessary ingredients for proper 
emotional development of children. 

The author stresses the inadequacies of many 
courts in both their organization and practices, and 
she makes an eloquent and logical plea for uniform 
divorce laws and courts which would provide for 
the emotional needs of the children and not for 
the “delinquent” parents. 

The reviewer wonders however, how many par- 
ents, undergoing the emotional upheaval of contem- 
Plated or actual divorce proceedings, would be able 
to read this excellent book quietly and act intelli- 
gently on the principles offered in it, without pro- 
iessional help. We must agree, however, that if 
only a few children benefit then the effo would be 
eminently worthwhile. 

n conclusion, the reviewer believes that this book 


is a very important contribution in the largely neg- 
lected field of “Children of Divorce.” It will be 
considerable help to those engaged in the fields of 
child psychiatry and marriage counseling. 
Marcom J. Farrett, M. D., 
Waverley, Massachusetts. 


ENCYCLOPEDIA OF ABERRATIONS. Edited by Edward 
Podolsky, M.D. (New York: Philosophical 
Library, 1953. Price: $10.00.) 


“This book is so full of a number of things, 
Its readers should all be as happy as kings.” 


But Alexandra Adler, who wrote the foreword 
seemed to have her misgivings. 

Tó begin with, the designation “Encyclopedia” is 
used too confidently. The word “encyclopedia” im- 
plies all-inclusiveness, exhaustive treatment of a 
subject. This book is not that, despite its 550 double- 
column pages. On the contrary, it is preponderantly 
selective. As Dr. Adler gently complains: “The 
large field of the neuroses and related sexual, aber- 
rations is defined and presented by articles based on 
the Freudian school of psychoanalysis and the papers 
reprinted from journals of this school. Representa- 
tives of others schools . . . undoubtedly would have 
chosen a different terminology and would have se- 
lected different original papers for information on 
this subject matter... a different volume would |. 
have to be printed to do justice to all the various * 
systems of psychology.” We merely quote these 
remarks of Dr. Adler as indicating that the “En- 
cyclopedia” is a one-sided compilation and not a 
comprehensive and balanced survey of the broad, 
many-sided field of psychiatry. It cannot therefore 
be recommended as “a psychiatric handbook,” al- 
though the title page asserts that it is. 

There is a uralte Idee that the brain is an organ 
that has something to do with the mind and that 
brain lesions have relation to certain mental dis- 
orders, Accordingly one would expect to find that 
a psychiatric handbook would include the organic 
psychoses that are so integral a part of the field. 
They are not in this book, Dementia paralytica, 
Huntington's chorea, brain tumor, arteriosclerosis, 
multiple sclerosis, senile disorders such as Pick’s 
disease and Alzheimer’s disease are not even listed. 
There is no mention of mf€ntal deficiency or any of 
its varieties although moronic geniuses are dis- 
cussed, including a sketch of the career of that ex- 
traordinary nineteenth-century musical prodigy, the 
Negro, Blind Tom. 

Curiously enough, although neurotic reactions are 
considered under numerous other headings, they are 
not shown under their common names where the 
student might look for them in the alphabetical 
order of this book. With the exception of a halí- 
page on “Hysteria as a Conditioning Process," there 
is no listing of neurasthenia, psychasthenia, psy- 
chalgia, globus hystericus, and various other terms 
denoting neurotic phenomena. Even the words neu- 
rosis and psychoneurosis do not appear in their al- 
phabetical places. However, anxiety states and pho- 
bias are dealt with at some length and obsessive- 
compulsive states are mentioned. 
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Many other terms that one would expect to find 
at least set down in their places and defined are 
missing, e.g., verbigeration, Korsakoff's syndrome, 
déja vu, nymphomania, satyriasis, presbyophrenia, 
phantom limb (mentioned under Body Image Dis- 
turbances), hypnagogic phenomena (under Waking 
and Sleeping Intermediary States). There is a 
partial account of hallucinations but the term “de- 
lusions" is not listed and there is therefore no dis- 
cussion of the several symptom types under that 
head. In a good many places cross-references would 
materially assist the student to find what he is look- 
ing for. If he is interested in lycanthropy he will 
find a 2-line definition and perhaps not discover that 
under Therianthropy there is a 4-page discussion of 
the subject. Pseudolalia is here but not pseudologia. 
The latter along with the other forths of falsification 
will be found in Ben Karpman's interesting 12-page 
discussion of Lying. 

Among other excellent features may be men- 
tioned Katzenelbogen's article on Dementia Prae- 
cox; John D. Campbell's section the Manic-Depres- 
sive Psychosis which deals in considerable detail 
with depressive states; Roger J. Williams' study of 
the Etiology of Alcoholism; Jenkins' discussion of 
the Schizophrenic Process; Mintz analysis of 
Group Behavior ; Diethelm's article on Psychopathic 
Personality; Leavit's review of Juvenile Delin- 

,quency. There are also somewhat detailed contribu- 
‘tions on the common drug addictions. These longer 
articles are reprinted from the periodical literature, 
quite a number also from the Handbook of Correc- 
tional Psychology. 

There are not a few oddities among the topics 
listed. We have the Psychology of Nudism. Next 
door is Nun's Melancholy (including case reports of 
4 Catholic nuns—7 pages). There are 11 pages on 
Hair Plucking. Then we come to Post-orgastic 
Emptiness, which we learn is a specific form of 
"horror vacui" (No emptiness in the exposition— 
9 pages). 

The reviewer has perused the volume with much 
interest and found it somewhat difficult to arrive at 
an equitable appraisal. The Encyclopedia of Aber- 
rations is indeed an unusual and considerable as- 
semblage of material even if it isn't exactly an 
encyclopedia. 


C.B.F. 


DICTIONARY ОР Рѕүсн1лткү AND PsvcHoOLocv. By 
William Н. Kupper, M.D. Patterson, N. J.: 
The Colt Press, 1953. Price: $4.50.) 


This slender volume of 194 pages is described 
fairly enough in its subtitle as “An Illustrated Con- 
densed Encyclopedia of Psychiatry, Neurology and 
Psychology.” It is much more entitled to be called 
an encyclopedia, however miniature, than is the 
volume reviewed just preceding this one. 


In this dictionary definitions are laconic: trauma 
= “injury”; some seem hardly necessary: pre- 
natal = "before birth"; some do not convey much 
meaning: stigmata — "marks or signs oí"; occa. 
sionally there is careless proofreading: ethic= 
“pertaining to the races of mankind.” For the most 
part however, the statements contain much in little, 
and major topics are treated in reasonably long out- 
line; dementia praecox, for example, nearly 4 pages 
including tables of results of treatment. 

The Dictionary covers the field of neurology and 
psychosomatics, the commoner manifestations of 
which are listed. The physiology of the nervous 
system is sketched in 34 pages; the various re- 
flexes are described; and there are diagrams of the 
brain, spinal cord, cerebral circulation, nerve tracts, 
even the bones of the skull along with a discussion 
of skull fracture. 

Many of the entries include references for wider 
reading. These are generally good; in some: cases 
key sources are missed: suicide references lack 
Durkheim; those on hypnotism lack Braid who 
coined the term. 

Ап interesting feature is the treatment of the 
phobias. Not only are the scientific terms entered 
each in its proper place, but the English equivalent 
will also be found in its alphabetical order. Thus if 
you are writing about the morbid fear of dogs but 
can't remember what it is in Greek, just look up 
“dog-fear” and there it is—"cynophobia." 

The Dictionary contains a number of topics that 
one might not expect to find in such a work, espe 
cially in one of so small compass, but which are 
valuable for reference. Under the entry "hospitals" 
are listed by states alphabetically the state hospitals 
Íor mental disease in the United States. There are 
also 5 pages of mental hospital statistics for a 10- 
year period (1939-1948). Under “journals, psychi- 
atric and psychological" will be found the titles and 
publication headquarters addresses of the American 
journals and a considerable number of the foreign 
ones. Under “poisoning” most of the common forms 
of poisoning are set down tügether with treatment 
indications, " 

In а 2-page item, “history of psychiatry,” some 
of the highlights from prehistoric times are men- 
tioned. Needless to say the outline is sketchy. It 
closes however with the comforting statement: 
the present time, the physics and chemistry labora- 
tories have replaced speculation and promise many 
dramatic and new discoveries." t 

There are brief biographical entries concerning 
notable persons in the psychiatric and related fields. 
To be quite up-to-date the Dictionary has a state 
ment on cybernetics, with references. And for 800 
measure, there is a plentiful sprinkling of slang 
terms and underworld argot for the enrichment of 
our impoverished psychiatric vocabulary. BE 
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LETTER FROM JAPAN 


TSUNEO MURAMATSU, M.D.,1 Nacova; ROBERT J. LIFTON, М. D,? New York Cirv; 
AND TAKEO DOI, M. D,’ Toxyo : 


Despite an increasing interest in “dynamic” 
factors brought about by the postwar Ameri- 
can influence, the prevailing approach and 
major focus of Japanese psychiatry remains 
essentially organic. Studies in central ner- 
vous system anatomy, pathology, physiology, 
and biochemistry? which 'constitute major 
fields of interest, are still considered to fall 
within the over-all province of psychiatry, 
and Japanese workers in these disciplines 
have made significant contributions to the 
literature within the past 5o years. This ex- 
clusively organic or constitutional outlook, 
however, with the more resent consideration 
of environmental factors, is being gradually 
replaced by a developing eclecticism, within 
the limits of which there exists considerable 
variation in thought and approach. 

Modern Japanese psychiatry, like other 
medical specialities, ths an essentially Ger- 
man heritage. This stems primarily from the 
training of Japanese physcians, who were 
later to become leaders in the psychiatric field, 

. in German and Austrian clinics; notably 
Dr. Shuzo Kure, one of the early professors 
of psychiatry at Tokyo University, who 
studied under Kraeplin and Nissl. Under 
this predominantly German, and, to a lesser 
extent, French influence, Japanese psychiatry 
developed a keen interest in nosology and 
detailed description of symptomatology, be- 
coming particularly concerned with the psy- 
choses and research into their organic as- 
pects. Freudian concepts were introduced 
largely through the teachings of Dr. Kiyo- 
yasu Marui, then professor of psychiatry at 
Tohoku University, Sendai, more than 30 
years ago; but have generally been unpopu- 
ec 
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lar, and have received little acceptance at 
most psychiatric centers. There has been 
a recent revival of interest in psychoana- 
lytic theory, however, most evident among 
younger psychiatrists. 

At the fiftieth annual meeting of the Japa- 
nese Association of Psychiatry and Neurol- 
ogy, held in Sendai in May 1953, Dr. Seizo 
Katusnuma, president of Nagoya National 
University, and former professor of internal 
medicine; and Dr. Yushi Uchimura, profes- 
sor of psychiatry of Tokyo University Medi- 
cal College, delivered keynote addresses in 
which they discussed these historical factors 
as well as current trends in Japanese neurol- 
ogy and psychiatry respectively. 

At that time, Dr. Uchimura enumerated 


the most important Japanese studies during: „ 


the past 5o years, including: "Iron Reaction 
in Brains of Progressive Paralysis" (1913), 
by Dr. Dorin Hayashi; “Recent Studies on 
the Choroid Plexus” (1921), by Dr. Sada- 
michi Kitabayashi; “On Steinach’s Opera- 
tion” (1921, 1923), by Dr, Yasusaburo Sa- 
kaki; and more recently; “A Method of 
Electric Conyulsive Treatment,” by Dr. Goro 
Yasukochi (1939) ; “Psychotherapy of Shin- 
keishitsu" (Nervousness), by Dr. Shoma 
Morita; “Psychiatric Studies of the Ainu, 
Particularly Imu,” by Yushi Uchimura, et 
al; “On the Characteristics of Japanese 
Aphasia,” by Dr. Kinnosuke Miura and Dr. 
Tsuneo Imura; "Criminal Biology and the 
Twin Method,” Dr. Shufu Yoshimasu ; *Me- 
tabolism of Schizophrenia,” by Dr. Dorin 
Hayashi; and “Cerebral Pathology Caused 
by the Atomic Bomb,” by Uchimura, et al. 
Among these, Uchimura’s Ainu Studies, 
because of their dynamic and anthropological 
implications, may be of particular interest to 
American readers. The term “Imu,” in this 
paper, refers to a fear reaction found chiefly 
among the women of the Ainu (a near- 
extinct race among the original inhabitants 
of Japan, now found only in Northern Ja- 
pan). This phenomenon had been previously 
described by other Japanese authors, but 
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Uchimura and his group made a particularly 
comprehensive study in which they stated : 

It [Imu] consists of agitated movement, echolalia, 
echopraxia, automatic obedience, catalepsy, and 
impulsive activity. ... The reaction is temporary 
and is in most cases precipitated by seeing a snake 
or hearing the word “snake.” ... It is believed 
that this is an hysterical reaction, although it can be 
contended that this reaction is far more primitive 
than ordinary hysteria. . . . Therefore, Imu may be 
considered to be the archetype of hysteria. 


The potentially fruitful interpretation of 
psychodynamic mechanisms was not explored 
in this monograph. А е 
The average Japanese academic psychiatric 
clinic is headed by a professor whose back- 
ground had been essentially in an organic 
field, such as neuropathology. A considerable 
aura surrounds the professor, and there is a 
somewhat more distant relationship between 
the teachers and their students than is found 
in most American clinics. There is no formal 
residency program pthose who seek speciality 
training serve as full-time physicians on the 
psychiatric service for a variable number of 
years after which they generally receive 
teaching appointments or positions on the 
staffs of other mental hospitals. There is 
little in the way of office practice, with psy- 
chiatric work mostly confined to hospitals, in- 
cluding national, prefectural, municipal, uni- 
versity, and private institutions. As in most 
other countries, there is a tremendous short- 
age of mental hospital beds, and great prob- 
lems exist in maintaining adequate facilities 
and personnel for the care of patients. 
Psychiatrists, for the most part, do not 
work with clinical psychologists or social 
workers. These latter two disciplines exist 
in Japan but are relatively new and are not 
closely affiliated with medical centers. Psy- 
chologists at clinics have been, until recently, 
working primarily with intelligence tests, but 
are now beginning to manifest considerable 
interest in projective techniques. As evidence 
of this, there have recently appeared several 
attempts to standardize both the Thematic 
Apperception and Rorschach tests for Japa- 
nese subjects. An exception to this trend of 
lack of integration of these disciplines is the 
clinic at Nagoya National University School 
of Medicine, where a more environmental 
and dynamics approach prevails, with utiliza- 
tion of social workers and clinical psycholo- 
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gists. This "holistic" orientation, which in- 
cludes also consideration of constitutional 
and biological factors, was developed by one 
of the writers of this letter * and described by 
him in a paper delivered at the recent annual 
meeting. The expanding program at Nagoya 
has been helped considerably by a grant from 
the Rockefeller Foundation. 

The great majority of the papers delivered 
at the meeting of the Japanese Association 
of Psychiatry and Neurology were concerned 
with organic research including a special 
seminar on the diencephalon and midbrain, 
One of the most important and original pa- 
pers was a neurosurgical report by Nara- 
bayashi and Okuma of Tokyo University on 
“Procaine Oil Blocking of the Globus Palli- 
dus for the Treatment of Rigidity and Tre- 
mor of Parkinsonism.” The authors have 
impressively demonstrated their results to 
groups of American military physicians and 
will soon publish their paper in an American 
neuropsychiatric journal. Others in this 
group that were especially interesting were 
Inose and Yokoi’s “Pathology of Cerebral 
Arteriosclerosis,” Kamimura's “An Expert- 
mental Study of Motor Reactions Produced 
by Stimulation of the Diencephalon,” and 
“Ventriculoscopy with an Original Instru- 
ment,” by Takayoshi Nomura. 

A symposium on psychoneurosis was also 
held, and theoretical reports were presented 
representing concepts of French, German, 
American, and other schools. It is in the ap- 
proach to the neuroses that the tremendous 
variation in orientation of Japanese psychi- 
atrists is most in evidence with papers run- 
ning the etiological gamut from an essentially 
constitutional point of view to consideration 
of abstract psychoanalytic theories. Rela- 
tively few of the papers on neurosis 
with actual case studies. 

A notable exception was the “Study of 
Personality Development by the Twin 
Method,” by Dr. Keizo Okada, director of 
the Department of Eugenics of the National 
Institute of Mental Health, where one 0 
the authors * serves as a research consultant. 
Dr. Okada, working with members of the In- 
stitute for Brain Research, Tokyo Univer 
sity, followed the personality development 0 
9 pairs ofemonozygotic twins over a 10-yeat 
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period. He noted that, despite many similari- 
ties, there was considerable variation in per- 
sonality trends within each of the pairs 
studied, depending upon relationships with 
parents and parent figures, as well as other 
dynamically important environmental factors. 
It is also significant that such topics as psy- 
chological factors during the menstrual cycle, 
suicide as a conflict reaction, and observation 
on group neurosis were dealt with, reflecting 
the increasing interest of Japanese psychi- 
atrists in the application of dynamic concepts. 
Importation оЁ Americán ideas has been 
brought about by books and articles, joint 
meetings with American military psychia- 
trists, and the few Japanese psychiatrists 
who have obtained training in American clin- 
ics. Japanese translations of works by Karl 
Menninger, Erich Fromm, Lawrence Kubie, 
and Karen Horney, in addition to those of 
Freud, are beginning to be read; and most 
psychiatrists can read English, as well as 
German, sufficiently well to study original 
books and papers in these languages. Japa- 
nese and American psychiatrists have ob- 
tained mutual benefit from both formal 
meetings and informal exchange, with Japa- 
nese-American Neuropsychiatric Societies 
now thriving in both Fukuoka and Tokyo. 
One of the authors* who has been par- 
ticularly interested in crosscultural studies, 
has been in communication with leading 
American and Canadian psychiatrists con- 
cerning this type of research, and has sug- 
gested the formation of a liaison group 
between the American and Japanese Psychi- 
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atric Societies, for the purposes of mutual 
exchange of information and cooperative re- 
search ventures. At the present time, George 
DeVos, an American clinical psychologist, 
is working at the Nagoya clinic as a Ful- 
bright Research Scholar, on a project involv- 
ing comparative psychological testing of Jap- 
anese individuals in America and in Japan. 
In addition to this, one of the authors * was 
the first American to attend an annual meet- 
ing of the Japanese Association of Psychi- 
atry and Neurology, with his two colleagues 
sefving as fajthful interpreters. 

In its attempt to absorb dynamic concepts, 
Japanese psychiatry is handicapped by the 
very small number of individuals here who 
have significant training and experience in 
working with this orientation. This problem 
is being partially met by the influence of 
those who have studied in American and 
European clinics, but there remains a great 
need for trained teacher of dynamic psychi- 
atry. 

"Thus, Japanese psychiatry at the present 
time must be considered to be in a state of 
flux. The recent influence of American dy- 
namic psychiatry is beginning to make a 
slight dent in the firm foundations of the 
previously existing predominantly organic 
heritage. Although this has resulted in some 
confusion, it may be considered to be an in- 
tegrative process, from which a more flexible 
and inclusive brand of Japanese psychiatry 
will undoubtedly ultimately emerge. 


5 Lifton. 


THE HISTORY OF THE FOUNDING OF THE EASTERN 
STATE HOSPITAL OF VIRGINIA 


GRANVILLE L. JONES, M. D,* WILLIAMSBURG, Va. 


After 180 years of existence on the origi- 
nal site the oldest state mental hospital in 
the country is in the process of removal to a 
new location. Founded in Williamsburg, the 
then Colonial Capitol of Virginia, by an Act 
passed by the House of Burgesses in 1769 
the “Publick Hospital for Persons of Insane 
and Disordered Minds" opened'its doors on 
October 12, 1773. Although there had been 
wards or buildings for the mentally ill at- 
tached to general hospitals (in Philadelphia, 
for example), the hospital in Williamsburg 
was the first public institution solely for the 
care of such patients. At this time when the 
oldest is about to become the newest mental 
hospital in the country, it seems fitting to re- 
view the circumstances of its inception. 

< On November 6, 1766 Francis Fauquier, 
the Royal Governor, recommended to the 
General Assembly that some provision be 
made for the care and treatment of the in- 
sane. He said: 

It is expedient that I should also recommend it to 
your consideration and humanity a poor unhappy 
set of people who are deprived of their senses and 
wander about the country terrifying the rest of 
their fellow creatures. A legal confinement and 
Proper provision ought to be appointed for these 
miserable objects who cannot help themselves. 
Every civilized country has a hospital for these 
people where they are confined, maintained and at- 
tended by able physicians to endeavor to restore 
them to their lost reason. 

Fauquier had to renew his request the fol- 
lowing year. After reminding the legislators 
that they had passed a resolution to establish 
a hospital but that nothing further was done 
about it, he said, “It was a measure which I 
think could offend no party, in which I was in 
hopes humanity would have dictated to every 
man as soon as he was acquainted with the 
call for it.” True enough, the House of 
Burgesses was greatly concerned with the 
general subject of the relationship of the 
colonies to Mother England, and perhaps the 
great and far-reaching implications of this 
relationship pushed other subjects out of 
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their minds. Nevertheless, it seems signifi- 
cant that the Governor despite these other 
matters of major importance persisted in 
what he felt was an ethical duty of the gov- 
ernment to perform. While there were many 
others in the Colony whose names are per- 
haps more familiar than his, and whose in- 
terest in mankind cannot be doubted, the evi- 
dence seems quite convincing that it was 
indeed Fauquier's original idea to establish 
a hospital. 7 
Francis Fauquier was born in England in 
1704, the eldest son of a physician, Dr. John 
Francis Fauquier. „Не was distinguished for 
his learning and, like so many of his contem- 
poraries both in England and in the colonies, 
was accomplished in many diverse fields. He 
was a director of the South Sea Company 
and his interest and ability in public affairs 
was evidenced not only by his appointment as 
Governor in 1758 of the richest and most 
powerful of the American colonies, but also 
by the fact that in 1757 he wrote a paper on 
“The Ways and Means of Raising Money 
for the Support of the Present War without 
Increasing the Public Debt.” It is also noted 
that as Governor of Virginia he advised 
Prime Minister Pitt against the taxes which 
Parliament was considering to finance the 
Seven Years War and in particular he ob 
jected to the Stamp Act. He was also on the 
popular side of the controversy concerning 
the Parsons’ Causes. After the close of the 
French and Indian War (the American 
phase of the Seven Years War), he turned 
his attention to improving conditions in Vir- 
ginia. Fauquier’s interest in natural sciences 
was great. He was a member of the Royal 
Society and his article on hailstones observ 
in Virginia in 1758 was read by his brother 
William to the Society after Francis’ death. 
The opinion is expressed by Tyler that: 
The explanation of this sympathetic attitude of 
Fauquier is to be found in his devotion to scientie 
studies, which were antagonistic to dogmas O* © 
kinds—religious or governmental. He delighted 1 
the company of Dr. William Small, the professor 
of natural philosophy at William and Mary, and ? 


—— eee ee a Aa 


1954] 


his table the youthful Jefferson, Page, Walter, 
McClurg and others of the Virginia youth learned 
their lessons in the Rights of Man. 


Francis Fauquier’s will, which is recorded 
in the Court House in Yorktown, Virginia, 
gives significant glimpses into his person- 
ality and social conscience. He provided that 
an autopsy should be done on his body, that 
it 
... be Deposited in the Earth or Sea as I shall 
happen to fall, without any vain Funeral Pomp and 
as little expense as Decency can possibly permit, 
Funeral Obsequies as it has long appeared to me 
being contrary to the Spirit of Religion of our 
Blessed Saviour. 


Referring to his slaves he described them as 


... part of my Estate in its nature disagreeable 
to me, but which my situation made necessary for 
me; the disposal of which has constantly given me 
uneasiness whenever the thought has occurred to me. 
I hope I shall be found to haYe been a Merciful 
Master to them and that no one of them will rise up 
in Judgement against me in that great day when all 
my actions will be exposed to public view. For with 
what face can I expect Mercy from an offended 
God, if I have not myself shown mercy to those 
dependent on me. [He proceeds to provide that as 
far as possible his slaves] shall have liberty to 
choose their own Master and that the Women and 
their children shall not be parted. 


This, it should be pointed out, was written 
in 1767, almost a hundred years before the 
final freeing of the slaves in the United 
States, by a man whose public position re- 
quired him to live in almost regal splendor 
as the head of a colony largely owned and 
controlled by aristocrats. 

` The “Age of Enlightenment,” as Kant 
called it, roughly coincides with the r8th Cen- 
tury. Between the devastation of the dynas- 
tic wars in Europe, which left the continent 
exhausted, and the beginning of the social 
revolutions initiated by the French in 1789, 
there was a general change in the economic, 
political, intellectual, and artistic life of the 
Western world, which ended for once and all 
the arbitrary power exercised for so many 
centuries by an autocratic church and the 
feudal aristocracy. The vision of enlighten- 
ment (to quote from “The History of West- 
ern Man") was “freedom—freedom from 
superstition, freedom from intolerance, free- 
dom to know (for knowledge was held to be 
the ultimate power), freedom from the arbi- 
trary authority of church or state, freedom 


GRANVILLE L. JONES 


645 


to trade or work without vestigial feudal 
restrictions.” Dorn says: 

Everywhere from Scandinavia to the Pyrenees, 
from England to Switzerland there was the same 
pervasive appeal to the autonomy of human reason, 
the belief in perfectibility and progress; everywhere 
the same tranquil confidence in the capacity of un- 
trammeled reason to discover by means of the new 
doctrine of causality universally valid principles 
governing nature, man and society; everywhere the 
same negation, now radical, now timid, of super- 
natural revelation, the same determined assault on 
all authority based on this revelation, Everywhere 
the same optimistic belief in the cosmopolitan 
soli@arity of all enlightened intellectuals and a virile 
disgust with nafionalism in the realms of thought 
and institutions. 


It has been said that this was the most il- 
lustrious period of the aristocrat as well as 
the last, and the era was remarkable for the 
versatility of so many. Interest in the scien- 
tific process and the natural sciences became 
the fashion and since it was before the age 
of specialism, the educated gentleman knew 
something of mathematics, of physics, of the 
new science of chemistry, of biology, and was 
not reluctant to have an opinion in the art and 
science of medicine. The scepticism that 
characterized the rising interest in science 
was carried over into the field of religion, 
politics, and social customs ; and the theory 
of the rights and dignity of the common man 
became popular and respectable. Perhaps it 
can be said that the basis of the intellectual 
and the cultural changes characteristic of this 
18th Century period was Newton's new ana- 
lytic procedures. He discarded a priori specu- 
lation for the study and analysis of observed 
facts. Reason instead of being a labored at- 
tempt to explain phenomena in terms of fixed 
religious, social, and political ideas then be- 
came a method of acquiring knowledge. This 
reached its full fruition principally in France, 
where Montesquieu, Voltaire, and their con- 
temporaries developed the two movements, 
the Encyclopedists and the Physiocrats. 
However, the movement diffused to England 
and the American colonies as well, and Phila- 
delphia was one of the centers of the enlight- 
enment. This was a prosperous era and there 
was a remarkable spread of culture by trav- 
elers. It is told that someone remarked to Gib- 
bon that at one time toward the end of the 
18th Century 40,000 Englishmen were living 
or touring on the continent! The compart- 
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mentation of individual cultures was break- 
ing up. 

This, then, was the atmosphere in which 
Fauquier was born and educated. It is easy 
to understand how he could carry into his 
political life the ideas which he no doubt 
drew from David Hume, John Locke, Gib- 
bon, Samuel Johnson, Pope, Walpole and 
Pitt, although how much personal contact he 
had with these men is not clearly a matter of 
record, That he was exposed to their ideas 
there can be no doubt. 

Aside from his part in the,establishment 
of the hospital, it might be interesting to 
quote from Thomas Jefferson as to the part 
Fauquier played in his education. While at 
the College of William and Mary, Jefferson 
wrote that he had the 


+ « great good fortune and what probably fixed the 
destinies of my life that Dr. William Small of 
Scotland was then professor of mathematics, a man 
profound in most of the useful branches of science 
with a happy talent of communication, correct and 
gentlemanly manners and an enlarged and liberal 
mind. [Dr. Small was instrumental in introducing 
him] to the acquaintance and familiar table of Gov- 
ernor Fauquier, the ablest man who had ever filled 
that office. With him and at his table Dr. Small and 
Mr. Wythe, his amici omnium horarum, and myself 
formed a partie quarree, and to the habitual con- 
versations on these occasions I owed much instruc- 
tion, At these dinners I have heard more good 
sense, more rational and philosophical conversations 
than in all my life besides. They were truly Attic 
societies. The Governor was musical also and a 
good performer and associated me with two or 
three other amateurs in his weekly concerts. 


It was one of the ironies of fate that Gov- 
ernor Fauquier, through whose personal ef- 
forts the legislation establishing the hospital 
was adopted and exetuted, did not live to 
see the accomplishment of his wish. He died 
on March 3, 1768. In November 1769 the 
House of Burgesses created a committee for 
the purpose of drawing up a bill, which was 
approved the same month and enacted into 
law in June 1770. 

The law of 1770 contains some rather in- 
teresting parts. It begins: 


Whereas several persons of insane and disordered 
minds have been frequently found wandering in 
different parts of the Colony and no certain pro- 
vision having yet been made either towards effect- 
ing a cure of those whose cases have not yet be- 
come desperate nor for restraining others who may 
be dangerous to Society: be it therefore enacted by 
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the authority of the same that the Honorable John 
Blair, William Nelson, Thomas Nelson, Robert 
Carter Nicholas, John Randolph, Benjamin Waller, 
John Blair, Jr., George Thomas Everard, and John 
Tazewell, Esq. be and they are hereby constituted 
trustees for founding and establishing a publick 
hospital for the reception of such persons as shall 
from time to time, according to rules and orders 
established by this act, be sent thereto, and the 
said trustees shall be called and known by the name 
and style of the Court of Directors of the Publick 
Hospital for Persons of Insane and Disordered 
Minds. 


The act proceeds to set out rules and pro- 
cedure, means of filling vacancies and select- 
ing officers, and 
... that the said Court of Directors be and they are 
hereby empowered to purchase a piece or a parcel 
of land not exceeding four acres, the most healthy 
in situation that can be procured and as convenient 
as may be to the City of Williamsburg, and to con- 
tract for the buildieg thereon а commodious house 
or houses fit for the reception and accommodation 
of such disordered persons as are described by this 
act, and to provide a proper keeper and matron of 
the said hospital with necessary nurses and guards, 
and as occasion may require, to call in any physi- 
cians or surgeons for the assistance in relief of such 
poor patients. 


The act also describes the method of send- 
ing patients to the hospital. It provided for 
the assembling of three magistrates who 
“may examine the said person supposed 0 
be disordered in his or her senses and take 
such evidence in writing, touching his or het 
insanity and the causes of it as they ca 
procure." No mention is made of medi 
testimony—the commitnient was entirely у 
laymen, 

It is interesting to us who are concerned 
with the construction of hospitals that the 
first appropriation “for the purchase of land, 
building the hospital and other incidental ks 
penses" was the sum of 1,200 pounds, and 4 
is furthermore provided that a “sum not p 
ceeding 25 pounds per annum is provided ү ; 
each person in the hospital." A provision | 
also contained requiring the payment of thi | 
support from the patient's estate if it wa 
sufficient. - 

Another paragraph of the act provides 4 
if a patient “shall recover his or her per g 
senses so that he or she in the opinion 0 n 
Court of Directors may be safely release d 
shall and may be lawful for the said Court A 
discharge such person, giving him or her 
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proper certificate thereof.” Here again the 
law conspicuously omits reference to the 
medical profession. 

The names mentioned in the law of 1770 
include some of the most prominent people 
of the colony. Thomas Nelson was one of 
the signers of the Declaration of Independ- 
ence and was a Governor of Virginia. Peyton 
Randolph was president of the First Conti- 
nental Congress. Robert Carter Nicholas was 
a member of the General Assembly of Vir- 
ginia at that time. George Wythe, whose 
name is listed in'the first Minutes of the 
Court of Directors, was also a signer of the 
Declaration of Independence and professor 
of law at the College of William and Mary. 
The others, while not perhaps as prominent, 
were certainly gentlemen of high accomplish- 
ment and their names are found in connec- 
tion with many other histotical matters. 

The Court of Directors acquired 8 lots on 
Francis Street in Williamsburg, and engaged 
Robert Smith of Philadelphia as the architect 
to design the building. The original structure 
Was a 2-story building roo feet by 32 feet 
2 inches, 


[It had] a hall for a staircase, behind there is the 
keeper's apartment and 12 other rooms chiefly for 
the reception of mad people. The stairs begin near 
the front door and lands on a passage in the second- 
Story. „Тһе second-story has 12 rooms the same 
dimensions as those in the first-story and a room 
over the keeper’s apartment whieh serves the man- 
agers of the hospital to meet, or may be divided, 
which will make two other rooms for patients. 


. The patients’ rooms were 11 feet 9 inches 
by 10 feet 9 inches, or a little over 126 square 
feet. This certainly compares favorably with 
our modern space standards—the require- 
Ment for a single room in Virginia is 80 
Square feet, plus 10 feet of dayroom space. 

Apparently the planning was not too well 

One—it was necessary to go back for an- 
Other 8оо pounds; partly for the building, 
Partly for a wall to enclose a yard "for the 
Patients to take the air," and partly for 

Necessary buildings.” This was before the 
day of indoor plumbing. 

On September 14, 1773, the Minutes of 
the Court of Directors contain the following 
entry: 
ae resident acquaints the Courts, he^had called 
nr d in consequence of his having received 

on that the hospital was now compleated : 
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whereupon the Court proceeded to examine the said 
hospital and finding it finished according to agree- 
ment, the same was received of Benjamin Powell, 
the undertaker, [The “undertaker” was the contrac- 
tor in our usage.] 


It was ordered advertised that the hospital 
would be ready by October 12 for the recep- 
tion of patients, and accordingly on that day 
two patients were admitted, one Zachariah 
Mallory from the County of Hanover and 
Catherine Harvey from the County of New 
Kent. In the minutes of that meeting it is 
alse recorded that the keeper of the hospital, 
James Galt, who had been appointed at the 
September meeting, “called on Dr, John D. 
DeSiqueyra to visit such persons as shall be 
brought to the hospital on their first reception 
and at such times as may be necessary.” 

The plan of the hospital of having a lay 
“keeper” and a visiting physician was no 
doubt the custom of the day and was con- 
tinued until 1841. It is: somewhat ironical 
that the first title of the institution was a 
“Hospital” and in 1841 when the law was 
changed to require a medical superintendent 
the same act provided for the changing of 
the name to the “Eastern Lunatic Asylum.” 
It bore this name until 1894, when it was 
designated the “Eastern State Hospital,” as 
it is now known, 

James Galt, the keeper, was the first of 
his family to be associated in an official ca- 
pacity with the hospital. While he had none 
of the technical training, which we would 
consider essential today for the position as 
administrator of a hospital, he was a well- 
educated man, had traveled much and was 
considered to be a person of high integrity. 
His wife, Mary, was the matron. During the 
Revolutionary War the hospital was sus- 
pended for a short time for the lack of funds 
and James Galt was a lieutenant in the Wil- 
liamsburg Militia. When the hospital was re- 
opened at the close of the war, James Galt 
was again appointed keeper and held this po- 
sition until 1800. He was succeeded by his 
son, William T. Galt, who held the position 
for 26 years until his death. It might be 
noted that William T. Galt was Mayor of 
Williamsburg when Lafayette made his sec- 
ond visit to America and received him offi- 
cially when he visited the old capital. 

Dr. John Minson Galt (the first) was ap- 
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pointed visiting physician after the death of 
Dr, DeSiqueyra and served in this capacity 
from March 31, 1795, until his death in 1808. 
He was the younger brother of James Galt, 
the keeper. He also served as a member of 
the Court of Directors from June 25, 1799, 
until his death. 

After the death of William T. Galt his 
son Dickie Galt became keeper and served 
for ten years. In the meanwhile Dr. Alexan- 
der D. Galt, son of the first John Minson, 
served as visiting physician from January 7, 
1800, until April 24, 1841. Tt was at A 
time that legislation changing the name of 
the institution and the requirements for the 
principal officer was put into effect, The 
Court of Directors had in mind appointing 
John Minson Galt (the second) as superin- 
tendent, but since he had not yet graduated 
from medical school, his father was ap- 
pointed as acting superintendent and served 
in this capacity from April 24 to July т. 

John Minson Galt (the second), took of- 
fice on July 1, 1841, served until May 6, 
1862. At this time a Pennsylvania Calvary 
Regiment occupied Williamsburg and a 
Lt. Col. Wager, their medical officer, took 
the hospital over. Dr. Galt died, probably of 
а coronary heart attack, a few days later. 

"The record of the Galts, who held some of- 
ficial connection with the hospital, usually as 
chief executive officer, for some 89 years, is 
approached by that of the Tuke Family in 
the York Retreat, but is otherwise quite un- 
paralleled in the history of mental hospitals. 

John M. Galt (the first) obtained his aca- 
demic education at the College of William 
and Mary and his medjcal education in Edin- 
burgh and Paris in 1765 to 1767. His son, 
Alexander D., also attended the College of 
William and Mary and Oxford. He was also 
a private pupil of Sir Astley Cooper and 
studied medicine in the London Hospital 
from 1792 to 1794. 

John M. Galt (the second), who was one 
of the 13 founders of The American Psy- 
chiatric Association, also attended the Col- 
lege of William and Mary, and obtained his 
medical education in Philadelphia. He is de- 
scribed by Overholser in the Centennial An- 
niversary Issue of The American Journal of 
Psychiatry as probably the most scholarly of 
the 13 founders. He spoke and understood 
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some 20 languages, was an avid reader of the | 
literature bearing on the care of the mentally | 
ill and, in 1846, published “The Treatment 
of Insanity," which was a compendium of 
autheritative books, articles and other docu- 
ments from all over the United States and 
Europe. He also wrote numerous articles 
for the official magazine of the Association, 
In these and in his annual reports one ob- 
tains a fascinating and graphic description 
of the practice of his period. He believed 
strongly in occupation, in recreation, enter- 
tainment, social activities and bibliotherapy, 
He was a pioneer in music therapy and con- 
ducted a program of academic education for 
his patients. These various activities he con- 
sidered to be “the moral treatment” of the 
insane, although one gets the impression that 
he had developed and extended the original 
concept of “the thoral treatment" somewhat 
further than most advocates of this school 
of therapy. t 
In order to understand the psychiatric 
thought of the 18th Century, it will be helpful 
to review some of the general medical con- 
cepts. While the 18th Century was a peri 
in which scientific thought was making phe 
nomenal progress, there was a definite lag in 
so far as medical practice was concerned. 
The practice of medicine, which had юч 
large extent been stifled by the authoritariat 
ism of the Middle Ages, was in the state 0 
resurgence and experimentation with some 
physicians going back to Hippocratic thought, 
others adhering to Galen, and others attempt 
ing to apply the newly discovered knowledge 
of physics and chemistry. There was ™ ; 
being learned in anatomy and some pionee 
were beginning to apply the findings of y 
autopsy table to the clinical practice. Po 
ever, the leaders in English medicine at t | 
time were holding on to some rather pri 
tive ideas, the 
Probably the most popular theories of 
first part of the Century were those © 
Thomas Sydenham. Sydenham’s theory 0 
medicine was the humoral. He thought ‘a 
disease was caused by the introduction ОЁ 
jurious substances, in the air largely, 0, 
the retention of the natural humors, W 
became fermented and putrefied. The ct 
of disease was therefore logically the ex?" 
sion of morbific matter through the $ 


Sats? э о. о. = 3 е. E" 
A. REO AES OPES IES TU SA DUIS ыс DM SES eC IESU NO DOO IUS RS EIL E optic I D RN 


1954] 


the stools, vomiting, and bleeding, Boerhaave 
was a little more eclectic and perhaps closer 
to modern pathology, but he also was inclined 
to the humoral philosophy. He believed that 
disease was “an imbalance of natural activi- 
ties,” recognized that fever was nature’s ef- 
fort to correct the situation, described in- 
flammation as the mechanical obstruction of 
the capillaries and understood to some extent 
the mechanical principles of the processes of 
digestion and circulation. From there, how- 
ever, he became (in modern opinion) some- 
what more fantastic. He recognized three 
diatheses—salt, putrid, and oily—and his 
therapy was the debilitating use of phlebot- 
omy and purges, for the purpose of sweeten- 
ing the acid, purifying the stomach, and abol- 
ishing impurities, 

William Cullen, under whom many Vir- 
ginia physicians studied im Edinburgh, was 
another of the outstanding physicians of the 
century, He practiced and preached the sys- 
tem known as “solidism,” referring to the 
solid parts of the body and in which disturb- 
ance of the nerves produced spasm, atony, 
and “acrimony of the humors.” He was 
greatly concerned with the classification of 
disease and was largely responsible for a 
very elaborate classification. His therapeutics 
was more simple than most others of the day 
and he was opposed to the practice of bleed- 
ing. » 

The most significant point, which has al- 
ready been mentioned, in our understanding 
of psychiatric practice of the day was the 
lag between the newly popular scientific con- 
cept and its technological application to medi- 
cine and psychiatry. The physicians of the 
time, particularly in the Colony of Virginia, 
were devoted to theory—theory based mainly 
on what the masters of the profession had 
Proclaimed. They had not yet come to the 
Point of the ancient story—the one in which 
the Wise Men were debating how many teeth 
a horse had (there was a discrepancy in what 
Some ancient philosophers had stated), and 
the matter was settled by an ignorant peasant, 
who looked in the horse’s mouth and counted 
the teeth. Here and there both in Europe and 

erica some pioneers were studying, ob- 
Serving, dissecting, and experimenting with 
therapeutics, but it would take another cen- 
tury before modern medicine, based on pa- 
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thology, bacteriology biochemistry, and phys- 
iology, would prevail. 

We have noted how in the founding of the 
hospital in Williamsburg the control of the 
institution was in the hands of laymen. Com- 
mitment, admission, and discharge were not 
managed by physicians and it is rather doubt- 
ful from the old records that the visiting doc- 
tors had much to do with the treatment of 
the mental illness. This is consistent with 
the philosophy of the day. The mentally ill 
were at long last being handled by civil au- 
thérities and pot by the clerical, but the phy- 
sician still felt hopeless in the face of these 
conditions. Nonmedical philosophers were 
concerning themselves with abnormal mental 
manifestations and some were coming close 
to our modern theories. The physicians who 
were giving thought to this field were mainly 
organically minded. They were attempting 
to explain mental aberrations on recognizable 
pathology in the brain, ¢he heart, the liver, 
stomach, bowels, and so forth. 

With few exceptions a physician treating 
a mentally ill person was concerned mainly 
with general management—the regimen 
rather than specific therapy. Such therapy 
as was mentioned was based mainly on the 
theories of Sydenham, Cullen, and others. 
For example, in Galt’s Treatment of Insanity 
he quotes from Dr. Richard Mead in 1763. 
Several cases are described in which evacua- 
tion, emetics, diuretics were advised and the 
theory of opposites in the management seems 
to be stressed, such as "keep patient's mind 
fixed on thoughts directly contrary to disease 
. . . conduct to be suited to their disposition, 
composing the melancholy and depressing the 
merry." He advises that the unruly be bound 
but does deplore blows and stripes. He sug- 
gests bodily exercise, walking, riding, play- 
ing at ball, bowls, and other like diversions, 
swimming and traveling, and advises against 
the persistent use of anodynes "for even if 
sleep is procured, the patient awakes with 
his head filled with more terrifying ideas 
than before." 

In a book by William Cullen, Galt found 
that restraint was advised for mania. "Strait 
waistcoat vest, should never be in a horizon- 
tal position. Confinement and as great free- 
dom as possible from all objects of sight and 
sound." He advises bleeding, blisters, “opium 
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in large doses,” and laxatives. For melan- 
cholia he advises purgatives and warm bath- 
ing as contrasted with cold. He does not ad- 
vise opiates and suggests that if the cause is 
known, treat that and thus remove the dis- 
ease. 

Quoting from Saunders’ Elements of the 
Factors of Physics dated 1790 we again find 
bleeding, emetics and purgatives and opiates, 
with the logical but somewhat impracticable 
advice “mind to be kept serene and cheerful.” 

Some of Galt’s references are even more 
startling. He quotes from Browne that a pa- 
tient “is to be kept free from all commotion 
of thought or feeling but to be struck with 
fear and terror and driven to despair. Labor 
of draught cattle to be imposed on him and 
assiduously continued. Diet as poor as pos- 
sible, drink only water. To be immersed in 
water as cold as possible and kept under it, 
covered all over, for a long time until he is 
near killed.” Ё 

Erasmus Darwin, also quoted by Galt, in 
his 1797 Philadelphia edition says that for 
mania “venesection, vomits, opium and gentle 
purges were useful and in hypochrondriasis 
the use of a blister, opium, rubarb and no 
liquor stronger than small beer or wine and 
water. Gentle exercise on horseback uni- 
formly persisted in.” 

Blanton’s Medicine in Virginia in the 18th 
Century describes the case of an epileptic 
Negro treated by Dr. James Greenhill in 
1764. The slave was bled, vomited, and 
purged and "all of this seemed to do no 
good." He therefore gave him some shocks 
from an electric machine and raised a blister 
on the scalp behind thé occiput. "This suc- 
ceeded and the next change of the moon ex- 
pecting the fit as usual he missed them. The 
medicine has been continued and he has 
missed the fits this last full moon again. The 
blister is almost dry but I intend if the fellow 
stays with me to draw a fresh one. It is 
something remarkable that the fits has usu- 
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ally returned when the moon was in the sign 
Capricorn, even when it was a week before 
or after the full or change." 

All of this time the leaders in the Enlight- 
enmeat, most of whom were not physicians, 
were formulating the concepts of the rights 
and dignity of the individual, the importance 
of experimentation and proof, the theory that 
man in the mass could and would ordinarily 
be right and (the central theme of the En- 
lightenment) that there was no problem 
which could not be solved if intelligence 
was brought to bear upon it. The sum of 
these concepts would be the groundwork for 
the “moral treatment of insanity,” which 
was to come to prominence at the end of the 
18th and the beginning of the roth Centuries. 
For so many centuries the care of the men- 
tally ill had been left to the theologians, but 
now they were generally the responsibility 
of civil authorities just as criminals were. 
There was considerable feeling, as a matter 
of fact, that there was little difference be- 
tween the punitive confinement of the crimi- 
nal and the preventive confinement of the 
insane. The "able physicians" referred to by 
Governor Fauquier were few and far be- 
tween and his proposal for a “hospital” was 
largely an expression of his idealism an 
hope. We have no reason to believe that the 
care of the mentally ill during the first few 
decades of the Williamsburg Hospital was 
any worse or any better than in Bethlehem 
or the Philadelphia General Hospital, where 
we know that chains and shackles were freely 
used. The attending physicians in Williams 
burg were well trained and highly skilled 
for their times and were no doubt thoughtful, 
sincere and sympathetic, but from the source 
available we cannot assume anything but the 
customary practice of the day. The important 
thing is the philosophy of its founding. The 
name given it and the character of the £0 
erning board, the administrator, and the at- 
tending physicians all point to a vision anda 
hope for the future. 
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Most concepts germane to psychiatry 
which are susceptible to change are geared to 
factors of growth and development. Intelli- 
gence(37), personality(2, 25, 30), body 
weight(7, 24), immunity to disease(18, 28, 
32, 36), dynamic psychomotor activity (4, 9, 
38), awareness (8, 10, 16), morphological and 
constitutional configuration(1, 3, 23, 29), and 
even nosology are examples of factors sig- 
nificantly saturated with the variable of 
maturation and liable to be associated with 
psychiatric symptomatology when their de- 
velopmental potential fallsout of phase with 
the advance of chronological age. 

In the field of emotional development, 
immaturity is a term widely employed in 
descriptions of patients with psychopathic 
personality(19, 31), psychoneurosis(27), 
schizophrenia(20) and other psychiatric syn- 
dromes(26); it is a premise common to 
nearly all theories of dynamic psychology, 
including psychoanalysis; it has even been 
taken to represent a variety of psychiatric 
disorder of itself (33, 35). Yet there exists no 
unanimity of opinion among those clinicians 
who oft-times employ the term descriptively, 
and there exists no instrument comparable 
with those yielding estimates of intelligence 
which is capable of quantifying the attributes 
of emotional immaturity apart from certain 
Procedures applicable only to infants and 
young children(5, 6, 12, 14, 15, 16, 21, 22, 
34). 


DEFINITION AND MEASUREMENT OF DIMEN- 
SIONS OF EMOTIONAL IMMATURITY 


In general terms, emotional immaturity 
may be defined as the relative fixation or 
dysplasia of emotional development at a level 
out of accord with that to be expected at a 
given chronological age. More specifically 
— 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. t 

? Associate in psychiatry, University of Toronto, 
Canada, 


various writers have attributed to the con- 
cept a number of attributes, each tending to 
emphasize that aspect having most meaning 
for him in his experience, and it was evident, 
in view of such lack of unanimity of opinion, 
that some preliminary study was necessary 
before an irfstrument could be devised to 
measure the extent and quality of such dys- 
plasia in the individual patient. 

In an effort to extract from these varied 
reports those dimensions showing reasonable 
agreement among such diverse authorities, 2 
measures were employed. A list was pre- 
pared after consulting the traits mentioned 
in the literature and was compared with those 
elicited as a result of individually interview- 
ing 10 experienced clinical psychiatrists who 
were asked to describe the traits each as- 
sociated with patients exhibiting emotional 
immaturity. 

As a result of these twin procedures some 
154 traits were enumerated, ranging from 
generalizations concerned with the richness 
of the patient's phantasy life down to such 
minutiae as the ability to create heroes 
readily. Where a trait was supported by 3 
or more writers or clinicians, it was extracted 
and a second list compiled of “commonly ac- 
cepted dimensions." From this smaller num- 
ber of items a final list of 18 dimensions of 
emotional maturity was prepared (Table 2) 
and a series of 99 questions devised around 
them. The number of questions for each di- 
mension was determined arbitrarily, the 
estimated relative importance of the dimen- 
sion concerned and the probing necessary 
adequately to define it, being the principal 
determining factors. Practically all the ques- 
tions were drawn from the 154 statements 
noted previously as describing the various 
aspects of the concept of emotional imma- 
turity. 

The final list was drawn up in question- 
naire form and preceded by name and age 
blanks and some simple instructions as to 
how to fill it in. The lay-out of the question- 
naire and the actual questions asked are given 
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in the Appendix. Care was taken to word 
the questions in such a way that the imma- 
ture answer would not always conform to one 
or other of YES or NO alternatives. 

No difficulty was experienced by either 
controls or undisturbed patients in filling out 
the form and the test was usually completed 
in about 15 minutes. In the case of some dis- 
turbed psychiatric patients it was necessary 
for the examiner to read out the questions 
himself and record the answers given. All 
other subjects completed the questionnaire 
without supervision. 2 s 

The test was scored by adding together the 
immature answers and expressing this total 
as a raw or E.I. score. Addition of the im- 
mature answers of each of the 18 “dimen- 
sions of emotional immaturity” without sum- 
mation of the total yielded a profile (Fig. 1) 
against which the relative developmental ma- 
trix of the individual or diagnostic group 
could be compared (Figures 1-3). 


THE SUBJECTS OF THE PRESENT STUDY 


A total of 623 individuals was sampled. 
Of these 260 were classified as healthy con- 
trol subjects and were drawn from army con- 
scripts, physicians, nurses, and hospital sec- 
retaries and technicians; there was a large 
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Fic. 1.—Differential profiles of the dimensions 
of emotional immaturity illustrated as means for 
the Control and Psychoneurosis—anxiety state, 
groups of subjects. Ordinates, raw E.I. Score for 
each dimension; abscissae, the 13 significant dimen- 
sions of the E.I. concept. Names of these dimen- 
sions are listed in Table 2. 
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Fic. 2.—Differential E.I. profiles for Control and 
Psychopathy groups. Details as for Fig. 1. 
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Fic. 3.—Differential E.I. profiles distinguishing ш 
types of psychoneurosis. Details as for Fig. T 


majority of males (236) over females (22) 
for the reason that all the army group (202 

were males. The ages of the controls rang 

between 15 and 70 with a mean for the atmy 
group of 21.5 years and for the civilians 0. 
30.1 (males) and 24.3 (females) years. The 
remaining 363 subjects were psychiatric P% 
tients and represented a similar dichotomy 
of sampling. Military sources contribute 

126 males cases of psychopathic personality 
and psychoneurosis while the remainder, ™ 
cluding all the psychotics, were drawn from 
the wards of the Maudsley Hospital, London, 
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the sex ratio of whom was more evenly dis- 
tributed (1:1.4). Ages of the patients 
showed a range similar to those of the con- 
trols (15-76 years) but the mean ages were 
skewed in terms of psychiatric diagnosis, 
e.g., in accordance with expectation, patients 
with affective disorder were for the most 
part older than the patients with hysteria. 
Five distinct varieties of mental illness were 
studied, together with a small number of 
migrainous patients who bridged the gap be- 
tween the psychiatric and the control groups. 
Details of the classifications employed and of 
the background data concerning them can be 
gleaned from the accompanying tables. For 
one aspect of the investigation the neurotic 
group was split into two and the findings in 
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patients with anxiety state differentiated 
from those with hysteria (Table 2; Fig. 3). 


RESULTS: VALIDATION OF THE PROFILE OF 
EMOTIONAL IMMATURITY 


Table т indicates that the total raw E.I. 
scores for 6 diagnostic groups differ signifi- 
cantly from one another, that for the controls 
showing the least degree of emotional imma- 
turity, that for the migrainous patients fall- 
ing between the scores of the controls and 
those of the mentally disturbed patients. 
"Fable 2 gives the results of separate analysis 
of the 18 уе of the emotional im- 
maturity concept. It will be seen that 13 of 
these show significant differentiation between 
the 4 diagnostic groups analysed. Figure 1 


Д TABLE 1 
Scarrer or THE Raw E.I. Score AMONG 6 DIAGNOSTIC GROUPS 
Analysis of 
Group N Mean score s ° variance 
Healthy controls ........ eee 260 33.82 10.490 F ratio: 17.762 
Migraine 14 37.86 11.022 d.f.: Gand 616 
Psychopathy 65 44.68 19.700 Р: <.oor 
Psychoneurosis . 160 46.06 20.290 n?: 0.147 
Affective disorder—depression 59 44.78 7.814 
Schizophrenia .. 48 4571 10.560 
Epilepsy 17 43.30 9.668 
ТАВГЕ 2 


RESULTS or Tests ОР SIGNIFICANCE TO DETERMINE THE ABILITY or EACH OF 18 “Dimensions or EMO- 
TIONAL ImMATURITY TO DIFFERENTIATE BETWEEN 4 DIAGNOSTIC Gnours. NOTE THAT 
THE NUMBER or Questions ASKED APPEARS TO REPRESENT A CRITICAL VARIABLE 


Clinical diagnosis groups—mean raw score 


Psychoneurosis (100) Analysis of variance 
Healthy Psychopathic Anxiety 
Di i . ques- it: 'ysteria ite d.f. = 
mentona df ematen pei ES МЕ, if mo (47) vito Pte 
Reality principle 3.20 5.04 4.94 6.40 е 23.406 <.001 
Aggression inhibition 2.05 2.03 2.89 3.34 15.959 <.001 
Self-sufficiency .. 3.92 6.12 5.87 7.26 42.423 «. oor 
Frustration tolerance . 5 1.87 2.66 2.51 2.66 7.133 «ool 
Affective lability ... 8 3.15 4.31 4.57 5-43 24.635 «oot 
Self differentiation . beers d 2.1I 2.03 2.53 285 5.541 <.oor 
Grown-up conscience .... 3 1.18 0.96 1.53 1.38 3.198 05 
Desire to remain a child.. 6 2.38 2.27 3.09 313 6.453 «oot 
Narcissism 0.50.0... 2 0.81 1.00 0.72 0.68 1.432 N.S. 
Diffusion of emotional 'ex- 

pression УЛЕА А 6 2.53 3.04 2.98 2.60 2.128 N.S. 
Interpersonal relationships. 8 2.82 4.19 3.06 4.50 13.245 <.001 

Dependence capacity ..... 3 0.43 073 0.74 0.58 3.809 KU: 
Passage of time...... I 0.17 0.27 0.43 0.62 <1 N.S. 
Long-term values 2 1.03 1.27 1.06 1.02 <1 N.S. 

Animism ...........- 3 0.48 0.81 0.62 0.79 4.040 Or 
Abstraction capacity . 4 *2.05 227 2.57 2.66 14.027 <.001 
Psychosexuality . ious 2.62 4.31 3.76 3.43 13,277 «oot 
Oral addiction ........... 2 1.05 1.09 0.93 1.02 2.000 N.S. 
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contrasts the findings in profile form between 
the control group and patients with psycho- 
neurosis, anxiety state, indicating those di- 
mensions in which relatively little alteration 
in maturational differentiation occurs and 
those in which definite emotional dysplasia 
exists. In Figures 1-3 only the 13 dimensions 
showing significant differences are employed, 
Fig. 2 suggesting that the emotional develop- 
ment of psychopaths i is defective in the di- 
mensions of aggression inhibition, affective 
lability, frustration tolerance, psychosexu- 
ality, abstractive capacity, self differentiation, 
reality principle, animism, interbersonal re- 
lationships and self sufficiency, but is rela- 
tively in accord with normal development i in 
respect of the desire to remain a child, 
grown-up conscience, and dependance capac- 
ity. Figure 3 compares the profile of 2 types 
of neurosis and suggests that patients with. 
anxiety state differ from those with hysteria 
principally in the dimensions of aggression 


TA 


PROFILE OF EMOTIONAL IMMATURITY 


inhibition, interpersonal Е the 
reality principle, and self-sufficiency, 


THE INFLUENCE OF AGE AND SEX 


Since the concept of emotional immaturity 
implies relative fixation and dysplasia at 
some point along the path of development, it 
is to be expected that chronological age would 
prove to be a significant variable in its assess- 
ment. Similar considerations apply also to 
the factor of sex. Table 3 shows the results 
of a 2-way analysis of variance applied to 
233 of the civilian group in which the sex 
ratio was close to unity. Working with the 
total raw E.I. scores, it demonstrates that the 
combination of diagnosis and sex accounted 
for nearly 30% of the variance, diagnosis 
alone accounting for nearly 2076. The addi- 
tional variance obtained by the sex variable 
was statistically significant at the 1% level of 
confidence. 


BLE 3 


DIFFERENTIAL INFLUENCE OF DIAGNOSIS AND OF SEX ON EMOTIONAL IMMATURITY Score: RESULTS OF A 
a-Way ANALYSIS OF VARIANCE—CIVILIAN GROUPS 


Mean E.I. Analysis of 
Sex Psychiatric group N score Variance 8 variance 
Male ....... ..... Healthy controls .... 27 27.333 57.623 7-591 F ratio: 6.858. 
Psychopathy ....... 12 44.250 119.295 10.922 
Psychoneurosis ..... 17 42.118 121.485 11.022 : 13/219 
Schizophrenia ...... 17 45.177 131.779 11.479 
Depression .... 15 39.267 54.067 7-353 P: «oor 
Migraine .. 4 22.250 18.917 * 4.349 
Epilepsy .... P T 41.143 136.809 11.696 T': .289 
Кеша, Healthy controls .... 22 30.955 54.045 7.352 
Psychopathy ....... 6 44-500 47.768 6.911 
Psychoneurosis . 28 43.893 123.803 11.122 
Schizophrenia t 24 42.167 106.123 10.309 
Depression Р, 36 46.722 121.006 11.003 
Migraine; . + | ao 41.100 141.656 11.902 
Epilepsy ........... 8 44.625 134.411 11.504 
Мае t: TE Séx only л; 99 37.768 140.323 11.844 E ane 8.326 
Female .......... 134 42.082 126.632 11.253 : 1/231 
Я ‘or 
1р: 035 
Diagnosis only ...Healthy controls .... 49 28.95 8.16 6: Fratio: 8.712 
Psychopathy .... 18 aa 30.086 ud 
Psychoneurosis 45 43.222 120.904 10.996 d.f.: 6/226 
Schizophrenia . 41 43.415 187.575 13.695 
Depression .... 51 44.530 111.614 10.565 Р: «oor 
Migraine RY 14 37.143 144.586 12.024 
Epilepsy ........... 15 43.000 128.714 11.345 а: .190 
^ 
Addition of sex to diagnosis... ......... F ratio: 4433 
P: «oor 
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Table 4 lists the results of a similar 2-way 
analysis of variance, this time comparing the 
influence of chronological age on the total 
mean E. I. scores of the 7 diagnostic groups 
in 623 subjects. It shows that the combina- 
tion of diagnosis and age accounted for 
rather more than 23% of the variance while 
diagnosis alone was responsible for 1596. 
The supplementary variance obtained by the 
addition of age to diagnostic grouping was 
significant at the 176 confidence level. 

Because of its fundamental importance to 
emotional maturity, the influence of the age 
variable was further investigated by running 
correlation coefficients of total E.I. scores 
against chronological age in each of the 7 
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diagnostic groups. Table 5 shows that a sig- 
nificant negative correlation obtains in all 
groups except epilepsy and schizophrenia 
with the implication that apart from these 2 
illness categories, emotional maturation takes 
place progressively as age advances both in 
healthy people and in the mentally ill. As the 
slopes illustrated in Fig. 4 (and obtained 
from the relevant regression equations) in- 
dicate, both the rate of change and the start- 
ing level of change from its arbitrary com- 
mencement at age 15 in this investigation, 
differ somewhat between the healthy group 
and the psychiatric patients. The growth 
potential for emotional development, seen at 


TABLE 4 


DIFFERENTIAL INFLUENCE OF DIAGNOSIS AND OF CHRONOLOGICAL AGE ON EMOTIONAL IMMATURITY SCORE: 
Resutts бе A 2-WAY ANALYSIS OF VARIANCE. COMBINED Group 


Age range Mean E.I. j Analysis of 
years) Psychiatric groups N score Variance 5 o variance 
25 and under.....Healthy controls .... 131 35.221 120.927 10.996 F ratio: 9.213 
Psychopathy ........ 34 47.204 112.941 10.627 
Psychoneurosis ..... 96 48.854 208.309 14.433 df.: 20/602 
Schizophrenia ...... 21 46.762 88.191 9.391 
Depression .. 8 52.750 34.214 5.849 P: «oor 
Migraine 3 54.000 28.000 5.291 
Epilepsy ........... 7 46.000 173.333 13.165 1: 234 
26738 er TEE Healthy controls .... 97 33.897 84.031 9.168 
Psychopathy .. P 41.182 188.823 13:742 
Psychoneurosis 37 41.729 358.556 18.936 
19 45.158 134.807 11.611 
20 47.600 109.305 10.455 
3 32.667 145.334 12.052 
4 44.500 59.667 7.724 
36 and over....... Healthy controls .... 32 28.500 93.936 9.692 
Psychopathy ....... 9 43-333 156.000 12.400 
Psychoneurosis ..... 27 40.000 95.538 9774 
Schizophrenia . 8 35.250 363.357 19.062 
Depression .. 31 40.903 107.690 10.377 
Migraine 8 33-750 78.357 8.852 
Epilepsy . 6 39.333 25.067 5.006 
25 and less.......Chronologicalageonly 300 42.500 180.699 13.442 F ratio: 10.204 
202 38.733 179.520 13.308 d.f.: 2/620 
35 and over... 36.677 132.204 11.498 P: «oor 
T':.032 
Diagnosis only ...Healthy controls .... 260 33.900 104.701 10.237 F ratio: 18715 
Psychopathy ....... 65 44.677 147.784 12.157 
Psychoneurosis 160 45.400 242.958 15.587 d.f.: 6/616 
Schizophrenia . 48 44.208 160.211 12.657 
Depression .. 59 40.034 114.882 10.718 
Migraine 14 37.857 143.670 11.986 
Epilepsy .. Ф537. 43.300 167.000 12.023 


Addition of age to @арпозів........:.: F ratio: 4.492 Р: .o1 


TABLE 5 


THe CORRELATION BETWEEN EMOTIONAL IMMATURITY AND CHRONOLOGICAL AGE 


656 
ж. Chronological 
age е 
Diagnostic group N (years, 

Healthy controls ++» 260 15-70 
Migraine ... 15-68 
Psychopathy . 15-58 
Psychoneurosis ... 15-60 
Affective disorder—depression... 59 18-76 
Epilepsy 18-60 
Schizophrenia .. 15-60 


its norm in mental health, is less than раг4п 
mental disorder. 


EXTRACTION OF THE EMOTIONAL MATURITY 
QUOTIENT 


'The foregoing correlations suggest that 
adequate meaning can be given to emotional 
dysplasia only when the age factor is given 
‘proper weight. Such a consideration applies 
manifestly to the medsurement of intellectual 
growth and can but be anticipated in any at- 
tempt to quantify emotional development. 
The combined group of 260 healthy controls 


ж—=с HEALTHY CONTROLS 


Fic. 4.—The potential drive towards maturity ex- 
hibited by various diagnostic groups in terms of 
progressive diminution of emotional immaturity as 
age advances. The slopes for the schizophrenic and 
epileptic groups are not statistically significant; 
those for the remaining groups are significant. 
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Correlation coefficient: 


Mean age (years) E.I. score with age 


Years s` fr t E 
26.708 7.565 —.29 16.71 «oo 
38.429 13.928 —.56 2.12 E 
26.569 7.250 —25 2.07 05 
26.500 8.104 —24 3.07 01 
37.559 11.095 —.34 273 ^ 
32.000 12.410 —.43 1.85 NS. 
27.958 6.782 —.18 124 NS 


was selected as the basis for an evaluation of 
the “emotional age.” It will be recalled that 
the age range for the individuals of this 
group was from 15 to 7o years; their raw 
E.I. score ranged between 14 and 72. The 
correlation coefficient was —.29 while the 
standard deviations were ox=7.500 and 
2, —8.726; the slope of the line of regression 
is illustrated graphically in Fig. д. Computa- 
tion of the regression equations showed that 
the best estimate of the E.I. score is given by 
the following formula: E.I. Score —2402— 
-34 (age), with a standard error of 7. 
while that for age was: Аре=36.0—.34 
(E.L); S.E.—6.869. By analogy with the 
relationship of “mental age" to the intelli- 
gence quotient, the E.M.Q. or emotional ma- 
turity quotient is given by the formula: 


E.M.Q. == X 100, where E. A. is the 


emotional age as determined by the regrés- 
sion equation for age, and C.A. the chrono- 
logical age of the subject to the nearest yeat: 

An application of the E.M.Q. is seen 10 
Table 6 where the mean quotients for each o 
6 psychiatric diagnostic classifications af 
listed for comparison with the controls. АШ 
other application is given in Table 7 in which 
the mean E.M.Q. has been computed for the 
control group, after subdivision into occupa- 
tion, sex, and social class categories. It 18 
relevant to note that emotional maturity by 
no means appears to march hand in һай 
with intellectual achievement. 


OTHER CORRELATES OF THE E.I. SCORE AND 
THE E.M.Q, 


A further illustration and confirmation of 
the suggestion that a high 1.О. is certainly 
no guarantee of a similarly advanced em? 


| 


i | 
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TABLE 6 
Mean EMOTIONAL Maruriry Quotients (E.M.Q.) For Psycuiarric Groups STUDIED. Tue E.M.Q. Is 
TAKEN TO ВЕ: 
Emotional Age * 


Chronological Age 2209: 


Tur Емопомлі Ace (Е.А.) Is OBTAINED FROM A REGRESSION EQUATION BASED ON THE HEALTHY 
CowrRoL DATA Амр Is Given By: E.A,=36.0— (0.34 X EMOTIONAL IMMATURITY Score) 


tional maturity is afforded by the cross cor- 
relation of the E.M.O. with the results of in- 
telligence testing. A verbal I.Q. was obtained 
on 86 healthy subjects who. formed part of 
the control sample of the present investiga- 
tion, The actual test used was the Mill Hill 
Vocabulary test(13). Computation yielded a 
negative coefficient of correlation between 
these two variables (r=—.295) which a і 
test proved to be statistically significant (t = 
2.844; d.£—84; P=.01). 

Ex hypothesi a positive correlation might 
also be assumed to exist between emotional 
immaturity and the factor of “neuroticism” ; 
this has been found to be the case when cor- 
relations were run between the E.I. score and 
tests highly saturated with this factor. Two 
Such tests were employed and the results are 
shown graphically in Figures 5-8. Figures 
5 and 6 show the extent of interdependence 
existing between the E.I. Score and the re- 
sults of the 46-item Maudsley Medical Ques- 
tionnaire (“M.M.Q.”) in a group of III 
healthy subjects and a mixed group of 57 
Psychopaths and psychoneurotics. For many 


Mean 


Mean cational Mean Rei 
à P , chronological immaturity emotional Juotient 
Diagnostic group N age (years) (E.L) score age (years) M0) 

` Healthy соштоз..........+...- 260 24.500 33.900 24.474 99.89 
Psychopathic personality .. 65 26.587 44.677 20.800 78.23 
Psychoneurosis Ж тбо 28375 © 45.400 20.564 72.47 
Schizophrenia ... . 48 27.958 44.208 20.969 75.00 
Affective disorder—depression... 59 37-500 40.034 22.388 59.61 
Migraine 14 38.428 37.857 23.120 60.19 
Epilepsy 17 32.000 43.300 21.278 64.31 

TABLE 7 
Scarrer оғ тне E.M.Q. AMONG Sex AND OccUPATIONAL CATEGORIES OF THE CONTROL Group 
Mes M Desa 
о] 

н Control group category N age (years) ELL score age (years) |© Mean E:M.Q. ^ 
Army. (males)... 5... ee eoe enis 202 21.580 35.048 23.132 107.66 
Nurses and technicians (female). 26 25.818 30.950 25.477 98.68 
Physicians and technicians 

(males) Le...s. si ede eden 30.345 27.407 26.682 87.92 
Total professional civilians 28.392 28.959 26.154 92.12 
Total control атоцр............. 24.500 33.900 24474 99.89 


applications the cut-point for this M.M.Q. 
test has been taken to be a score of 20 and 
above, the higher the score the greater the 
*neuroticism"(13). It will be seen that some 
7 of the controls (6.3%) and 21 of the neu- 
rotics and psychopaths (36.9%) would have 
been misclassified by the M.M.Q. test. With 
a cut-point on the Е.І. score of 50, the mis- 
classification would have been 7 of the con- 


M.M.Q,, e 


x Nell 


X = CONTROLS 


зо 


so 60 70 8 


40 


E.l. SCORE 


Fic. 5—The correlation between the results of 
the Maudsley Medical Questionnaire (“M.M.Q.”) 
test for “neuroticism” and the total raw E.I. Score 
control group. 


* =NEUROTICS & PSYCHOPATHS 
N=S7 3 


ою a0 30 4o 50 бо 70 80 
E.l. SCORE 
Fic, 6.—See Fig. s. Neurotic and psychopathic 
groups. з 
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trols (6.3%) and 29 of the neurotics and 
psychopaths (50.9%). A close relationship 
evidently holds between results of the 
M.M.Q. test and the E.I. Score, the M.M.Q. 
yielding a slightly better differentiation in 
terms of “neuroticism.” 

The second test of this factor to be 
screened against the E.I. Score was the Word 
Connexion List (“W.C.L.”) (11). Here the 
cut-point has been taken to be a score of 8. 
Employing similar determinants as for the 
“M.M.Q.,” Figures 7 and 8 show that the 
same kind of interrelationship exists, though 
for this test the scatter is wider. By the use 
of the E.I. Score, 6.1% of the controls and 
49.2% of the neurotics would have been mis- 
classified. Using the W.C.L. the misclassifi- 
cation figures would have been 23.5% and 
5.1% respectively. 

The last example of possible intercorrela- 
tions of emotional immaturity as measured 
by the test to be mentioned here concerns an- 
other manifestation of immaturity of the per- 
sonality. Work reported in a previous com- 
munication(29) indicated that morphologi- 


х= CONTROLS 


М=!!5 


Fic. 7.—The correlation between the results of 
the Crown Word Connexion List (“W.C.L.”) test 
for neuroticism and the total raw E.I. Score. Con- 
trol group. 
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60 70 80 


Fic. 8.—See Fig. 7. Neurotic and psychopathic 
groups. 


cal immaturity—a fixation of structural de- 
velopment differentially and at various phases 
of infancy and childhood, is characteristic of 
certain psychiatric patients by comparison 
with healthy control groups. Sampling 20 
such morphologically immature traits found 
to be statistically differentiating between 
mental disorder and mental health made it 
possible to educe an “index of morphological 
maturity" which was sensitive to similar age, 
sex, and diagnostic category variables as have 
been currently demonstrated for the factot 
of emotional immaturity. Since this work 
was carried out in the main on the same 
group of subjects employed in the present m- | 
vestigation, it was possible to cross-correlatt 
the 2 sets of data and express the extent 0 
interdependance between them. 

The results of such a procedure revealed à 
positive correlation (r= +.30) between mot ( 
phological and emotional maturity which р 
sessed statistical significance (#=8.30; @= 
331; p<.oo1r). Calculation of the appt | 
priate regression equations (E.I. =317$* 
1.26 M.I.; M.I.—4.45--0.06 E.L.), togette | 
with an estimate of the probable potenti! 
error involved (Standard error of estimate: 
Sui 11.62 and Sy1=2.81 for the emoti 
and morphological variables respectively, ү 
makes it possible to predict either of these 
very different aspects of constitutional 2! i 
personality retardation from a knowledge 0 
the other, 


SUMMARY 


т. А 9o-item questionnaire is introduced 
to estimate the extent and dimensions © 
emotional immaturity or dysplasia in i 
chiatric patients. It is shown to be vali 
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differentiating with respect to 260 healthy 
controls and 363 psychiatric patients classi- 
fied in 6 diagnostic groups. Eighteen dimen- 
sions of the concept were tested and of these 
13 proved to be statistically significant. , 

2. Chronological age and sex were found 
to be critical variables in addition to diagno- 
sis and facilitated the extraction of an emo- 
tional maturity quotient, the “E.M.Q.” Emo- 
tional immaturity lessens significantly with 
advancing years in all groups save schizo- 
phrenia and epilepsy but the growth potential 
is less for mentally‘sick patients than for the 
healthy controls. 

3. The raw E.I. Scores and E.M.Q. 
showed a positive significant interdependance 
with “neuroticism” and with morphological 
growth estimates but a slight negative cor- 


relation with an І.О. test. 
° 
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APPENDIX 


The following represents the way in which the 
E.I. Questionnaire is laid out. The 18 dimensions 
of emotional immaturity listed in Table 2 occur in 
the same order in the questionnaire; they are not 
labelled but each dimension is separated from the 
next by triple spacing. 
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E.I. Rating Scale. Form A (i) Rev. 
INSTRUCTIONS 
Please fill in the following form as accurately and as honestly as you can. 


"This information is required by the doctor and nothing that you write will be used 
in any personal way at all. These questions are asked for research reasons only: we 
are solely interested in assessing the sort of personality which may be common to a 
group of individuals of your particular age group. 

Give your answers as you know yourself—not as you would wish yourself to be. 

Answer all the questions asked, do not leave any blanks. Go as quickly as you can, 
don't stop to think. Put a ring round the correct answer, either "Yes" or “No.” 


Do you sometimes have terrifying dreams ог nightmares?. . 
Do you day-dream much? 
Do you like day-dreaming and building castles in the air?.. 
When you dream at night, do your dreams seem sometimes very real?.. Yes No 
Have you ever had difficulty in deciding what was a dream and what 


was real life? 


Does it make yot upset if you cannot see your mother frequently ? | Yes No 
Do your parents tend to irritate you sometimes?................... . Yrs No 


Are you very stubborn or вїгоп-з/Ше@й?............................. Yes No 
Are you inclined to sulk if you can’t get your own way?. à 
Are you impatient e Зено C HAT И а . Yrs No 


Are you a moody sort of person?...... PON tS RP AE Yrs No 
Do you blush easily ?. 
Is it easy for you to relax? 


[Ми 
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Do you often act on the spur of the moment? No 
Do you weep еазйїу?...............+.++++++ No 
Have you ever wished you were dead?.. No 
Does noise readily distract your attention AE No 
Have you ever felt your body did not belong to уой?.................. Yes No 
SUT 

Do you sometimes find yourself imitating the voice and actions of those 
you admire? ....sceeeeseeeeeneeteeeerenertaesersncsesanr racers Yzs No 
Were you bullied at school?..........- ... YES No 
Do you imagine you could be hypnotized?... we. YES No 
or have you ever felt you were so influenced by some person?. YEs No 
Do you usually visit the cinema at least once а уг,ееК?................. Yes No 

Do you sometimes get a lump in your throat or tears in your eyes while 
watching a moving scene at the cinema?...... eese rnnt Yes No 

D 
о 

Are you a religious person?.... Yes No 
Have you ever doubted the existence о Yrs No 
Does your conscience worry уош?............. . Yrs No 
Have you ever regretted growing РОУ ТНА Yrs No 

Do you sometimes wish that you were like Peter Pan who never had to 
grow up? ...ee + .. YES No 
Is childhood the happiest time in Ше?. Yrs No 
Do you sometimes dteam of yourself as a little child? Yrs No 
Do you like making toys or models? No 
No 
No 
Do you sometimes wish you had been an actor or a film star? ay No 
Would you like to be famous?.....eeeenn enmt No 
Do tears come into your eyes sometimes when you laugh?......-. eee YES No 
Do you enjoy being tickled?...... . Yrs No 
Are you clever at making things? . УЕЗ No 
or do you tend to be ‘fumble-fisted’ with your hands?..... . Yrs No 
Are you right handed, left handed or ambidextrous—both handed .R. L, Borg 
If right handed, have you always been 802........-....-....... . Yes о 

Which is your keenest eye—the one you would use for a telescope „К. L 

Do you find that gestures help when you are {аЇКїпд?................ Yes No 
Do you tend to find yourself involved in squabbles?. No 
$ Are you shyP... cessent No 
Is there anyone you dislike or even hate?.. No 
Do you prefer watching кашез?......... n. No 
or actually playing them?... No 
Do you like competitions? .. . No 
Are you a good пїхег?...........- No 
Have you an inferiority complex ?... No 
Do уой feel awkward with strangersP.. eee eren No 
Have you any really close {тїепдз?.......... No 
Is there anyone you look up to and admire?.. 1 No 
Do you tend to place people on pedestals and make heroes of them?.... Yes No 
Do you tend to find the day too short for all that you would like to do?. Yes No 
ог do the days drag by and never end?..-.....+.+-++seeerseeeress Yes No 

How far do you find yourself thinking ahead? Have you planned your 

ОРНО bea e tM ese res wae tire we нооту Cee ego ME Tomorrow 
Next WEEK 
2 Next YEAR 
Tue Next Ten 
YEARS 


Your Or» AGE 


E 


PROFILE OF EMOTIONAL IMMATURITY 


Have you decided exactly what you want to do in 5 years’ time?....... 


Are you зирегзННоц5?.................... 
Do you believe that numbers can bring you luck—good or bad? 
Do you believe that you can influence people to do things simply b; 

thinking about it?..............seeeeeee 
When you switch on the radio, which programs do you prefer ? 


Is mathematics your good subject?......... 
Do you tend to get muddled counting your change?. 


Are you 


Do you prefer to be with people of your own вех?.................... 
or with people of the opposite sex?.... 
Have you ever wished that you were of the opposite sex ? 


Do you think sex is disgusting? 
Does your body scare you? 


Is sex something you prefer not to talk or think about? 
Are you afraid of falling in love?......... 
If you could choose, how many children would you like to have?....... 


Have you stopped masturbating?.......... 
Do you feel it has harmed you in any way? 


Does homosexuality 


Has anyone ever approached you for a homosexual purpose?... уз. 


How many cigarettes do you smoke a day? 


How many ounces of tobacco do you smoke a week? 


How many alcoholic drinks do you take in a day? 


kso RS 


Yes No 
. Licut Music 


TALKS 


MARRIED 
Wipowrp 
SEPARATED 
DrvorceD 
Yrs 
Yrs 
Yes 
Yrs 
.. Yrs 
. Yrs 
Yes 
None 
OnE 


Discust You 
Interest You 
OrIs Ira 
MATTER OF 
INDIFFERENCE 
No 


Yes 


Five 

TEN 

TWENTY А 
THIRTY 

OnE 

Two 

THREE 

More 


ONE 
Two 
More 


Have you answered all the questions? Spend the next few minutes running through 
the list to make sure you have not left any out. THERE ARE NO RIGHT OR 


WRONG ANSWERS. 


DISCUSSION 


Dr. FLANDERS Dunpar.—Dr. Lovett Doust is to 
be congratulated for calling attention to the “loose 
way” in which the term “emotional immaturity” has 
been used. Psychopathic personalities, psychotics, 
and neurotics show signs of immaturity but so do 
patients with diverse types of somatic disorder 
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CLASSICAL Music 
GAMES 
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or with an accident habit. Dr. Doust’s definition of 
emotional immaturity as "the relative fixation 07 
dysplasia of emotional development at a level ovt 
of accord with that to be expected at a gW% | 
chronologice! age" seems not to help because thet? | 
is no unanimity as to what is to be exp е | 
Furthermore, the emotional immaturity may 
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consistent with continuing growth in a healthy direc- 
tion, or it may indicate a state of stunted growth or 
atrophy, or even regression. 

The constellation of questions on the basis of 
which the E. 1. О. is determined would seem not 
to indicate the degree of fixation that is being meas- 
ured, as would seem to be essential in arriving at a 
“developmental coefficient.” Hence unless one has 
decided which of these diverse emotional states is 
to be labeled “immaturity,” it is little wonder that, 
as Dr. Doust said, there are no instruments to 
measure it. 

The phrase “emotional immaturity” implies that 

there is some expected or normal behavior which 
can be correlated with chronological age. Yet from 
diverse specialized fields in medicine has come the 
statement that chronological age has little signifi- 
cance per se. A 60-year-old may have the arteries 
and endocrines to be expected in a 20-year-old, 
whereas the body of a 20-year-old may show char- 
acteristics associated with middle or old age. Yet 
the young arteries of the 60-year-old and his ac- 
companying resilient and forward-looking person- 
ality, although perhaps not to be expected at his 
age, would not be considered an index of emotional 
immaturity. It may be that what we are looking 
for is an equilibrium in the development of each 
individual which allows for continuing growth more 
or less regardless of his likeness to others of his 
chronological age. 
_ The “great vagueness” in the concept of emotional 
immaturity as used by clinicians results in part 
from the fact that each seems to have his own idea 
of what is to be considered mature or immature 
behavior. For example, one of the most “emotion- 
ally mature” persons whom I have known stated 
that when faced with a difficult problem of putting 
an idea across he first tried an appeal to reason. If 
this failed, he requested the opportunity to make a 
pilot test of the usefulness of the idea. If the test 
confirmed his idea but was still disregarded, he 
lay on the floor and kicked and screamed and 
yelled” figuratively speaking, and made himself 
stch a nuisance that people had to pay attention. 
The “kicking and screaming” is infant behavior, 
but directed by a mature ego with a clearly defined 
goal for which the act is staged, it may be called 
mature behavior. 

Dr. Doust has worked out a personality profile 
which serves to sort out persons suffering from one 
or another type of neurosis. Although it may be 
up to 80% diagnostically correct, it has no essential 
bearing on the meaning of emotional immaturity. 
When the most generally held opinions are tested 
by examination of a large group of patients and 
controls, it almost appears that the word imma- 
turity has been used in a sense which is indis- 
tinguishable from illness. 

„Dr. Doust's study is an excellent example of the 
kind of research which begins with what might be 
called a survey of opinion or attitude. Since, how- 
ever, it is admitted at the beginning that the atti- 


tudes to be surveyed are vague or ill-defined, the 
outcome of this survey can do little to add concrete 
reality to the concept under discussion. 

Nevertheless the statistical analysis of the test 
is certainly valuable as an exposition of the differ- 
ences among types of illness, and between those who 
are sick and those who do not appear to be sick. 
In treating a sick person one has to cope with the 
child in the personality, “the baby in every patient,” 
and the child in every person may be child-like and 
welcome a little help in growing up, or it may be 
childish or sick to the extent that it resents and 
fears help. Immaturity seems to be used as a label 
for the sick or hurt child in every person rather 
than for the healthy child in every person. Since 
theft is no real agreement about the meaning of 
emotional immaturity, I would like to substitute 
the better-defined term in ability to maintain homeo- 
static equilibrium under stress. 

Dr. Doust speaks of "developmental potential 
falling out of phase with the advance of chrono- 
logical age.” He speaks of an “emotional imma- 
turity quotient.” I would prefer to say that some 
people appear to be emotional morons because their 
behavior is out of phase with their intellectual de- 
velopment and their feelings out of phase with their 
status as effectively functioning human beings. 

It is interesting that Dr. Doust found a slightly 
negative correlation between the LQ. test and the 
emotional immaturity quotient. It is well known 
that many intellectual prodigies are emotional 
morons, which implies that they have a flair for self- 
defeating and other destructive behavior. This, how- 
ever, is only one form of emotional immaturity, and 
I think it would be more accurate to call it malad- 
justment or illness rather than immaturity because 
it is a behavior pattern that one is unlikely to grow 
out of without help. But I find it more satisfactory 
to measure positives rather than negatives, because, 
unless well versed in higher mathematics, in operat- 
ing with negatives one is likely to encounter imagi- 
nary quantities as the square root of minus one has 
been called. 

I would suggest that perhaps more important 
than the attempt to define emotional immaturity 
might be the attempt to develop a means of measur- 
ing the capacity of the organism to maintain homeo- 
static equilibrium irre: tive of age. From this a 
growth coefficient or an emotional maturity quo- 
tient might be derived. 

Dr. Doust has made a pioneer attempt to clarify 
our thinking about immaturity, and, as you all know, 
I feel a personality profile to be more useful than 
any battery of tests although usually more is learned 
if the 2 are combined. But I still feel that emo- 
tional immaturity remains to be defined. In an 
attempt to make progress on any scientific frontier 
the value of the research is not measured entirely 
by the definitive results, Perhaps Dr. Doust's paper 
should be taken as a warning that, pending further 
research, we be more specific about what we mean 
when we label someone immature. 
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The CO, treatment(1) and its modifica- 
tions(2, 3, 4, 5) are capable of amelioration 
and cure of psychoneurotic or psychosomatic 
symptoms. The following conditions have 
been reported as having benefitted from this 
treatment : character neuroses including alco- 
holism, dipsomania, overt-passive homosex- 
uality and other sexual perversions, chronic 
inferiority feeling, neurotic depression ; anx- 
iety neuroses, phobias, irritability and tension 
symptoms; stuttering, female frigidity, and 
some obscure skin reactions apparently re- 
lated to neurodermatitis. Psychosomatic dis- 
orders such as asthma and skin allergies, duo- 
denal ulcer, spastic colitis, ulcerative colitis 
and chronic constipation have been reported 
as having benefitted or having been cured by 
systematic CO, treatment. 

"The technique of the CO; treatment and its 
different modifications have been published 
elsewhere and, therefore, will not be de- 
scribed here. It suffices to say that deviations 
either from my original method or from 
Milligan's, LaVerne's, and Selinger’s modifi- 
cations of the original treatment resulted in 
failure to produce recoveries or improve- 
ments, Those who have been using any one of 
the above-mentioned methods with or with- 
out psychotherapy report cures and improve- 
ments in the above-described conditions, 
ranging from 50% to 80% of the cases 
treated. On the average, around 60% of the 
patients can be cured or greatly improved by 
the application of the method. 

When I first conceived the application of 
CO; to psychoneurotic conditions my theory 
regarding the mode of action of this treat- 
ment was based almost exclusively on Lo- 
rente de No's(6) work. Lorente de No 
showed on isolated frog nerve that CO, 
raised the threshold of stimulation, increased 
the membrane potential, and, finally, in- 
creased the ability of the nerve to conduct 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 Professor of psychiatry, University of Illinois, 
College of Medicine. 
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trains of impulses. Furthermore, CO,, de- 
layed the appearance of fatigue in the stimu- 
lated nerve. He demonstrated that the effect 
of CO, on the membrane potential is pro- 
portional to the logarithm of its concentra- 
tion. The above changes, but mostly the in- 
creased threshold of stimulation, I thought, 
were responsible for the anesthesia. Further- 
more, taking into consideration the Eccles- 
Brooks(7) hypothesis of central inhibition, I 
applied it to explain the beneficial effect of 
the treatment. The Eccles-Brooks hypothesis 
postulates that increase in membrane poten- 
tial lowers the excitation of the Golgi cells 
and also converts many excitors into inhibi- 
tors and thus augments inhibition. Lowered 
cortical activity, due to deprivation of many 
of the afferent impulses from lower struc- 
tures, also assists in converting Golgi cells 
into inhibitors, and this results in further cor- 
tical inhibition. Assuming that psychoneu- 
rotic processes are maintained by continu- 
ously reverberating circuits, I postulated that 
by an increased conversion of Golgi type ex- 
citors into inhibitors the incessant reverbera- 
tion of the closed circuits would be decreased 
and finally terminated and thus the pathologi- 
cal basis of the psychoneurotic process eradi- 
cated, 

This simplification, however, does not take 
into consideration many other effects of COs 
that are partly central and partly peripheral. 
The first point that should interest us here 18 
the mode of action of CO, in the nervous 
system. Unfortunately, however, the funda- 
mental question as to why СО, acts as it does 
is still unanswered. We know that it changes 
the pH concentration of the blood and of the 
living tissue, but Lorente de No has shown 
that its action on the nerve cell is independent 
of its effect on pH concentration. This find- 
ing was later confirmed by Bain and Pollock 
(8). Seifritz(9) saw СО, stop the flow of 
protoplasm; if the concentration was too high 
or the exposure too long the protoplasm was 
coagulated. In his opinion the anesthetic ef- 
fect of the CO, is due to the gas molecule 


э“! 


1954] 


and its mode of action consists of a reversible 
gelantinization of the protoplasm by CO». 
This gelatinization, if it occurs in nerve cells, 
may explain the reversible morphological 
changes seen by Stephens(10) in the central 
nervous system of rats acutely and chroni- 
cally poisoned by CO». The increased acidity 
of the brain and the body tissues probably 
facilitates this reversible process. Dusser de 
Barenne, McCulloch, and Nimms(11, 12) 
found that a low pH of the cortex caused by 
CO, was associated with low electrical activ- 
ity and a decreaséd excitability of the cor- 
tex, a finding that is in conformity with Lo- 
rente de No’s experiments. As to how the 
pH effect of the CO; is mediated, there is a 
strong probability that carbonic anhydrase is 
involved in the process. Carbonic anhydrase 
catalyzes hydrogination and dehydrogination 
of СО», and because of this catalytic action 
it may increase or decrease pH and so affect 
the activity of other enzymes. It is probable 
that carbonic anhydrase might increase speed 
of conduction and promote or delay recovery 
in the synapse and also play an active part in 
the effect of CO; upon the brain. 

It is known from McLennan's and Elliot's 
(13) work that СО, destroys acetylcholine 
by lowering pH in the brain. All the above 
effects basically amount to a decreased activ- 
ity or resting state of the nervous system 
penetrated by СО». This resting state, how- 
ever, is not unmodified by the concurring 
biochemical and glandular changes. 

. We know from Bain’s and Klein’s (14) 
work that the concentration of brain lactate 
and pyruvate bears an inverse relation to the 
levels of blood carbon dioxide, hydrogen, 
oxygen, and cerebral blood flow, inasmuch as 
they found the highest level of lactate in 
animals having the lowest level of blood car- 
bon dioxide and the lowest level of lactate in 
those breathing carbon dioxide plus oxygen. 
The pyruvate levels in the animals receiving 
bicarbonate, carbon dioxide, or both, were 
lower than in those given no special treat- 
ment. However, this effect of the carbon 
dioxide cannot be caused only by its effect on 
the hydrogen ion concentration since rela- 
tively high concentration of hydrogen ions in 
blood produced by injection of hydrochloric 
acid is not accompanied by a particularly low 
level of brain lactate. The corresponding 
figures, as they were found by Bain and 
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Klein are as follows: the lactate concentra- 
tion of the brain in room air varies from 1.4 
to 2.8, If the animal receives 30% CO; and 
70% О» for 10 minutes this concentration 
falls to 0.6 m.M/Kg. of tissue. The brains 
pyruvate concentration in room air varies 
from 0.20 to 0.22 and it falls in 30% CO; 
to 0.09 m.M/Kg. On the other hand, the con- 
centration of brain phosphates, glucose, and 
ratio of brain to plasma glucose does not 
show significant variation in room air or in 
relatively high concentrations of CO; in rest- 
inganimals. , 

According to these authors there is little 
doubt, and so it seems from their figures, that 
СО» has profound effects upon the levels of 
lactate and pyruvate in the brain of resting 
animals and upon the levels of phosphates in 
convulsant animals. The mechanism by which 
these effects are mediated is obscure. The 
explanation is that “the resulting increase in 
blood flow and oxygenstension enabled the 
brain to more clearly balance energy demands 
with oxidative processes and as a conse- 
quence less lactate was formed and high en- 
ergy phosphate reservoirs were not depleted." 

Another exceedingly interesting facet of 
the peripheral effect of CO, was discovered 
by C. Т. G. King, et al.(15). They found a 
marked rise in blood sugar but no significant | 
change in the eosinophile count during ex- 
posure to СО, both in air and in oxygen. 
Their conclusion is that the glycogenic ef- 
fects of CO, were produced independently · 
of any changes in the absolute number of 
eosinophiles. 

On the morphological level there are very 
important changes both in the brain and in 
the glandular systems of the experimental 
animals. These experiments, however, were 
not replicas of the therapeutic situation, but 
rather, acute or chronic CO; poisoning; it is 
doubtful, therefore, how much of the results 
of these experiments can be applied to human 
treatment. Stephens(10), therefore, put her 
rats into carbon dioxide and kept them there 
until they died. The concentration of CO; in 
the so-called acute experiment was slowly in- 
creased from 18% to 43.2%. The rats’ sur- 
vival periods varied from 23 to 19% hours 
under such conditions. In the chronic experi- 
ments Stephens kept her rats from то to 66 
days in changing concentrations of 6 to 2376 
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of carbon dioxide. She found that in both 
acute and chronic experiments the greatest 
alterations were in the thalamus, brain stem, 
and spinal cord. The cortex of the animals 
was comparatively resistant. The histopatho- 
logic changes in the nerve cells were non- 
specific and appeared to be reversible except 
possibly those in the more damaged areas. 
The blood vessels were undamaged and there 
was no change in the myeloarchitecture. The 
observed swellings in the nerve cells probably 
correspond to the changes observed by Sei- 
fritz, that is, a gelatinization of the proto- 
plasm or coagulation of the saine, if the ex- 
posure is too long. 

Schaefer(16) examined some of the en- 
docrine glands of guinea pigs, rats, mice, and 
dogs exposed to СО» concentrations from 
3% up to 24%. Staining and morphological 
methods, as well as adrenalin content deter- 
mination, and other functional tests, proved 
that during prolonged exposure of guinea 
pigs and dogs to 3% CO; a hypersecretion of 
adrenalin is followed by a hyposecretion, the 
latter due to a diminished synthesis. A hyper- 
and subsequent hypophase was found, too, 
in the adrenal cortex in the basophilic cells 
of the pituitary glands. The thyroids be- 
came more and more inactive with prolonged 
exposure time to 3% carbon dioxide. More 
recently, Rey. Brice Inglesby(17) exposed 
albino rats to prolonged doses of 30% CO; 
and 70% О». After exposures ranging from 
I to 70 hours, definite hyperplastic changes 
were observed in the thyroid glands of the 
animals; high columnar epithelial cells, de- 
crease in size of the follicles, diminished 
amount of colloid and basophilic staining 
character of the colloid appeared. During 
the same period a marked decrease in weight 
of the experimental animals was noted. 

Pollock, Stein, and Gyarfas(18, 19, 20, 
21) found, in cats, that CO, inhalation pro- 
duced low amplitude, fast cortical activity. 
After the interruption of the СО», even if it 
was administered for more than 4 hours, 
there was always a rapid return of the elec- 
trical activity of the brain to the pre-CO, 
level. The response of the thalamus to CO, 
was much less than that of the cortex and 
so was the hypothalamic response that 
showed lower than cortical amplitudes and 
slower frequencies. All in all, the authors 
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found that subcortical structures did not 
seem to be as sensitive to CO; as the cerebral 
cortex. In opposition to these findings in 
animal brain Gibbs' and Gibbs'(22) findings 
on humans show an increased amplitude and 
slow frequency as a response to inhalation 
of CO;. 

It is extremely difficult to construct a har- 
monious picture of the above-mentioned 
changes that could be correlated either with 
the fact of psychoneuroses or with the clini- 
cal improvement produced by CO». 

It is needless to say {һаї we must develop 
a concept of psychoneuroses that permits a 
modification of these conditions by some or 
many of the described physiological changes. 
From the above data the following can be 
selected as indicating a trend: (1) an in- 
creased cerebral inhibition that is repeated in 
certain structures, of the brain at every treat- 
ment (Eccles-Brooks) ; (2) a decreased ex- 
citability of the cortex reproduced at every 
treatment (Dusser de Barenne, McCulloch, 
and Nims) ; (3) the effect of the CO, upon 
the carbohydrate metabolism of the brain en- 
abling it to more clearly balance energy de- 
mands without oxidative processes (Bain 
and Klein) ; (4) a changed balance in the 
activity of the pituitary, adrenal, and thyroid 
glands (Schaefer and Inglesby). 

If this selection is pertinent to the fact of 
psychoneuroses, it follows that a psychoneu- 
rotic’s brain structure is hyper-irritable and 
either does not balance energy demands with 
oxidative processes properly or there is a dis- 
turbance in the distribution of this process; 
and finally, we may assume that there is some 
disturbance in the interaction of at least 3 
important glands—the pituitary, adrenal, 
and thyroid. These postulated disturbances 
are rectified by the action of СО», as was 
demonstrated experimentally. 

It is noteworthy that some observations on 
the patients improving during the CO, treat- 
ment verify the above postulates. There аге 
2 main types or clinical modes of improve- 
ment during the CO, treatment. The one is 
constituted by 3 different kinds of abreaction. 
One is the well known realistic abreaction 
when the patient relives a previous ехреп- 
ence and discharges pent up emotions. This 
variety of abreaction occurs at full conscious- 
ness and is recoverable by the patient. The 
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second variety observed frequently during 
the CO; is what I call allegoric abreaction. 
During this phenomenon the patient dis- 
charges realistic emotions but they are not 
connected with a recovered memory, but 
rather with a symbolic dream. The fact of 
abreaction is recoverable to the patient, but 
its real meaning remains hidden unless it is 
explained to him. The third variety of abre- 
action is utterly unconscious inasmuch as it 
happens while the patient is in anesthesia due 
to the COs. 

It is easy to seé that these 3 varieties of 
abreactions—realistic, allegoric, and uncon- 
scious—can be explained by inhibition of cor- 
tical inhibitory functions, and thus they are 
explainable by the Eccles-Brooks hypothesis. 

The more frequent clinical mode of im- 
provement during the CO; treatment is mani- 
fested by decreased emotiogality and by a de- 
creased sensitivity to internal and external 
stimuli. This is shown by decrease and dis- 
appearance of exaggerated reactions and by 
progressively diminishing clinical symptoms. 
We can see an improved psychological econ- 
omy and sometimes considerable changes in 
physiological activities. Improvement of fri- 
gidity in the female, normalized sexual ac- 
tivity in the male, improvement in the skin, 
nails, and hair texture, increase in the size 
of the female breasts, disappearance of men- 
strual cramps, and normalizing of the men- 
strual cycle are common clianges in the im- 
proved cases. ў 

These signs can be explained by the de- 
creased excitability of the cortex (Dusser de 
Barenne, et al.) and by Bain's and Klein’s 
findings regarding the improved balance of 
energy demands with oxidative processes and, 
finally, by Schaefer’s findings with respect 
to the morphological and functional changes 
in the endocrine glands. 

I do not claim that the above statements 
and data contain a full explanation of the 
psychoneurotic condition and of the mechan- 
ics of the improvement by СО», but I believe 
they provide a frame of reference upon which 
we can design experiments to approach the 
Problem of psychoneurosis on an organic 
evel, 
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SOME ANTECEDENT FACTORS IN THE FAMILY HISTORIES 
OF 392 SCHIZOPHRENICS 


С. W. WAHL, М.р. Boston, Mass. 


Until quite recently psychotherapy with 
schizophrenics was considered an unprofit- 
able undertaking. The difficulties of getting 
and maintaining transference, as well as con- 
trolling hostility, were felt to offer insuper- 
able obstacles to treatment, and the tendency 
was to consider the illness as primarily he- 
reditary in origin. However, with the initia- 
tion of relatively successful innovations in 
the theory of therapy by such psychiatrists 
as Sullivan, Fromm-Reichmann, and Rosen, 
the earlier views began to change, Increas- 
ingly, schizophrenia is viewed as the outcome 
of a disturbance in interpersonal relations, 
facilitated and reinforced by intensified de- 
reistic thinking, sometimes originating in 
early childhood. Hereditary predispositions 
may indeed contribute to the disturbance, 
but, insofar as they do, they act conjointly 
with social stresses in the maturation of the 
individual. However, we still have a very 
imperfect knowledge of the nature and sig- 
nificance of the schizophrenic Process and 
particularly of antecedent conditions in the 
life history that are associated with the de- 
velopment of the psychosis, 

In order to develop a more useful theory 
of schizophrenia as largely resultant from a 
disturbance in interpersonal relations, it is 
necessary to assess the kinds, frequency, and 
intensity of stresses in the lives of such pa- 
tients. One research method is clinical ; it 
consists of intensive study of a small number 
of cases and subsequent generalizations to all 
similarly diagnosed cases of whatever com- 
mon factors are discovered in the therapeutic 
process. There is by this method always the 
danger of overestimating or underestimating 
the significance of the factors stressed by 
having too small or too selective a sample. It 
is always necessary, therefore, to supplement 
such studies with others employing a large 
sample in which an inquiry into the antece- 
dent factors is conducted quite independently 
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of therapy. Only then can one ascertain how 
generally these factors are operative. This 
is the method and objective of this study, 
Statistical studies of this kind have to be 
supplemented, of course, by psychiatric case 
study, Factors may be found that occur rela- 
tively frequently in the life history of schizo- 
phrenics, but which do not enter, as far as can 
be seen from psychiatric treatment, into the 
dynamics of the disturbance. Furthermore, 
the exact way in which antecedent factors en- 
ter into the dynamics of the disturbance must 
be ascertained by other than statistical tech- 
niques. Rather than attempting to prove a 
diagnosis or particular theory, statistical 
studies help to give objective data, regarding 
antecedent events, which can be used to as- 


sess the possible inadequacy or strength of _ 


existing theories, 

Tn this study an exploratory attempt was 
made to find the frequency with which cer- 
tain factors entered into the life histories of 
a large group of schizophrenics. These fac- 
tors were selected because they seemed to ap- 
pear with a marked although variable fre- 
quency and often to be dynamically related 
to the genesis of the subsequent psychosis. 
The following are the antecedent factors 
chosen, in the order of their clinically esti- 
mated importance: (1) marked rejection 
and/or overprotection by one or both par- 
ents; (2) death, desertion, or divorce of the 
parents; (3) intense sibling rivalry; (4) 
ordinal placement in the sibling hierarchy; 
(5) membership in a family of more than 
average size; (6) membership in various rê- 
ligious groups. 


PROCEDURE 


The case records of consecutive admis- 
sions to the Elgin State Hospital from June 
through December 1948 were used. Of i 
1,625 cases, 621 were discarded because 0 
incompleteness, vagueness, or ambiguity 0 
the clinical information in the records leav- 
ing a working sample of 1,004 subjects—585 


| 


1954] 


males and 419 females. This paper is con- 
cerned with the 392 schizophrenics (231 
male and 161 female) of this sample. 

Since our sample was extremely diverse 
in age, sex, and duration and severity of ill- 
ness, it was not considered feasible to com- 
pound a control group of comparable hetero- 
genity ; hence, the extent to which certain of 
the variables, such as parental rejection or 
overprotection, occur in a "normal" popu- 
lation has not been determined. In other 
factors, however, such as the frequency of 
parental death, family size, etc., bases of com- 
parison are available from such sources as the 
United States Bureau of the Census and the 
Statistical department of the Metropolitan 
Life Insurance Company: 

Мисһ of the information needed could be 
obtained by simple enumeration from com- 
pleted histories. The work-up of the individ- 
ual patient in the Elgin State Hospital at the 
time of this study was perhaps more com- 
plete and detailed than is usual at comparable 
institutions, consisting of a detailed social 
history obtained from multiple informants 
and cross-checked, a detailed medical history, 
and a full psychiatric evaluation by one or 
more staff psychiatrists. This is, of course, 
in addition to the usual psychological and 
laboratory evaluations, and nurses’, occupa- 
tional therapists’, and staff conference notes. 
Needless to say, none of the social workers 
or psychiatrists who compiled the histories 
knew that the present investigation was con- 
templated, 

_ Some of the factors, such as parental re- 
jection and overprotection required a subjec- 
tive judgment, Although the disadvantages 
of subjective estimation of complex and 
poorly delineated factors are readily appar- 
ent, it was felt nevertheless that a clinical 
estimation of these factors when they occur 
in severe form can often give information of 
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value. The criteria employed for judgment 
of parental rejection were those of Symonds 
(т), and for overprotection, those of Levy 
(2). Enumeration of these attitudes were 
made only when rejection and/or overpro- 
tection were extensive and severe. 

The cases were divided into the 5 classical 
subtypes of schizophrenia, the classification 
having been previously determined by the 
diagnostic staff. It was recognized, however, 
that this would be of limited value, since 
Boisen(3) and others have shown that there 
are gegional vogues in diagnosis and sub- 
classification аж that they show wide varia- 
tion from one hospital to another. The cases 
were also divided as to sex. 


RESULTS 


A number of writers, salient among them 
Alfred Adler, have maintained that place- 
ment in certain positions in the sibling hier- 
archy results in highly speeific and consistent 
stress situations which materially affect the 
individual's adjustment. He felt, for ex- 
ample, that the oldest child tends to be rela- 
tively more intellectual, more aloof and with- 
drawn, than the youngest, who is purported 
to be more sociable and outgoing. One 
would suspect, therefore, on the basis of 
these specifications, that the oldest child 
would be more prone to schizophrenic illness. 

In Table т are shown the sibling positions 
of the 227 males of the sample? Of these, 
24% were oldest children, 23% youngest, 
16% next-to-youngest, and 11% only chil- 
dren; all other placements constituted 25%. 
No placement in the sibling order shows con- 
spicuous cluster in any one of the schizo- 
phrenic subtypes, although a suggestive 8 of 
the 23 hebephrenics are youngest children. 
In addition, youngest and next-to-youngest 


2 These data were not obtained for females. 


TABLE 1 
SIBLING POSITION OF 231 MALE SCHIZOPHRENICS 
Schizophrenic subtype 

— ———— % of 

Placement Par. Cat Simple Не. Vat. Total Sample 
Ordinal .. 10 т 5 17 56 24 
Ultimate . 6 2 8 23 54 23 
Penultimate I5 e 7 2 3 тї 38 16 
Solitary 4 6 I 3 тї 25 тї 
Others. cic cor tse Dc US . 2I 9 I 5 22 58 25 
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placements predominate within the paranoid 
group. It is not felt, however, that these data 
lend support to the hypothesis that an in- 
creased vulnerability to schizophrenic illness 
results from specific placement in the sibling 
order, although in individual cases the sig- 
nificance of this factor seemed indisputable. 
It was a clinical impression that the stress of 
maintaining a sibling role varied so greatly 
from culture to culture and family to family 
that only when it was associated with a con- 
comitant pathological and inadequate rela- 
tionship to the parents was it a significant 
factor in the genesis of the psychosis. This 
is suggested by the interesting paucity of 
only children in the group (who presumably 
obtain more parental gratification). 

Another widely held opinion is that chil- 
dren from large families are less prone to 
neurotic or psychotic illness. Membership 
in a large family is often presumed to pre- 
pare one more adequately for adult life, be- 
cause it accentuates opportunities for inte- 
grating one's thought and behavior with that 
of others. Since the schizophrenic is defi- 
cient in this capacity, the possibility exists 
that he had little prior training in such mu- 
tual interpersonal give-and-take because of 
growing up within too small a family. 

The number of children per family was 
averaged for each of the schizophrenic sub- 
type samples, for both males and females 
combined. The simple type averaged 3.2 per 
family; paranoid 4.1; catatonic 4.3; hebe- 
phrenic 4.9; undetermined 4.0—the over-all 
average being 4.1. According to Dublin(4), 
in families that have children, the average 
number of children per family in America is 
2.2. Thus it is seen that in the schizophrenic 
group, the family size is consistently larger 
than the national average, Among the gen- 
eral population 13.7% of families have 4 or 
more children. Among the 231 males of this 
sample, 52% came from families containing 
4 or more children. One might then wonder 
if in addition to the purported advantages of 
large family membership there might be the 
disadvantage of spreading the parental affec- 
tion too thinly, of diluting it into ineffective- 
ness and so intensifying the child’s sibling 
rivalry and his fears of abandonment and 
rejection. It is also noteworthy that the most 
regressed patients, the hebephrenics, come 
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from the largest families, a possible explana. | 
tion being that in some instances, the regres. _ 
sion was motivated by a desire to return to 
the best-loved infantile state, unwillingly re- 
linquished to a number of usurping siblings, 
At first it seemed that among the hospital 
population there was an inordinate frequency 


of membership in certain religious sects, par- | 


ticularly those characterized by rigid and 
authoritarian dogma. This impression, how- 
ever, is not borne out by the data. Of the 
sample of 392 patients, 34% were Roman 
Catholic, 45% were Protestants, 9% Не 
brew, 2% other sects, and 10% were without 
known religious affiliations. This distribu- 
tion appears to correspond roughly to that 
of the general population in the area from 
which the patients were largely drawn, Un- | 
fortunately, it was not possible to determine 
the degree of interest and activity of the pro- 
fessed memberships. | 

Although there are many ways in which 
parents' attitudes toward their children may 
be pathological, parental rejection and over- 
protection are of major interest in this study. 
These two were chosen because they seemed 
clinically to be pre-eminent ; secondly, be- 
cause they could more readily be ascertained 
from the record than could such poorly de- 
lineated parental attitudes as apathy and dis- 
interest, passivity, inconsistency, etc. 

Information was obtained on such ques- 
tions as: (1) Which attitude—rejection 0r 
overprotection—is more frequently antecé 
dent in schizophrenics? (2) Which attitude 
is evinced preponderantly by which parent 
(3) Toward which sexed child? 

Table 2 shows the incidence of severe pat 
ental rejection and overprotection in 
392 subjects. Of this group, a total of 180, 
or 48%, came from homes in which there 
was a severe rejection or overprotection, E: 
both, by one or both parents. This total com 
prises 55% of the entire male group aM 
31% of the female; the much higher TE 
dence among the males suggests that thes 
are factors other than constitutional accoun 
ing for the well-known preponderant inct 
dence of schizophrenia among males. 

It is also noteworthy that in this gm 
antecedent parental rejection and overpro! E 
tion are not limited to either the same te 
opposite sexed parent, Eleven percent of 


8 - 


Ce á 


TT OUR RENE бб 


= 


С. W. WAHL 


671 


1954] Лы ЫШ E LC 1. 
ТАВГЕ 2 


INCIDENCE OF SEVERE PARENTAL REJECTION AND OVERPROTECTION IN 392 SCHIZOPHRENICS 


% of Sample 
M and F 
; Mur ‘Sant м ғ Madr 
Rej.d 26 18 44 II п тї 
Rej. 9, +e 23 I 34 10 8 9 
Rej +27 8 35 п 5 9 
Rej. d, О.Р.2.. .. 22 5 27 10 3 7 
ОР. g, Rej.9 . А, о І Si д 3o 
Ee Тыке S 2 3 5 
руа + 23 7 30 10 5 8 
OP. SODAS: о EE 4 2 6 4 a s 
Total Rejecting and’ Overprotecting. .I27 53 ° 180 : m 3 48 
Size of Sample ........ «eee eere 231 161 302 
Key: 
d— Father 
9— Mother 
M— Male 
F—Female 
Rej.—Rejecting 
Q O.P.—Overprotecting 


males and 1196 of the females had rejecting 
fathers. Ten percent of the males and 8% 
of the females had rejecting mothers. This 
might prompt us to re-examine our theories 
of personality development which accredit 
to the mother a very great significance in the 
family and the father to a position of relative 
unimportance. Nor would it appear from 
these data that the importance of a rejecting 
father is limited to the same or the opposite 
sexed child. ° 

Eleven percent of the males and 5% of 
the females came from homes in which there 
wąs a profound rejection on the part of both 
parents. It is not possible to say from this 
study whether rejection by both parents is 
correlated with a greater severity of the psy- 
chotic process, although this was a consistent 
clinical impression. 

Ten percent of the male sample and 3% 
of the female had rejecting fathers and 
mothers who were overprotective. The con- 
verse of this pattern, an overprotective 
father and a rejecting mother, occurred in 
only one case. Likewise, quite rare was the 
overprotective father without significant pa- 
thology on the part of the mother—only 3 
cases were noted in the sample. Severe over- 
Protection by the mother was found in 10% 
of the male cases and 5% of the female. 
Only 6 cases were overprotected by both 
parents, 


Rejection by one or beth parents was by 
far the more frequently manifested attitude, 
33% having been rejected by one or both 
parents, while only 17% were overprotected 
by one or both parents, This is at variance 
with the study of Gerard and Siegel(5) who 
conclude from a study of 71 schizophrenics 
that they were almost uniformly exposed to 
markedly overprotective attitudes. Lidz and 
Lidz(6) conclude that only 5% of the 50 
schizophrenics whom they studied could be 
considered to have been raised in homes that 
seemed reasonably favorable. It was their 
impression, also, that the paternal influence 
was harmful as frequently as the maternal. 

Because of the varied size of the subtype 
samples, it was not posgible to draw any con- 
clusions regarding the relationships between 
specific patterns of parental attitudes in any 
given subtype of schizophrenia. Totalling 
the number of the 2 pathological attitudes of 
parents from each subtype, however, it was 
found that 39% of the paranoid type sample 
present these features, 49% of the catatonic, 
5596 of the simple, 81% of the hebephrenic, 
and 78% of the undetermined type. This 
much larger incidence of pathological par- 
ental attitudes in the hebephrenic subtype, 
quite generally considered to be the severest 
form of schizophrenia, may well indicate that 
these factors are related to the more severely 
regressed form of the illness. 
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An assessment of parental attitudes is at 
best careful judgment and approximation 
and the conclusions drawn therefrom neces- 
sarily taken cum grano salis. This disadvan- 
tage is negligible, however, in the determina- 
tion of an easily verified and quantified fac- 
tor, such as parental separation. Since they 
can be precisely determined and quantified, 
conditions of this type are ideally suited 
for statistical investigation and constitute a 
largely neglected field in psychiatric research. 

For purposes of this study separation was 
defined as an absence of a parent from,con- 
tact with the child for тт mofiths of the year 
for at least 5 consecutive years. The arbi- 
trary use of the term was to ensure that the 
separation would be severe and of long term 
effect and could thus be roughly equated with 
absolute deprivation of a parent by death. 

In Table 3 is shown the incidence in the 
schizophrenic group of death of the parents 
or separation from them by whatever cause 
before the age of T5 years. Of the entire sam- 
ple, 95, or 24%, had lost a father, mother, 
or both by death before they reached this 
age. In addition, 74 patients, or 19%, had 
lost one or both parents by separation from 
them before this age. A total of 43% of the 
group had lost one or both parents by these 
means before the age of 15. 

The previous work in this area shows con- 
siderable disagreement. Barry(7) has pre- 
sented findings from a group of 1,500 un- 
differentiated psychotics. Of those born 
since 1910, 27.6% had lost one or both par- 
ents by the age of 12, Comparable figures 
for normals by other investigators were be- 
low 20%. 

A recent study by Lidz and Lidz(6) of 
50 young schizophrenics showed similar high 
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incidence of parental deprivation by death 
and permanent separation in the family back. - 
grounds. Forty percent had been deprived 
of at least one parent by these means prior 
to their nineteenth birthday. In contrast, the 
incidence of deprivation was 17% in a con- 
trol group of 69 medical students. Pollach, 
Malzberg, and Fuller (9) recorded parental 
deprivations in 38.3% of 175 schizophrenic 
patients whom they studied. 

On the other hand, Gerard and Siegel(10), 
in a study of 71 schizophrenic patients, state 
that 76% did not come from homes broken 
before the age of 10 years; 24% did, The 
breaking of the home did not seem to them 
to be a crucial determinant in the family 
background. However, in a study by Pres- 
ton and Shepler(11) it was found that only 
14% of a group of normal children of 8 to 
то years came from broken homes. # 

Oltman et al.(12) found an incidence of 
parental deprivation (prior to the nineteenth | 
birthday) of 34.2% of a group of боо schiz- 
ophrenics. This incidence was roughly iden- 
tical among individuals suffering from other | 
psychoses and the control group, comprised 
of state hospital employees. They conclude 
from these data that the incidence of schizo- 
phrenia is unrelated to known external 
stresses or deprivations. The incidence of 
parental deprivation in their control group, 
however, is vastly higher than national ja 
cidence figures which suggests that a contro 
population of hospital employees is not 8 
representative of the general population a 
they appear to believe. 

While there are no reliable data on tit 
incidence of prolonged parental separation 
from causes other than death among 
general population, the incidence of par 


TABLE 3 
Loss or Parent Bv DEATH OR SEPARATION BEFORE THE AGE OF FIFTEEN 
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Death d, Sep. 9... 
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death among the general population has been 
determined. According to Fisher(13), or- 
phans (defined as persons who have lost one 
or both parents by death before the age of 
18) comprise 6.3% of the general population 
18 years of age or below. Of this schizo- 
phrenic group 23% were orphaned below the 
age of 15 years, Allowing even for a con- 
siderable margin of error, the much greater 
preponderance of parental loss by death 
among this group as compared to the general 
population is most striking: roughly 4 times 
as many children ef this group had lost a 
parent by death before the age of 15 years 
as those of the generality. 

One might expect from psychodynamic 
theory that loss of the mother in childhood 
would be a much greater trauma than the 
loss of the father and that this would par- 
tigularly be true for males, Barry(14), in 
1939, contrasted the percentages of maternal 
and paternal bereavement during the child- 
hood of 549 young psychotics. He found a 
very high incidence of maternal deaths and 
no substantial differentiation was obtained 
for paternal deaths. However, Blum and 
Rosenweig(15) found from a study of 147 
schizophrenic case histories that parental 
deaths occurred significantly more in schizo- 
phrenics than in normals, but were found to 
tend more toward the paternal side for male 
schizophrenics and toward the maternal one 
for the females. Contrary to expectation, in 
this group 46% of the schizophrenic orphans 
had lost a father, 36% a mother, and 18% 
had lost both. Among orphans under 18 in 
the general population, 63% have lost father 
only ; 34%, mother; and 3% both. 

Paternally deprived orphans constitute 
3.976 of the general population; maternally 
deprived, 2.2%; and 0.2% have been de- 
prived of both, according to Fisher(16). 
Among this schizophrenic population, 10.7% 
are paternally orphaned, 8% maternally, and 
4.1% both. As Table 3 also shows, the in- 
cidence of paternal loss by separation is 
greater than any other kind of loss and this 
is true for both males and females. These 
facts would seem to indicate that the re- 
lationship to the father plays a role in the 
development of the child, both male and fe- 
male, that has not been adequately appre- 
ciated or understood. 
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Forty-eight percent of the males had lost 
a parent by death or separation before reach- 
ing the age of 15 years, while only 37% of 
the females suffered such loss. In this fac- 
tor, as well as in pathological parental atti- 
tudes, the male incidence exceeds the female. 
"This suggests that the greater male incidence 
of parental loss is another important factor 
which may account for the greater frequency 
of schizophrenic psychosis among males. 

Eleven percent of the males and 0% of the 
females lost both parents by death or separa- 
tion, or both before the age of 15 years. In 
the histories df 17% of the subjects was evi- 
dence not only of marked rejection and/or 
overprotection, but in addition loss of one 
or both parents by death or separation before 
the age of 15. It is not possible to say from 
the data if these instances of double trauma 
were related to an earlier onset or special 
severity of the psychotic process, although 
this was a consistent clinical impression. 

It would be most instructive to know if 
loss of a particular parental figure made 
more probable the development of a par- 
ticular pattern or subtype of schizophrenic 
psychosis. However, the greatly varying size 
of the subtype samples makes unreliable any 
appraisal of these data for factors of signifi- 
cant difference. Totaling parental loss, how- 
ever, for each of the schizophrenic subtypes, 
it was found that 48% of the paranoid type 
had suffered such loss before the age of 15, 
52% of the catatonic type, 42% of the sim- 
ple type, 32% of the hebephrenic type, and 
42% of the undetermined type. 

Of the 392 patients in the group, only 
12% had a history of no parental rejection 
and/or overprotection*or parental loss before 
the fifteenth year. ^ 

Again psychodynamic theory would lead 
one to expect that the trauma of parental loss 
would be maximal during their early years 
of life, and that of the two parents, the sus- 
tained loss of the mother would be much 
greater and more traumatic in effect. Fisher 
(17) states that of all orphans in the general 
population, 7% were orphaned before the 
age of 15 years, 24% between 5 and 9, and 
47% between 10 and 15. The percentage of 
the schizophrenic group who were orphaned 
at these ages is 33% in each case, While 
these figures show a greater incidence of 
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early orphanhood among the schizophrenic 
group than among the general population, 
the even distribution of parental loss by death 
among the 3 age groups would indicate that 
this trauma is not so exclusively limited to the 
earlier years as had been supposed. In both 
male and female groups the loss of the father 
during each 5-year period is roughly double 
that of the mother. 


Discussion 


When it is considered that of the 392 pa- 
tients in this study only 12% have family 
histories unmarred by marked and severe 
parental rejection or overprotection and/or 
parental loss, it would seem, as Fromm- 
Reichmann(18) says, that a schizophrenic 
cannot have had a happy childhood. Instead, 
the conditions to which the schizophrenic has 
been exposed in childhood are those likely 
to have been associated with a maximum of 
anxiety and feelings of helplessness. The 
understanding of schizophrenia in the adult, 
therefore, is most likely to be enlarged by 
detailed inquiry into the childhood develop- 
ment and experiences of such persons, If 
this is true, then we must address ourselves 
to the consideration of several important 
questions which follow from these facts ; viz, 
Do the presence and affectionate regard of 
the parent have an effect that operates to 
make the child more able to cope with sub- 
Sequent stresses, internal and external? If 
so, how does this effect operate? Is schizo- 
phrenic illness a method of solution of such 
problems? And, if so, in what way is such 
a solution achieved? In short, what rele- 
vance do the data insthis study have to the 
clinical Understanding and treatment of 
schizophrenia ? 

Generally speaking, if an adult, wher 
faced with a problem or conflict, meets it 
with confidence, we may infer that his atti- 
tude of self-confidence has generalized 
through the memory of past successful solu- 
tions of other and similar problems. If, how- 
ever, a child faces a new conflict or problem 
with confidence and adequacy, we cannot 
make the same inference, His age and lim- 
ited past experience preclude him from logi- 
cally deriving his self-assurance as a gen- 
eralization from a past successful coping 
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with problems, as in the adult. Furthermo 

we know that it is difficult for a child, owing 
to the prelogical and suggestible stage of his 
development, rationally and ob jectively to 
appraise himself, the world, or his place 


within it, without the help of others, There- | 


fore, any sustained conception of himself, 
his worth, and his adequacy must be uncriti- 
cally and magically absorbed from the pre- 
vailing attitudes held toward him by the 
significant persons in his environment, par- 
ticularly by his parents. 

The process presumably involved is identi- 
fication ; i.e., an internalization, largely with- 
out logical examination, of the attitudes held 
toward himself by the parents, who at this 
stage of his development are regarded as 
omnipotent and omniscient. From this proc- 
ess, the child’s conception of his self and his 
attitudes toward his self are seemingly de- 
rived. If his parents are consistent, under- 
standing, and nurturant, he takes within 
himself their habits, values, and methods. 
He identifies with whatever aspects of them 
and of their methods of reality-testing and 
problem-solving which he empirically finds, 
by trial and error, to aid him in resolving his 
own problems. 

Tf, on the other hand, the parents are vat- 
cilating, capricious, anxious, or rejecting, the 
child is faced with the dawning realization 
that, to these persons upon whom he oie 
all-powerful and all-knowing, he is ei 
ered worthless and wicked, unacceptable 
because of some inherent, grievous, and Ш" 
changeable fault of his own. Oversolicitous 
ness of the parent has a similar effect as iid 
jection, because the parent's attitude imp A 
a belief that the child will be unable to у. 
with the external world, The oversolict 
parent in this way reinforces the child’s ^ 
ception of himself as weak and worth 5 
In a very large family, it is likely that S 
turance from the parents will be less beca 
of the greater demands put upon them of 
their situation. Consequently, feelings ‘a 
worthlessness are likely to grow son 
children growing up within large familie di 

But of all the stresses of childhood, 10% 
could be as major and intense as that of D ү 
ental death. Not only does this leave 
child without a mentor or protector -4 
from his point of view, a “magical helpe 
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but it also serves to remove from his sphere 
of learning the chief object of identification 
from whom he may eventually gain his own 
sense of adequacy and merit and objective 
self-appraisal. The separation of a ghild 
from a parent, particularly by so final a thing 
as death, may be likened to the effect of 
death upon the integrity and morale of a 
group in combat, such as was observed by 
psychiatrists during the last war. It was 
noted that the relationships formed between 
pilot of a bomber and his crew was much like 
that between fathér and sons. If the pilot 
was competent and self-confident, and if he 
and his crew had successfully undergone to- 
gether harrowing and difficult experiences, 
the members of the crew became strongly 
identified with and dependent upon him. 
Frequently, the crew began to look upon him 
as an invincible father, the,visible personifi- 
cation and symbol of their own safety. In 
such groups the death of the pilot had a 
disastrous effect. The high morale of the 
group was invariably shaken and was often 
followed by the speedy breakdown of other 
crew members who seemed to reason: “If it 
can happen to him, this competent and invin- 
cible person, who is infinitely more power- 
ful than І, how then can Г hope to survive?" 
Just so, the attitude of the young child to- 
ward his parent is one of admiration of his 
strength, competence, and jnvincibility, as 
Well as certitude regarding his potentiality 
for succor under any and all conditions, even 
though these feelings and beliefs are not un- 
mixed with those of envy and hatred, espe- 
cially toward the same-sex parent. 

í Thus, at the death of a parent, the child 
is prematurely confronted with the mortality 
and the vulnerability of the chief source of 
his strength and feels his own growing self 
threatened by possible destruction. In addi- 
tion, feelings of guilt and fears of retaliation 
are likely to be aroused for what might seem 
to the child to be the fulfillment of his own 
covert death-wishes toward the ambivalently 
loved parent. 

A possible conclusion that can be drawn 
from the high incidence of parental death 
found in this group, then, is that the schizo- 
phrenic illness is a method of adjustive re- 
Sponse, a protection against strong feelings 
Of helplessness and worthlessness. If this 


is so, then schizophrenic symptoms are not 
random and meaningless, but behavior which 
serves a definite need and purpose. By with- 
drawal from reality, the patient is able to 
adjust to situations or conflicts that cause 
him strong feelings of inadequacy or threat. 
The symptoms, ineffectual and destructive as 
they seem to an observer, enable the patient 
to make a fairly workable compromise with 
fears about himself or the world which he 
cannot master and needs which he cannot 
fulfill, Thus, schizophrenic withdrawal 
serwes to protect the patient from further 
arousal of overpowering feelings of guilt 
and anxiety which were associated with his 
earlier interpersonal relations. The human 
needs, which are ordinarily resolved by non- 
psychotics by the process of learning through 
“good” identification, persist unabated in the 
schizophrenic. His great anxiety regarding 
his feelings of worthiness and adequacy 
makes the ordinary cultural resolution of his 
needs difficult, so he is driven to their reso- 
lution in phantasy. The longer he practices 
phantasy gratification, the greater the with- 
drawal from attempts to master reality be- 
comes and the more satisfying and more real 
becomes his make-believe world. 

It would thus seem that one of the mecha- 
nisms of therapy needed with schizophrenic 
patients is a demonstration of consistent in- 
terest, encouragement, and regard, which 
would serve to reduce anxiety and guilt re- 
garding a close relationship with real indi- 
viduals in the patient’s environment. Once 
identification with the therapist and his 
methods of reality-testing begins to occur, it 
can be used to help the patient fulfill his 
needs in reality. This must be the thera- 
peutic “climate,” but is not, of course, the 
whole of the therapeutic “work.” However, 
within this milieu, each new success in the 
identification process reduces the patient’s 
anxiety and guilt, while heightening his self- 
esteem, with the result that dereistic gratifi- 
cation becomes less necessary and attractive. 

It should be remembered, however, that 
the factors found in this study are probably 
not specific for the genesis of schizophrenia. 
A high incidence of parental loss has been 
found in other groups; psychotics(19), the 
psychosomatically ill(20), and delinquents 
(21). It should also be remembered that 


€ 


676 


these same early factors do not always and 
necessarily produce an individual who be- 
comes a social problem. Later influences and 
a shift to a better environment in the adoles- 
cent years may often counteract the earlier 
disadvantages of parental loss or disinterest. 
The working through of his anxiety and 
guilt may lead to a greater maturity and sen- 
sitivity than would exist in an individual who 
| grows up under lesser stresses. Glueck and 
Glueck(22) have shown that deprived delin- 
quents who form a close relationship to a 
parental surrogate oftentimes resolve their 
antisocial tendencies. It is, therefore, fairly 
obvious that failure to achieve adequacy in 
the childhood years through good parental 
identification is common to many disturbed 
populations. Dereistic withdrawal via psy- 
chosis is, then, but one of the means to 
handle the basic problems that touch all per- 
sonality disorders. There may be factors in 
the life-history of the schizophrenic not 
studied in this particular research which are 
unique to him among disturbed groups and 
which strengthen a dereistic resolution of his 
problems, or, instead, there may be a consti- 
tutional tendency to respond to stress in this 
fashion and an environment in childhood 
which strengthens these constitutional ten- 
dencies. Only a great deal more intensive 
clinical study of schizophrenic patients and 
further statistical studies of this kind can 
help to give more complete answer to the 
problems which this particular mental dis- 
turbance has put before psychiatrists. 
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GROUP THERAPY ON AN ACUTE SERVICE : 


M. P. GRAEBER, M.D., С. C. BROWN, M.D., RUTH M. PILLSBURY, M.D., AND 
J. D. ENTERLINE, M. D.* 
rj 


Pato Атто, CALIF. 


OBJECTIVES 


At the Veterans Administration Hospital, 
Palo Alto, California, we have now had al- 
most 2 years’ experience observing group 
therapy as the basic organization of a ward 
of acutely disturbed patients. Although 
changes and modifications have taken place 
from time to time, at its inception this pro- 
gram had 2 basic objectives. The primary 
objective was to determine the feasibility of 
using group therapy to reduce combative and 
other types of antisocial behavior among 
acutely disturbed patients (е). The secondary 
objective was to determine whether or not 
nurses and aides, as well as psychiatric resi- 
dents, psychologists, and social service work- 
ers could be useful as group leaders. Perhaps 
one of the most startling aspects of this ex- 
perience has been the enthusiasm with which 
people have abandoned their individual biases 
in the interest of the therapeutic efforts of 
the total ward. In this paper we wish to re- 
port not only our observations of acutely dis- 
turbed patients experiencing group therapy, 
but also what seem unique aspects of an ef- 
fective program for severe psychotic patients. 


HISTORY AND STRUCTURE 


Though group therapy had been employed 
previously at this hospital, this project was 
unique in applying the method for the first 
time to an entire ward. Because of the inter- 
est of the insulin ward personnel this ward 
was made available for the project on July 1, 
1951. The ward was 1 of 4 wings in the 
acute treatment building of this 1,400-bed 
hospital. On the ward at that time were 50 
patients, who had not been selected, but had 
been assigned in rotation to 2 residents. No 
— 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2 The statements and conclusions of the authors 
are the result of their own study and dë not neces- 
sarily reflect the policy or opinion of the Veterans 

dministration, 


limitation on type or severity of illness was 
imposed. Nine small therapy groups, of 5 to 
7 patients each, with one therapist, met simul- 
taneously in r-hour daily sessions 4 days a 
week: The fifth day all groups met in a com- 
bingd session for т hour. This large group 
of approximately 50 patients was addressed 
by a speaker invited from some other depart- 
ment of the hospital. In all off-ward and 
other on-ward activities, the emphasis was 
placed on maintaining the identity of the 
group(2). These activities included daily 
ward rounds by resident psychiatrists, calis- 
thenics, swimming sessions, and occasional 
barbecues for the group as a unit. Individual 
group leadership was právided by 2 resident 
psychiatrists, one psychologist, 2 social serv- 
ice workers, 2 nurses, and 2 aides, all of 
whom were encouraged to participate in 
group activities, The leaders met daily after 
each group session. А staff psychiatrist acted 
as consultant to the program. 


SMALL GROUPS 


The majority of our 50 patients were 
schizophrenics, so disturbed that their con- 
duct was intolerable on any other ward; a 
few were manic-depressive patients in an 
acute phase, who could not be trusted on any 
other ward; and a few were character dis- 
orders, unacceptable except on a maximum 
security ward. Since the personnel initially 
involved were familiar with these patients, 
they chose the members of their small groups 
on a basis of individual preference. Each 
morning before the time set for meeting, the 
leader encouraged each of his patients to at- 
tend, always permitting refusal. 

Providing appropriate meeting places on 
the ward which could be used simultaneously 
proved a serious problem. This necessitated 
the use of a corner of the dormitory, a day- 
room, and the small exercise patio adjoining 
the ward, in addition to the available offices. 
Each locale seemed to have particular ad- 
vantages and disadvantages to the group 
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membership. For example, little interaction 
was obtained in the dormitory where patients 
had to sit crowded on beds. On the other 
hand, in the dayroom because of its size, 
some of the more withdrawn patients could 
remain on the fringe, and by tentatively ad- 
vancing and retreating, were able eventually 
to join this group as full participtants. 

During the hour which all the groups met, 
the doors were left open. Although originally 
the patients had been chosen by the leaders, 
they were free to leave a given group and 
join another whenever they wished, in the 
hope that they would find somè meaningful 
relationship. From the considerable shifting 
that occurred, 4 general patterns emerged. 
First it was found that some new members 
tended to drift from group to group until 
they found one in which they felt comfort- 
able. Second were patients who might tem- 
porarily withdraw from a group and seek 
another because of the level of discussion or 
the interaction with’ the leader or other pa- 
tients. Most often these returned to their 
original group. In contrast to the latter, were 
those who left one group for some positive 
attraction in another. Fourth and last were a 
few who became chronic drifters for long 
periods before settling down to establish even 
minimal group attachments, 


OBSERVATION: PATIENTS 


We found that having the small groups 
meet simultaneously fostered a spirit of unity 
among the patients, Until they met in the 
small group sessions, many of the men did 
not even know one another’s names(3). One 
man was heard to comment as he extended 
his hand to a newcomer in his group: "I've 
slept next to you for two months but I never 
spoke to you before because T didn't know 
whether you would like it and I was afraid 
of you!" As they became accustomed to the 
Scheduling of the group hour, patients were 
observed reminding one another of the time, 
a few would encourage new members to join 
their group, and those least inclined to attend 
sometimes were motivated by the others’ 
enthusiasm. 

During the group hours there has been al- 
most no tendency to violence among the pa- 
tients. In fact only one episode has occurred 

during a meeting, and in this instance when 


2 patients came to blows the group members 
handled the situation before an aide could 
be summoned(4). In addition there have 
been no physical attacks made on any of the 
group, leaders—in or out of the groups. 

With the passage of time, we noted that the 
complaints of the patients concerning ward 
administration and general management be- 
came more constructive and realistic. Al- 
though many of the suggestions offered were 
inappropriate, some were helpful, and as of- 
ten as possible were put into effect. Among 
the improvements that became permanent 
was the addition of a bulletin board for daily 
announcements. Ash trays were requested, 
and as metal ones were not allowed, patients 
made wooden ones in occupational therapy 
and have put them into use. 

Since the initiation of the group therapy 
program a genera] change in the attitude of 
the patients toward their fellow group mem- 
bers and toward the ward itself has been ob- 
served. Relationships have been formed be- 
tween members of the program which have 
continued in several cases even after transfer 
to less restricted wards. Many have re- 
quested and been permitted to return for 
group meetings, Patients on other wings of 
the maximum security building have asked 
to be admitted to the program. It has been 
reported by personnel of other wards that pa- 
tients expressed less fear of being trans- 
ferred to the disturbed ward. 


OBSERVATION: LEADERS 


We originally planned that the group lead- 
ers should meet once a week, but we found 
ourselves spontaneously meeting daily after 
the small group meetings. There were several 
теазопз for this change, Few of the leaders 
had had any group experience, and all had 
Personal anxieties about the experiment. 
Each had been left free to try out his own 
ideas in his group as he saw fit, and in meet- 
ing together with other leaders, all were en- 
couraged to operate within the limits of their 
own tolerance. Interest in the patients was 
not confined to the single hour in the morn- 
ing, but was maintained by all the ward per- 
sonnel throughout the day. As the leader- 
aides came to know their patients better, they 
were found to be more alert to symptoms 0 
trouble, and frequently by talking to a patient 
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or suggesting hydrotherapy to the physician, 
serious upsets were averted. Daily incidents 
were discussed at leader meetings so that 
each had an opportunity to learn from the ex- 
periences of the others. $ 

Other pressures and anxieties came from 
outside the program itself. Administrative 
personnel, while conservatively cooperative, 
had their collective and individual doubts. 
The nursing service had many questions: 
Was such a program possible with available 
personnel in addition to their existing duties 
(5)? Would not other wards suffer to pro- 
vide nurses and aides for group therapy? 
Such problems, in addition to the therapeutic 
aspects of the program, required the support 
supplied by frequent leader meetings. This 
need was effectively proved when, after the 
program was well established we were forced 
to curtail the frequency of leader meetings, 
the program promptly showed signs of incipi- 
ent collapse. It was also observed that feel- 
ings of competition between the leaders was 
at a minimum at times when leader meetings 
were frequent. 


THE BIG GROUP 


An additional technique employed in this 
study to focus attention on the unity of the 
whole ward was the weekly big group meet- 
ing. This meeting was attended by all 50 
patients and their 9 leaderss it took place in 
the ward's dayroom. Guest speakers were in- 
vited from other departments of the hospital 
and from outside to preside over this group 
in whichever way they thought best. The 
Subjects discussed ranged from theories of 
communication presented by an anthropolo- 
gist to what happens to a patient's money in 
à Veterans Administration Hospital, as out- 
lined by the finance officer. Patients reacted 
to this type of experience on many levels: 
Some with a free flow of delusional material, 
others with pertinent inquiry addressed to the 
Speaker, or relevant discussion among them- 
selves. Some patients unable to verbalize in 
the small groups surprised us by being able 
to speak up in the anonymity of the large 
group. 

Subjects frequently arose in the large 
group meetings which would carry over into 
the small groups and provide material for 
discussion during the rest of the week. 


In this group of some 50 patients we 
found, as in the small groups, that we had no 
episodes of violent or destructive behavior 
during the meetings. 


TRENDS 


In order to fulfill the objectives of the pro- 
gram it was foreseen that some changes 
would become necessary. Being the acute 
and therefore the emergency facility for the 
entire hospital, the ward was subject to the 
administrative necessity of keeping beds 
available foradmissions and transfers. We 
soon found that the resulting rapid turnover 
was disruptive to the groups and a criterion 
of at least one month’s expected stay on the 
ward was established. Another factor requir- 
ing selectiom of patients was our experience 
with the alcoholic-character disorder type of 
patient. Repeatedly we found that the addi- 
tion’ of such patients was disruptive to the 
predominantly schizophgenic groups. We 
hold no thesis as to whether or not the char- 
acter disorder or alcoholic can be helped by 
group therapy, but only that in our experi- 
ence, they did not seem to be helped in these 
groups, and their inclusion operated to the 
disadvantage of the other patients. After the 
program had been in operation about 9 
months, we noted that some of the patients 
did not seem to be making appreciable prog- 
ress, and a few of these were transferred to 
make room for others. We saw, however, 
that some of these patients transferred from 
the program promptly began to regress. Fur- 
ther emphasizing the difficulty in selecting pa- 
tients was the occasional one who remained 
quiet and withdrawn for several months and 
then suddenly began “to participate. At the 
present time, with these factors in mind, pa- 
tients are considered for the program by the 
group leaders upon the request of their 
doctors. 

There have been several excursions into 
dual and multiple leadership. We shall not 
discuss here the pros and cons of multiple 
leadership in regard to individual groups, but 
it was noted that such groups within our 
total program were a threat. They frequently 
provided their leaders with so much support 
that there was little incentive to participate 
in the leaders’ meetings. Competition be- 
tween the leaders of the various groups in- 
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creased (6), and the program tended to disin- 
tegrate into a number of small unrelated 
segments. " 

At present we are experimenting with 
audio-visual aids in the large group. We are 
also contemplating the reduced use of seda- 
tions, restraints, seclusion, and shock thera- 
pies, in relationship to this program. 


CONCLUSION 


After nearly 2 years in the project, it is 
apparent that the consistency with which 
change has taken place has been its most 
noteworthy aspect. Though on the one hand 
there has been little change in the purely 
mechanical features, there have been many 
changes in the patients, in the ward, and in 
the group leaders. 

Objectively, the observer might be struck 
with the difference in the appearance of the 
ward—with the fact that the patients are us- 
ing ash trays rather than the floor; or he 
might notice the increased socialization of the 
patients or the lessening of bizarre behavior. 
On the other hand, he might notice that the 
personnel present are more actively involved 
with the patients. Important as we believe 
these differences to be, something more im- 
portant and at the same time more difficult 
to assess is the change in the patients’ feel- 
ings about the ward—a change from seeing 
it as a restrictive and punitive setting to a 
feeling of “Here I can belong; here help is 
being offered.” 

Many changes have occurred in the 300 
patients who have been in the program. All 
parts of the program have been important, 
one part affecting one particular patient more 
than another. However, we have felt that 
to patients who have derived deeper and 
more lasting gains, the interpersonal rela- 
tionships were of the most significance. It 
has appeared to us that allowing the patient 
a variety in his choice of group leaders 
has resulted in more of these therapeutic 
relationships. 

Collectively the patients changed enough 
to indicate that our first goal—control of 
acutely disturbed patients—has certainly 


been won and that our initial fears regard- ` 
ing violence, hyperactivity, and destructive- 
ness have proved unfounded. 

There have now been some 30 different 
group leaders, only one, a social service 
worker, having been in the program from its 
inception. In the beginning we valued consist- 
ency of leadership highly, and gloomily fore- 
saw the breakdown of the program if admin- 
istrative rotations occurred. We have seen 
the program go on relatively undisturbed by 
these frequent and involuntary changes. Ad- 
ditionally we have seen these changes provide 
a valuable training experience for people 
who, when transferred to other wards, took 
with them new perspectives. 

We found that extra personnel were not 
needed, and that the existing personnel have 
not been hampered in the maintenance of 
their regular duties, 

Our secondary goal has also been realized: 
no longer do we question whether nurses and 
aides can or should be doing this type of 
treatment. 


SUMMARY 
1. Group therapy when used as the basic 


organization of a ward is effective in con- 
trolling hyperactivity and acting-out. 
2. Nurses and aides can be used both ef- 
fectively and economically in such a program. 
3. Providing a choice and variety of group 
leaders has seemed to increase therapeutic 
relationships. 
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A PILOT PROGRAM IN POST GRADUATE TEACHING OF 
PSYCHIATRY TO GENERAL PRACTITIONERS * 


RALPH P. TOWNSEND, M. D., Mıcmican Crry, INDIANA 


During and following World War II so much 
has been written on psychosomatic medicine, both in 
the lay and in the medical press, that much con- 
fusion has arisen over this subject. This compend 
is intended for an audience for the most part that 
has been neglected, an audience made up of those 
who have a daily, almost hourly need for psychiatric 
understanding and facility. This audience is the 
general practitioner of medicine and the medical 
specialists in fields other than psychiatry. It is 
they who see the early cases of psychiatric dis- 
orders. It is they whose work can be of high value 
in mental hygiene and it is they who must treat 
the majority of the psychologic problems in the 
community. 


This quotation written By the committee 
on postgraduate instruction of the Tennessee 
State Medical Association is taken from the 
foreword of a handbook, the body of which 
was prepared by the author while teach- 
ing a course in psychiatry for general prac- 
titioners in Tennessee. It indicates the com- 
mittee’s purpose in presenting the course. 
This paper summarizes the experience of the 
instructor during the presentation of the 
program. 

Since 1936, the Tennessee State Medical 
Association through its committee on post- 
graduate instruction has been presenting 
courses in various medical subjects to the 
practitioners of that state. Instructors are se- 
lected from out-of-state sources, The course 
in psychiatry, September 1949 to July 1951, 
was the first attempt to present this subject 
on a state-wide basis. It was selected by the 
medical profession of the State of Tennessee 
as determined by questionnaire.’ 

The program provided for a field director * 
who procured registrations, set up the sched- 
uling of circuits, arranged for meeting places 
in the various centers, and handled the busi- 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2The course was financially supported by the 
Tennessee State Department of Public Health, The 
Commonwealth Fund, the Tennessee State Medical 
Association, Vanderbilt University, and the Uni- 
versity of Tennessee. 

51„ W. Kibler, A.B., M. A., deceased. 


ness of collecting, auditing accounts, and 
correspondence. 


DESCRIPTION OF COURSE 


The State of Tennessee was divided into 9 
districts called circuits; in each one 5 larger 
cities were selected as teaching centers. These 
were evenly distributed throughout the cir- 
cuit and could be reached by physicians in 
the surrounding area with the minimum of 
travel. Registrations were solicited in ad- 
vance. The instructor held a series of ro 
meetings in each center. During the first 
week, the first lecture was given in each of 
the 5 centers ; in the second week, the second 
lecture, and so on for 10 weeks, the entire 
program lasting 2 years. Meetings were held 
in such places as staff or dining rooms in local 
hospitals, the parlors of the local mortician, 
a classroom in a school or, in the larger cities, 
space used by the Academy of Medicine or 
Health Department. Attendance varied from 
6 to 132. The registration fee was то dollars. 
A record of attendance for each registrant 
was kept, and a certificate of completion was 
given to each doctor attending 8 or more of 
the то lectures. 

Didactic lectures were given, including dis- 
cussion of personality, employing psychoana- 
lytic concepts, and the development of the in- 
dividual personality. The clinical discussions 
covered the reactive Behavior disorders, the 
psychoneuroses, principles of psychosomat- 
ics, and usually the problems of military 
psychiatry. 

The didactic presentation was supple-. 
mented by a handbook of about 250 pages. 
Broader coverage of psychiatry was given 
in the handbook than could be done in the 
lectures and the handbook was distributed 
in the beginning of the course to be used as 
a supplement to the lectures, 

The lectures were also supplemented by 
blackboard illustrations and particularly by 
sound films on psychiatric subjects. These 
were often presented first to illustrate the 
subject of the evening. 
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It was also possible in several centers to 
interview patients in the presence of the 
group, after which the patient’s problem 
was discussed with group participation. 

The instructor was called upon at various 
times to see patients in consultation. As 
many as 384 patients were seen in this way, 
for a minimum of an hour each, and the con- 
sultation was recorded verbatim with the pa- 
tient’s consent. Of this group only 2 patients 
refused to have an interview recorded. The 
consultations covered the major categories of 
psychiatric disturbances ; the psychoses, psy- 
choneuroses, situational reactions, character 
disorders, the reactive behavior disorders in 
children, and a few neurological cases. Many 
of the patients had presenting symptoms 
of a psychosomatic nature, The transcrip- 
tions of the interview were used with the 
groups to bring out certain principles of in- 
terviewing as well as the dynamic principles 
in the etiology of the disorder. 

The program in each of the communities 
was publicized locally and the instructor was 
often called upon to give talks to lay groups. 
In 2 centers, a program of several sessions 
was organized within the school system to 
discuss problems of school children. 

Before the opening of each circuit a ques- 
tionnaire prepared by the instructor was 
circulated in order to determine what the in- 
dividual registrants were particularly inter- 
ested in having brought out in the course. 
At the close of each circuit, another question- 
naire was circulated by the committee re- 
questing the individual registrant’s opinion 
as to the value of the course, what he thought 
of the instructor, and soliciting suggestions 
for improving the course, 

Throughout 2 years of covering essentially 
the same material some 45 times, there were 
naturally changes made in the method of 
presentation. In the beginning the instructor 
tried to encourage the groups to meet in the 
evenings for the didactic part of the program 
and in the afternoons for case discussions 
of seminar type. The latter project found lit- 
tle response and was soon abandoned. How- 
ever, it is felt that in two centers where there 
was reasonably good attendance at the after- 
noon seminar, much was gained by those 
who did participate. 

Next, because so much material had to be 
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covered, an attempt was made to hold the 
group together for a session of 3 hours in 
the evening, broken down into hour-long ses- 
sions with rest periods between. Presenta- 
tion varied from didactic lecture to demon- 
stration, or showing a sound motion picture, 
Although the attendance was good, there 
were many complaints that the sessions were 
too long. Therefore they were shortened to 
about 2 hours in the third circuit. Emphasis 
was placed upon presenting the material in as 
varied a form as possible, making use mainly 
of blackboard illustrations and sound films 
and relating the organized didactic presenta- 
tion to these. This appeared to be a satis- 
factory compromise, and there was greater 
response in the form of questions and dis- 
cussion, 

The question of demonstration of patients 
before the group had arisen many times in 
the earlier circuits, and it was decided in the 
fourth circuit to try this procedure as а for- 
mal part of the program, at the first session 
of each group. The instructor did not know 
the nature of the problem until he met the 
patient at this time. This was important since 
his prior knowledge might put him in a posi- 
tion of advantage compared with those tak- 
ing the course. By going into the problem 
“cold” so to speak, a much more convincing 
case could be made for the validity of psy- 
chiatric interviewing techniques. An inter- 
view usually lasted about 40 minutes and was 
followed by a 20-minute discussion in which 
the doctors could participate. The purpose 
was not to make a definite diagnosis of the 
case or to present a final opinion, but simply 
to point the direction for further study of 
the problem. At various times it was possible 
to refer back to the patient to illustrate points 
made subsequently in the course. This tech- 
nique met with success and was followed 
throughout the remainder of the circuits. 


PREPAREDNESS OF THE REGISTRANTS 


In a program of this nature where spe 
cialized material is presented to people with 
varied interests, effectiveness depends to ? 
considerable extent on being able to appraise 
the emotiónal readiness as well as the aca- 
demic preparedness of the registrants an, 
then, to present the material in such a way 4 


1954] 


RALPH P. TOWNSEND 


683 


to reach a majority of the group. While the 
registrants had voted for the subject of psy- 
chiatry, their individual intellectual and emo- 
tional preparedness was of course undeter- 
mined. The initial questionnaire to' learn 
the physicians’ purposes in taking the course 
was unfortunately circulated on a circuit-to- 
circuit basis before beginning in any one area 
and not on a state-wide basis before the start 
of the course. It was thus impossible to plan 
the over-all progress on a basis of accurate 
knowledge of the state of preparedness of 
the registrants. 

Nevertheless, the questionnaire was of 
some use. It provided basic information as 
to the age of the registrant, his medical train- 
ing, experience, and main interests in prac- 
tice. It indicated that most of the registrants 
were looking for some practical suggestions 
for the treatment of patients with emotional 
problems. It soon became clear that the term 
"practical" meant some easy, quick method 
of using medicines or giving advice which 
would dispose of the patient's difficulties 
largely by fiat. If nothing else were accom- 
plished the point was strongly made that 
emotional problems have to be solved by pa- 
tients themselves, and that the physician's 
role is to help them dispose of those factors 
inhibiting effective action. 

A second fact disclosed by the question- 
naire was the great differehce in the medical 
background and experience of the regis- 
trants. There was a large group of older 
practitioners who had little if any liberal arts 
education and who had gone into medicine 
on the basis of a couple of years' apprentice- 
ship or an equivalent time in medical schools 
no longer in existence. Some had been 
granted licenses because they had been prac- 
ticing for some time although their academic 
qualifications were unknown. The registrant 
with the longest experience had been prac- 
ticing for 67 years. 

There was the larger proportion who had 
graduated from recognized schools, received 
modern medical training, and who had been 
in practice from то to 30 years. However, 
at the time they were in medical school, there 
was practically no psychiatry taught except 
for a few demonstrations of pSychotic pa- 
tients. The subject matter of the course was 
entirely new and unfamiliar to them. Prob- 


ably these first 2 groups were less well-versed 
in modern principles and concepts of psy- 
chology and psychiatry than the average in- 
formed layman. 

Finally, there were the younger men, grad- 
uated from medical schools during the past 
IO years, who had received more organized 
instruction in psychiatry ; many of them had 
become appreciative of the role of psychiatry 
in medicine as a result of military experience 
in World War II. 

owever, when it came to fundamental in- 
terest in the course, participation in discus- 
sion, and attendance, no dividing lines could 
be discovered on the basis of training and 
academic experience. For many practitioners 
whose formal training might be considered 
inadequate, some of the material seemed to 
take on a richer meaning, perhaps because of 
longer years of practice, and a certain mel- 
lowing process which appeared to result 
therefrom. * 

These great differences in academic and 
medical background, basic intelligence, and 
capacity for empathy posed a considerable 
problem in selection of material. This was 
finally resolved by covering the major prin- 
ciples of modern dynamic psychiatry in the 
didactic part of the course, employing psy- 
choanalytic concepts as modified in current 
usage. It was felt that even if the physician 
could not put such material to use with pa- 
tients, he still should be acquainted with it 
as an informed person. It was felt, however, 
that those who would gain most from the 
course were in the younger age groups and 
in terms of their contribution to the practice 
of medicine their abilities and needs should 
be given higher priority. 


RESPONSE OF THE GROUPS TO THE PROGRAM 


Presentation of a course in psychiatry 
must take account of a factor that is at most 
only of minor importance in presenting other 
medical subjects: the material under con- 
sideration has tremendous subjective signifi- 
cance to the student. Phenomena and prin- 
ciples studied relate to and are part of the 
every day functioning of the individual. To 
the extent that the student feels threatened 
in his daily living, any frank and open dis- 
cussion of psychological mechanisms may 
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produce anxiety, In attempting to understand 
a patient’s psychological problem, the physi- 
cian is faced with the question “What are the 
implications of this patient’s difficulties for 
me and my life? To what degree are they 
common to both of us?” It is not possible 
to predict how a given individual will react 
to this threat, nor to know which aspects of 
the material are likely to be threatening. He 
may become so anxious that he is forced to 
withdraw from the program, or this very 
anxiety may serve as a strong incentive to 
keep him in the course. Some, people, iñ a 
sense, enter such a project expecting the 
equivalent of a therapeutic process to take 
place. 

The instructor was therefore faced with 
the alternatives of arousing in the doctors 
anxiety that might result in their dropping 
out, or, in the hope of maintaining attend- 
ance, of watering down the material in such 
а way as to have little practical effectiveness. 
This dilemma was resolved on the basis of 
the following assumptions: 

1. The instructor could not know in ad- 
vance what the particular sensibilities of the 
individual doctor might be. 

2. Those who registered were really in- 
terested in learning as much as possible about 
the subject as the short time would permit. 

3. It was doubtful that new material could 
be effectively assimilated if it did not evoke 
an emotional reaction in the student—to the 
extent at least that he began to think actively 
about the subject. 

4. The fact that the students were, in most 
cases, parents appeared to have much to do 
with the effectiveness òf the program, par- 
ticularly since so much emphasis was placed 
upon individual development and the impor- 
tant role of early interpersonal relationships 
with the “significant others.” 

5. Finally, those who might drop out of 
the course were likely not to have gained 
significantly from any form of presentation 
or content, so that little actually would be 
lost in such cases. 

It had been expected, particularly by the 
committee, that there would be significant 
resistance to the presentation of modern psy- 
chiatry if the major emphasis were placed 
upon psychoanalytic concepts. This was par- 
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ticularly true with regard to the presentation 
of sexual theory. 

The instructor, on the other hand, was 
more concerned about the impact of the sub- 
ject of the unconscious, and the mechanisms 
of defense, in general and in particular, and 
the operation of the super-ego, since he con- 
sidered that such topics might be more anx- 
iety-producing than the rather limited one 
of sex. One aspect of this problem in Ten- 
nessee was the implications of the subject 
matter with regard to many uncritically ac- 
cepted religious notions. This issue seemed 
to be much more alive than the one of Sex, 
and it appeared that many taking the course 
had some pet religious ideas for which they 
were seeking justification. 

It soon became clear that the more mature, 
better informed, sincere students reacted fa- 
vorably to unfamiliar concepts and made 
positive gains from the course; this group 
were in the majority. The bigoted remained 
bigoted. The unreachable were not reached. 

Complete records of attendance are not 
available, but it probably varied from a high 
of 80% in some centers to about 50%. These 
figures are based upon the number of regis- 
trants in a center who qualified for a Certifi- 
cate of Attendance. Attendance and regis- 
tration were higher in small communities 
where most of the physicians were general 
practitioners thari in the larger cities, Mem- 
phis, Nashville, Knoxville, and Chattanooga. 
In the better-organized medical communities 
it was a matter of local pride to register all 
the doctors in the county society, and make 
it a point to see that all were present for 
the lectures, save for emergencies. An ad- 
ditional element in holding up attendance is 
the fact that physicians of the state have 
long ago been sold on the postgraduate pro- 
gram and will support it earnestly even 
though they have no special interest in the 
current course. : 

One might expect that discussion following 
lectures would be a good index of interest 
however, this was not so. The individual doc- 
tor was reticent about asking questions on his 
own. Perhaps this shyness and hesitancy 
have deep implications regarding insecurities 
existing in the relationships among the mem- 
bers of the profession. The instructor we 
always conscious of these factors, having 
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some advance knowledge from the field di- 
rector, and made every effort to support and 
encourage the members. When the bars were 
once down, it was to the mutual advantage of 
all that a discussion directed to group *needs 
could be undertaken. 

Consultations offered a second opportunity 
for help on an individual basis. Doctors who 
used the instructor most regularly found that 
he would tend to make their office or clinic or 
hospital his temporary headquarters and to 
drop around at unoccupied times. In these 
informal and intimate contacts, the doctor- 
student felt freer to discuss problems. Many 
of these problems related to patients seen as 
consultations; others were discussed inci- 
dentally in passing. It was striking how fre- 
quently the physician’s own problems would 
come up—personal ones or those relating to 
members of his family. Pfevious instructors 
had been impressed by this also. 

The instructor’s personality and particu- 
larly his feelings toward various individuals 
within the groups are important in determin- 
ing his effectiveness in drawing out the in- 
terest, the deeper intellectual resources, and 
in general “reaching” the doctor-student. 
Certainly he is likely to put more of himself 
into any form of presentation if he feels he 
is being accepted and that his efforts are 
appreciated. 


Li 
SUGGESTIONS FOR FUTURE PROGRAMS 


It is clear that a course of то lectures, to- 
gether with the other teaching techniques 
provided, can be nothing but an introduction 
to the role of psychiatry in medical practice. 
At best a certain number gained something 
(1) as parents; (2) as physicians who now 
might be better able to deal with the 60-8076 
of their patients whose troubles are psycho- 
logically determined ; (3) as better-informed 
persons in another area of knowledge ; (4) as 
physicians caught in the rut of traditional 
organic medicine whose vision has now been 
opened to new therapeutic possibilities ; fi- 
nally, (5) as physicians gathering regularly 
with colleagues for 10 weeks, sharing ideas 
and experiences. 

There is an obvious need for more psy- 
chiatrists and psychiatric facilities in the 
state, and the fact is quite widely appreciated 


by the members of the profession with whom 
the author came into contact. Besides want- 
ing more competent psychiatrists to whom to 
refer patients, a significant number of doc- 
tors want more training themselves in psy- 
chiatry. This matter was frequently dis- 
cussed. The following are some suggestions 
as to how such training might be provided. 

Further postgraduate work in psychiatry 
would attract a much smaller number of phy- 
sicians than the present course. It would 
need to be longer and more intensive. Such 
a program would require more than one in- 
structor—perhaps a dozen, depending upon 
the registration. This, plus the need for clini- 
cal material, suggests that only larger cities 
would be suitable. The state could be di- 
vided into from 3 to perhaps a half-dozen 
regions with a teaching center for each. A 
team of instructors could present the pro- 
gram continuously in one center at a time, 
then proceeding to the mext center; or 2 or 
more teams could operate concurrently, 

It is important that the program be full- 
time and presented continuously in any one 
center. Also it would require perhaps a mini- 
mum of 3 to 6 months to present, although 
there are advantages in an interruption mid- 
way for digestion and assimilation of the 
material covered. 

The program ought to incorporate at least 
the following: 

т. Selection of suitable applicants on the 
basis of previous training and experience, 
motivation, desire to remain in the state, and 
freedom from gross personality disturbance 
or handicap. 

2, A formal didagtic program, covering 
the standard subject matter of both descrip- 
tive and dynamic psychiatry. | 

3. Maximum opportunity to work with 
actual patients in demonstrations, diagnostic 
work-ups, psychotherapy under supervision, 
both on inpatient and outpatient basis, using 
material from all services of a general hos- 
pital. 

4. Informal seminars in small groups to 
discuss the didactic material and specially as- 
signed reading matter, and to survey the per- 
tinent literature. 

5. A program in which are discussed the 
more important psychological tests, the prin- 
ciples involved, and the indications and areas 
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of applicability of such tests, and the role of 
the psychologist in clinical psychiatry. 

6. A program to present social service 
techniques, principles, and objectives, and to 
integrate these into the thinking of the par- 
ticipant members. 

7. Training in interviewing techniques, 
modifying traditional medical history-taking 
so as to incorporate the contributions of so- 
cial work, emphasizing the importance of the 
emotional state of the patient at the time of 
the interview, and his feelings as they may 
relate to the presenting problems. ° 

8. Some work with children of all age 
groups, pointing out the differences in types 
of problems as well as the different inter- 
viewing and therapeutic techniques required. 
Particularly important would be attention to 
the many ways that the child-parent relation- 
ship is reflected in clinical problems. 

9. Diagnostic case conferences, 

то. Therapeutic case seminars. 

11. Some provision for support of the stu- 
dent, handling anxieties that may arise. 


CONCLUDING REMARKS 


In spite of the stated preference of the 
medical profession of this state for the pres- 
entation of the program, there were many 
who felt that it could not be done—that the 
nature of the subject would defeat its recep- 
tion. Another objection was that the result- 
ing interest in the subject would likely cause 
such a demand for services of psychiatrists 
(which would not be forthcoming) that the 
referring physicians would be disappointed 
and disillusioned. The average practitioner 
in Tennessee is not likely to overestimate 
either the amount or the caliber of the psy- 
chiatric services available to him. There was 
much feeling, particularly toward the end of 
the program, that this important area of 
medicine had been neglected in medical 
school training; there was resentment that 
there was so much actually known in the 


field that had not been brought to the atten- 
tion of the medical student, and that the 
medical schools had permitted graduates to 
go into practice without the equipment to 
handle the numerically most important prob- 
lems they would encounter. There were 
many, particularly general practitioners, who 
attributed most of their unhappiness, dis- 
content, and feelings of impotence, and even 
guilt feelings in their professional lives to 
the fact that they were so poorly equipped in 
the area of emotional problems and psycho- 
logically determined symptoms. 

Such a situation, repeated a thousand 
times, undoubtedly accounts for the eager- 
ness with which many embraced the possi- 
bility of having a program in psychiatry pre- 
sented to them. It also accounts at least in 
part for some high and rather unrealistic 
expectations of what such a program could 
bring; and consequently some feelings of 
disappointment. 

This is an extreme view, however, because 
most of those who took the course appeared 
to understand its real limitations, and ex- 
pressed sympathy to the instructor for the 
job he had undertaken ; but there is no ques- 
tion that much of the sincerity shown, the 
effort and sacrifices made in order to attend, 
as well as the determination to get as much 
as possible out of the program, sprang froma 
real grasp of the need to include techniques 
and principles from modern psychiatry in the 
daily practice of medicine. 

There are no criteria to measure ade- 
quately the success of the program. Many 
said they learned a lot; others said they et 
joyed it. Some were disturbed, and took 
thought; others withdrew; many were un- 
doubtedly confused ; some claimed rightly of 
wrongly that they had achieved a new kind 
of relationship to their patients or families. 
The most enthusiastic can be the most supef- 
ficially affected ; the hostile, resistant, deroga- 
tory critic may be the one eventually to Бай 
most because he is most deeply stirred. 
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EXCESSIVE INFANT CRYING (COLIC) IN RELATION TO 
PARENT BEHAVIOR * 
ANN H. STEWART, M.D, I. Н. WEILAND, M. D, ALLAN R. LEIDER, M. D., 


CHARLES A. MANGHAM, M.D., THOMAS Н. HOLMES, M. D., 
AND HERBERT S. RIPLEY, M.D? 


Excessive crying or colic is common dur- 
ing the first 3 months of life. This crying was 
graphically described by Darwin(1): 
Infants when suffering even slight pain, moderate 
hunger or discomfort, utter violent and prolonged 
screams. Whilst thas screaming their eyes are 
firmly closed so that the skin round them is 
wrinkled and the forehead contracted into a frown. 


The mouth is widely opened . . . so as to assume a 
squarish form. The breath is inhaled spasmodically. 


In the classic picture of colic, this crying is 
also accompanied by a peculiar high-pitched 
scream, alternate and forceful flexion and 
extension of the legs and’ excessive flatus. 
More commonly some of the symptoms are 
omitted from the syndrome. 

Many etiologic factors have been sug- 
gested. These are: hunger, overfeeding, 
flatulence, sensitivity to allergens, poor feed- 
ing technique, improper formula, imbalance 
or immaturity of the autonomic nervous sys- 
tem or the gastrointestinal system(2), fa- 
tigue(3), failure to satisfy oral needs(4), 
constitutional hypertonicity, and tension 
transmitted from the mother either prena- 
tally or postnatally(3). Specific treatment 
recommendations based on these various etio- 
logic theories include administration of an- 
tispasmodics and sedatives(5), the use of a 
pacifier(4), and changes of formula or feed- 
ing technique(2). 

Darwin as well as contemporary investiga- 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. This project has been supported in 
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Research and Development Board, Office of the 
Surgeon General, Department of the Army, under 
Contract No. DA-49-007-MD-396; and by the In- 
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2 From the department of psychiatry, University 
of Washington School of Medicine, Seattle, Wash- 
ington. We wish to acknowledge the assistance of 
Robert W. Deisher, M. D., Leland Powers, M. D., 
Marie J. Halvorsen, B.S., Caroline E. Preston, 
M. А„ and Theodore D. Tjossem, M. A. 


tors such as Benedek(6, 7), Ribble(8, 9), 
Spock(3), and Escalona(10) have also sug- 
gested that crying is a means of discharging 
tension arising either from an internal or an 
environmental source. Numerous studies(8, 
11,12) have emphasized the importance of 
maternal attitudes in the personality develop- 
ment of the infant, but little has been docu- 
mented about the communication of such ma- 
ternal attitudes and their effect on behavior. 

In the present study it is considered that 
crying is a response to distress and that the 
child's physiologic reactions and his environ- 
ment should be investigated for causes of this 
distress. The mother, being the most impor- 
tant source of external*stimulation and of 
satisfaction of infant needs, has been given 
special attention. 


METHOD 


Eighteen infants, ro males and 8 females, 
were studied for the first 6 months of life. 
All were children of university students liv- 
ing in a student housing project. Included 
were 2 sets of twins and the first and second 
children of 3 families. In these 13 families, 
9 of the babies were first-born, 8 were second 
babies, and one a third baby. 

Initial interviews were held with ro moth- 
ers prenatally, with 1 mother at 11 days post- 
partum, and with 2 mothers at 4 weeks post- 
partum. Prenatally the 10 mothers were 
interviewed at monthly intervals and were 
also seen several times during their hospital 
stay. Twelve mothers remained in the hospi- 
tal for 5 days postpartum and one mother for 
7 days. After the birth of the baby they were 
seen weekly until the child was 6 weeks old, 
every 2 weeks from 6 weeks to 3 months of 
age and monthly thereafter. The fathers 
were interviewed at least once. 

This study deals primarily with the inter- 
action between the parents and the infants 
and the assessment of this interaction as an 
etiologic factor in crying. Psychodynamic 
factors influencing the mothers’ behavior 
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(13) and the infants’ physiologic responses 
(14) will be discussed in subsequent reports. 
A description of the mother’s handling of 
the infant was obtained from interviews with 
her, from observations of her behavior dur- 
ing her 2-hour clinic visits, and from home 
visits by a pediatrician and a visiting public 
health nurse, The form, intensity, and du- 
ration of the mother’s behavior and responses 
to the infant and his reactions to human con- 
tacts and other environmental factors both 
in the home and in the clinic were investi- 
gated. : 9 
In the clinic the baby's responses to such 
situations as pricking the baby's heel, separa- 
tion from the mother, being left alone, and 
being held by the examiner were noted. 
Height, weight, temperature, and pulse rate 
were measured. Nasal mucous membrane 
reaction was estimated by the method de- 
scribed by Holmes and co-workers(15). 
Smears for examination of the cellular con- 
tent of the nasal secretion were stained with 
Wright's solution. Absolute eosinophil counts 
were done by the method of Forsham et al. 
(16). Roentgenograms? were taken on ar- 
rival at the clinic and, following the ingestion 
of a barium solution, serial films were ob- 
tained over a 60-minute period. Muscle ten- 
sion was evaluated by direct observation, 


OBSERVATIONS 


The frequency, intensity, and duration of 
crying in these infants varied widely in the 
first 2 weeks of life. This range extended 
from the rare crying of one baby, who cried 
only at times when his injured arm was 
touched, to that of 2 ofher babies who cried 
the entire first night at home. During this 
period 4 babies cried less than 1 hour per 
day, and 5 babies cried 1 to 3 hours per day. 
Three babies cried only from hunger the 
first 5 days at home, but changed in a single 
day and began to cry for 3 to 6 hours daily. 
Beginning either the first or second day at 
home the remaining 6 infants cried 4 to 11 
hours a day. 

Crying appeared at irregular intervals dur- 
ing these first 2 weeks. Often, from a state 
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of apparent sleep, an infant would begin to 
cry intensely with accompanying reddening 
or mottling of the skin, blepharospasm, 
clenched fists, alternate flexion and extension 
of the extremities, increased activity, loud 
outerying, irregular breathing, prolonged ex- 
piration, and increased pulse rate. Five ba- 
bies held their breath at such times, Tearing 
was not present at this age. Quite suddenly 
such a crying episode would end either spon- 
taneously or in response to maternal care, 

All infants cried in this way sometimes, 
but it was at the end of the second week that 
differences in the amount of such crying were 
apparent. There was a spectrum in regard 
to frequency, duration, and intensity of cry- 
ing rather than clear-cut division into ab- 
normal crying (colic) and normal crying. 
However, for purposes of analysis and com- 
parison of the findings, the infants are be- 
ing divided into 3 groups: Group I, 8 infants 
with excessive crying; Group II, 4 with an 
intermediate amount ; and Group III, 6 with 
a small amount of crying. 

Group I. Excessive Crying Group.—Eight 
infants fulfilled the criteria of the arbitrary 
definition of excessive crying: episodic cry- 
ing in the first 3 months of life after 2 weeks 
of age, over a period of at least 2 weeks, oc- 
curring at least once a day, lasting not Jess 
than 90 minutes and not related to obvious 
physical discomfort. The crying was not 
regularly relieved more than momentarily by 
feeding, burping, changing covers and cloth- 
ing, holding, diapering, or position-changing: 
The crying could not be related to detectable 
illness. 

By 1 month of age these 8 infants begat! 
to show a change from the previously de 
scribed random crying to a patterning in fre- 
quency and time of day. Crying occurred 
often in the afternoon or evening. Five in- 
fants always cried at suppertime. Duration 
of the episodes varied from day to day but 
not with any regularity. 

At 1 month these babies cried from 2 t07 
hours іп a 24-hour period. Four babies crie 
after bathing, feeding, and diapering. Three 
babies cried whenever awake unless they 
were held and sometimes even then. Fouf 
babies cried frequently with bowel move 
ments which were passed easily. 

At this time, in addition to the previously 
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described components of crying, 7 babies 
showed tearing and 3 had red eyelids which 
persisted long after crying had ceased. In- 
creased muscle tension was common. Nasal 
hyperfunction(15) and sweating appeared 
occasionally. During this first month of life 
the crying infants showed no difference from 
Group III, the low crying group, in behav- 
ioral response to separation from the mother, 
being left alone, being held by the examiner, 
or having the heel pricked. 

By the age of 2 months, crying had in- 
creased in intensity. Sometimes there were 
short periods of crying following feeding, 
and at other times long periods unrelated to 
feeding. These episodes usually began with 
slight restlessness interpreted by the mother 
as evidence of discomfort and described by 
her as "needing to burp" or "needing to pass 
gas," "hiccoughing," “squeaking,” etc. At 
such times the mother would respond im- 
mediately. When picked up, the baby would 
begin to cry or would cry more vigorously, 
and became quiet only briefly if fed. Often 
the baby would eat, sleep for ten minutes, 
wake up, fuss or cry, and be held. Some- 
times he would go to sleep in his mother's 
arms for as long as an hour and, when 
placed in the crib, might begin to fuss and 
be picked up again. At times no amount of 
holding or feeding alleviated the crying. 

By 2 months of age these babies had an 
anxious, unsmiling facial expression when 
awake, and often when asleep. One of them 
gave the appearance of having been startled 
whenever awake. During periods of crying, 
Screaming occurred with or without tearing. 
Occasionally rocking or head-rolling accom- 
panied the frenzied activity, and wheezing, 
choking, sobbing, and sweating were com- 
mon. Regurgitation and passage of flatus 
Often occurred toward the end of a crying 
period. Following these episodes, the babies 
became very inactive. 

Upper gastrointestinal roentgenograms 
were done at 5 to 7 weeks of age. In all in- 
Stances the films revealed excessive gas in 
the gastrointestinal tract. The films of 6 ba- 
bies showed more rapid stomach emptying 
than did the films of any of the babies in 
Group III, the low crying group. Seven ba- 
bies showed persistent regurgitation for 1 to 
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3 months, and 7 had episodes of diarrhea or 
constipation. 

All but one of the infants in Group I 
showed absolute eosinophil counts at the high 
and low extremes of this series, most of 
them with marked fluctuation from visit to 
visit and also within 15-minute intervals dur- 
ing a single visit. 

Nasal hyperfunction appeared frequently. 
All the babies in Group I showed increased 
muscle tension when awake. 

Growth in height and weight as evaluated 
on the Wetzel, Grid(17) showed an increase 
in growth rate during the crying period. 
After the crying ceased there was growth 
failure before 6 months in 4 cases. 

These babies had frequent upper respira- 
tory infections, many skin rashes, and num- 
erous accidental falls. 

When seen in the clinic during the first 
month, the infants in all 3 groups showed 
cessation of crying whengheld by the exam- 
iner. After 6 weeks to 2 months the exces- 
sively crying babies showed only partial re- 
duction of crying when held. After being 
given phenobarbital several infants ceased 
crying more readily when held than when no 
sedative was given. 

If the mothers left the room at the clinic, 
there was usually no observable reaction in 
the infants in this group although on occasion 
5 of them responded to their mothers' leaving 
with crying or regurgitation. During the 
first 6 weeks these infants, if they were cry- 
ing, quieted as soon as the mother held them 
on her return. From 2 to 6 months of age 
2 infants showed no facial changes, 2 a tran- 
sient smile, and 4 screamed each time their 
mothers returned to the room. Five infants 
often regurgitated shortly after their moth- 
ers' return. Two infants consistently turned 
their faces away from their mothers, and 3 
struggled and pushed away from them when 
held. 

Being left alone in the crib always pro- 
duced extreme crying in 3 infants, but none 
in the other five. Crying as a response to 
pricking the heel for a blood count was exag- 
gerated after 2 months and increased as they 
became older. With sedation 2 infants 
showed a decreased response in this respect. 

For the first month and at various times 
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later, the mothers in this group, in contrast 
to those of the low-crying group, all demon- 
strated a greater amount of activity directed 
toward the infants. After the first month, 
they obviously did not meet their infants’ 
needs promptly or adequately with behavior 
that would stop the crying. These mothers 
were never sure of what to do for their in- 
fants. They asked for frequent repeated 
demonstrations of simple procedures al- 
though they had all attended classes in infant 
care. Their anxiety increased as the babies 
grew older. ° " 

The infants were at times fed frequently, 
in one case as many as I1 times in 24 hours. 
For at least the first month they were all fed 
repeatedly in response to any evidence of 
restlessness, regardless of the time of the 
last feeding or lack of hunger cues such as 
sucking, mouthing, or rooting. At times they 
were also fed in excess of their calculated 
caloric requirements, The mothers alternated 
overfeeding with failure to feed even when 
the baby might have been expected to be 
hungry or was showing signs of hunger. 

Although all of the mothers in this group 
tried breast feeding, all but 2 stopped before 
the infant was 3 months old. Weaning was 
rapid and in 3 cases took only 2 days. In- 
consistency in the feeding pattern was fur- 
ther demonstrated by two mothers who alter- 
nately offered and withdrew the nipple from 
the baby’s mouth while nursing. After 24 
months 3 of the infants were cared for and 
fed a great part of the time by mother surro- 
gates. In all cases solid foods were offered 
before 3 weeks and were urged upon the in- 
fant or withheld irrespective of the infant's 
acceptance. 

АП of these mothers held their babies for 
protracted periods up to an extreme то or 11 
hours a day in one instance. Following this 
prolonged holding, some mothers eventually 
held their infants very little, at times not 
even for feedings. Some alternated between 
the 2 extremes, the alternations occurring 
frequently or at widely spaced intervals, 
The prolonged holding was often an attempt 
to alleviate crying, but these mothers seemed 
unable to tolerate slight restlessness or brief 
crying before assuming that holding was 
necessary. 

Holding was accompanied by patting, jig- 
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gling, stroking, rocking, tight holding, walk- 
ing, and frequent position-changing. In 3 in- 
stances this increased activity was carried on 
even while the baby was being fed. Many 
of the infants were rocked and jiggled when 
they were in their cribs in an attempt to al- 
leviate or prevent crying. 

The fathers’ behavior might be the same 
or opposite. In 2 instances the father handled 
the infant excessively and the mother very 
little, "Three fathers were more successful 
than their wives in quieting their babies, In 
the clinic these same babies quieted sooner 
when held by male than by female personnel. 

Auditory stimulation was frequent, the in- 
fants being talked to a great deal while awake 
and often kept in the room where family ac- 
tivity occurred, One infant had a radio play- 
ing in his room at all hours. 

For 3 infants Who received frequent ene- 
mas or suppositories, the lower bowel be- 
came another often stimulated area. 

Four of the infants had avoidable acci- 
dents, and all were frequently exposed to 
dangerous situations because of inadequate 
supervision. After 24 months, duration and 
frequency of crying diminished. All babies 
ceased excessive crying during the third 
month except one who continued for 4 
months. 

When their colicky daytime crying had 
ceased, the babiés began to wake up during 
the night. This occurred after a period 0 
sleeping through the night and persisted for 
2 months or longer in all cases. E 

In this group outstanding in motivating 
the mothers’ behavior were conflicts about 
their acceptance of the feminine or materna 
role, their dependency needs, and rivalty 
with the child or husband. These conflict? 
were openly expressed by neglect of the chil 


Or overcompensated by extreme atten 
The fathers were quite passive individuals | 


who gave little emotional support to еї 
wives. Some fathers needed to avoid close 
parental roles because of their distorted ideas 
about paternity. ] 

Following are 2 anecdotes illustrating typi" 
cal variations of maternal behavior in 9 
group. 

One mother was interviewed in the room e. 
her 2i-month-old infant had been placed in а Сї, 
Аз soon as be began to fuss, she quite anxious 
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asked if she should not pick him up, to forestall his 
crying. On doing so she held him over her shoulder, 
bouncing him gently as he began to cry. When the 
crying continued she laid him gently across her lap 
and began stroking the back of his knee with her 
thumb. This stroking became more vigorous as 
the cries increased. Finally, when he did not quiet 
with this treatment, she patted him on the back for 
3 to 5 minutes and then rubbed his neck. He was 
next transferred to her shoulder and with increasing 
crying, her rubbings and pattings increased. At 
this point the examiner requested the mother to 
busy herself with something else and took the in- 
fant, nestling him quietly. Within a few seconds the 
crying ceased, and the infant was peacefully suck- 
ing his thumb. The mother quickly became aware 
of what she had been doing to the infant and when 
he was returned to her held him quietly and the 
crying did not recur. 

Another mother handled and fed her baby fre- 
quently and inconsistently in the first month. Later 
she often waited as long as 20 minutes after he cried 
with hunger, arguing with her husband as to who 
should get up and feed him. 4t night she lay in 
bed feeding the baby over the side of the crib with- 
out picking him up. At times the father would 
hold the baby for feeding and at other times he too 
would leave him in the crib, rocking it with his foot 
if the baby did not become quiet. This mother of- 
ten put cotton in her ears when her baby cried 
but did nothing to comfort him. 


Group III. Low Crying Group.—The 6 
infants in thís group, including twins, cried 
a normal amount during the first 3 weeks of 
life. At first these infants, in contrast to the 
excessive criers, almost always ceased cry- 
ing when held or fed, so that by 3 weeks of 
age crying was related to obvious stimuli 
such as hunger. After 6 weeks they also 
stopped on seeing or hearing their mother. 
The character of the crying was similar to 
that observed in the other 2 groups. 

As they grew older, stimuli such as the 
mother’s leaving them or returning to them, 
being left alone in a crib, or heel prick did 
not produce crying to the same extent as in 
Group I. However, crying was provoked by 
stimuli of greater intensity or duration. 
These babies showed little muscle tension, 
sweating, or nasal hyperfunction. There was 
a regular decrease in pulse rate and pulse 
variability with age. There were no gastro- 
intestinal disturbances, the roentgenograms 
showing little gas and slower stomach empty- 
ing. All showed normal growth-rate pat- 
terns except one who had very slight growth 
failure at 63 months. Absolute eosinophil 
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counts showed consistent, stable counts with 
but one exception. 

Three babies woke at night during a 2- 
week period and 3 babies regurgitated infre- 
quently for a similar time. Upper respira- 
tory infections were rare. Two frequently 
had mild rashes, There were no accidents in 
this group. 

The needs of the infants were either met 
when expressed or were anticipated before 
expression. The mother’s behavior in quan- 
tity and quality was appropriate to the in- 
fant’s apparept needs. 

The mother herself usually fed the baby, 
offering food only when the infant indicated 
hunger. These mothers accepted reassurance 
that the infants were gaining adequately in 
weight, and did not force their babies to eat. 

Breast feeding was not attempted by the 
mothers of 2 of these 6 infants, was stopped 
under 3 months by one mother, and was con- 
tinued beyond 3 months by three others. 
There was no teasing with the nipple as in 
the excessive-crying group. Weaning from 
the breast was done gradually over 3 weeks. 
Solid foods were offered but not forced if 
the infants refused them. 

After the first few weeks, all of these 
mothers felt sure of what to do for their in- 
fants and when and how to do it. They pro- 
ceeded with little anxiety in the care of the 
baby. Although the mother’s activity with 
the infant was designed in part to meet her 
own needs, it also met those of the infant. 
When this was not so the mother was flexible 
enough to change her activity. Holding, 
watching, and talking to the babies occurred 
most often in connection with the feeding 
time or when the infants showed that they 
“wanted to play.” The mothers did not 
cite any definite signs that meant the infants 
wanted to play but seemed able to sense this. 
Further they did not usually instigate a pe- 
riod of play unless the child showed a defi- 
nite desire for it. When these infants were 
held, they were held gently and quietly. One 
mother often watched her child and talked 
to him but held him only during feedings. 
Otherwise these infants were not exposed to 
frequent auditory or visual stimulation be- 
cause their cribs were isolated from the 
stream of household activity. 

The mothers of this group reacted to hav- 
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ing children as the natural fulfillment of 
their femininity or were able to use mother- 
hood as a means of obtaining attention and 
support. Conflicts about their relationship to 
the child were not as intense in this group as 
in the high-crying group. The fathers ac- 
cepted their masculinity and paternity with 
relatively little conflict. 

Group II. Intermediate Crying Group.— 
Four infants including twins showed fre- 
quent but not regular crying for 2 months, 
one crying occasionally for 4 months. They 
could usually be quieted by holding or feed- 
ing. All of them were fussy around supper- 
time for the 6-month period of observation, 
but never consistently every day. 

These infants showed trends in behavioral 
and physiologic responses that were inter- 
mediate between groups I and III, Growth 
failure was present in one case at 53 months. 
The babies’ responses to having their 
mothers leave ог seturn to them were vari- 
able. Tolerance for heel prick or for being 
left alone in a crib was much lower than in 
group III and higher than in group 1, One 
infant was increasingly inactive during her 
first 6 months and 3 showed average activity. 
This group showed no increase in muscle 
tension or sweating at any time. Nasal hy- 
perfunction was present in 2 babies, and 2 
others showed extreme fluctuation in the 
eosinophil counts, 

The mothers of these infants were able 
to meet their needs fairly adequately, al- 
though they showed some neglect and some 
inappropriate and excessive stimulation, As 
with Group I, when the infants were either 
overstimulated or neglected, the crying in- 
creased. d 

Feeding was excessive in amount and fre- 
quency in some cases, although it was not 
used as a means of responding to every in- 
fant cue. 

The intensity of the mother’s conflict 
about hostility to the child was somewhat less 
than in Group I, although the dependent 
rivalry was greater. The fathers in this 
group resembled the fathers in Group I in 
regard to behavior and personality, 


Discussion 


Study of the personality of mothers of 
crying infants has contributed somewhat to 
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the understanding of mothers whose infants 
cry excessively and of the mother-child те 
lationship. An insight into the dynamics of 
the mother’s personality alone does not help 
us fo understand why some infants cry ог 
how crying is mediated. To answer this 
question, the behavioral expression of these 
dynamic influences has been studied, 

Aldrich(18) pointed out that the crying 
during the first 2 weeks of life could be 
markedly decreased by increasing the atten- 
tion given by nursing personnel. This, he 
said, was because the infant’s needs are 
being met more adequately. Ribble(8, 9) 
suggested that an optimum amount of con- 
tact or mothering is necessary for adequate 
development. Spitz(19, 20, 21) has shown 
that infants who receive little stimulation 
from their environment show the most se- 
vere retardation'and that inconsistent stimu- 
lation leads to severe disturbances. 

In this study the behavior of mothers of 
excessively crying babies was found to be 
extremely inconsistent in regard to fre 
quency, duration, amount, and quality of 
handling and feeding, and in regard to length 
of time allowed to elapse before responding 
to the infant's cries. Thus, these mothers 
offered either too little or too much stimula- 
tion without appropriate regard for the im 
fant's needs, This variation occurred not 
not only from mother to mother but in the 
same mother from time to time. The antc 
dotes presented showed the relationship be 
tween the infants’ crying and the amount 0 
stimulation by the mother. The crying itse 
provoked or increased the mothers’ anxiety: 
They responded either by stimulating the 
infants and being “overpermissive,” as p. 
(22) has postulated, or by being increasingly 
neglectful, 

The earliest neonatal mother-child к 
tionships revolve predominantly around es à 
ing and holding. In both relationships Ё Ё 
mothers of crying babies were insecure, a 
ious, and tense and unable to achieve Y 
faction from their performance, which W^ 
often productive of hostility, frustration, Et 
other strong feelings. It has been shown К 
peatedly that alterations in feeling states 9f 
associated with body changes in adult, 
Therefore it was postulated that the stim! 
influencing the infants’ behavior arose #10 
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alterations in the parents’ feelings and that 
these were perceived by the infants through 
tactile, temperature, orienting or postural, 
auditory, visual and possibly olfactory sen- 
sory and proprioceptive systems. Я 
The fathers acted to directly overstimulate 
or understimulate their infants or, through 
their presence, altered the responses of the 
mothers, who therefore changed their atti- 
tudes and behavior toward their children. 
Situational stress frequently altered the emo- 
tional reactions and,behavior of one or more 
individuals in the home. A marked change 
in the reaction of one individual might alter 
the environmental stimuli affecting the infant 
and thereby influence the amount of crying. 
A number of the etiologic factors sug- 
gested by others(2, 18), such as hunger, 
overfeeding, and feeding techniques, can be 
seen to represent different ways of increasing 
tension in the infant. Some disturbances in 
autonomic and gastrointestinal functions 
were observed in this study. As these were 
not apparent at birth they seem to represent 
part of the developing syndrome of excessive 
crying and no etiologic significance can be 
attached to them. Evidence of allergic sen- 
sitivity and constitutional hypertonicity were 
not found in the group with excessive crying. 
In the first month all crying persisted until 
needs were actually met. After about 6 weeks 
of age, the infants in Group III responded 
to the presence of an adult with cessation of 
crying, as if in anticipation of their needs 
being met. Probably this was based on their 
Previous experience of regular and appro- 
priate need satisfaction. Infants in the high- 
ctying group at the same age responded to 
the presence of an adult by persistence of or 
increase in crying until their needs were 
actually met. It appears that these infants 
did not develop the expectation of being sat- 
isfied because the mother’s presence and be- 
havior frequently were associated with dis- 
comfort. This is similar to the failure of 
development of “confidence” described by 
Benedek(6, 7). This lack of security in the 
infants who cried excessively was accom- 
panied by greater physiologic lability than in 
those who cried little. 
Between the third and fourth months there 
was a decrease in crying and the emergence 
of night-waking. Maturation of new modes 
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of perception and behavior together with the 
mothers’ continued response to any infant 
cue may contribute to this change in the 
symptom pattern. 


SUMMARY 


т. The interaction between parents and 
infants and its relationship to crying was 
studied in 18 infants from 13 families. 

2. Crying was found to be a response to 
tension which arose internally from unsatis- 
fied „пеейз or from inappropriate external 
stimulation. * 

3. The quantity of this tension was af- 
fected by the parent’s behavior as it related 
to the satisfaction of the infant’s needs. 

4. This behavior was perceived by the in- 
fant through the sensory and proprioceptive 
systems. 

5. The parents of babies who cried exces- 
sively responded inappropriately and incon- 
sistently to their infants’ needs with over- 
stimulation or with relative neglect. 

6. The infants who cried excessively did 
not develop security in interpersonal relation- 
ships to the same extent as those who cried 
very little. 

7. In addition to excessive crying these 
infants demonstrated deviations such as: 
regurgitation, night-waking, growth failure, 
nasal hyperfunction, increased muscle ten- 
sion, variability in gastrointestinal functions 
and absolute eosinophil counts, They also 
had frequent illnesses. 
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SCHIZOPHRENIA AND SOCIAL STRUCTURE* 
A. B. HorLiNcsHEAD, PH. D., AND Е. С. Керисн, M.D.? New Haven, Conn. 


. 
INTRODUCTION 


In 2 previous papers(9, 16) the authors 
reported that the number of neurotics and 
psychotics under the care of psychiatrists is 
significantly related to the patients’ social 
class, 

The data for these reports were assembled 
from the New Haven, Connecticut, com- 
munity by a research team ® composed of psy- 
chiatrists, sociologists, and a clinical psychol- 
ogist. As the methodological procedures used 
were described in the previous papers, we 
shall mention here only the principal research 
operations. First, the class structure of the 
community was delineated*by the sociolo- 
gists; second, they interviewed, as controls, 
a 5%-sample of the community’s population ; 
third, the team took a census to determine 
who was receiving psychiatric care on De- 
cember т, 1950 ; fourth, both the sample pop- 
ulation and the psychiatric patients were 
placed in their appropriate class by the use of 
Hollingshead’s Index of Social Position. 

The population under discussion is com- 
posed of all patients diagnosed as schizo- 
phrenics and paranoids legally resident in 
the New Haven community who were in 
treatment on December 1, 1950. This group 
comprises 44.2% of all patients, (847 indi- 
viduals out of a total patient population of 
1963) and 58.7% of the psychotics in our 
psychiatric census. Of these patients, 97.6% 
had been hospitalized at опе time or another, 
and 94% were hospitalized at the time of 
our census. 

Of the many items in the carefully con- 
structed psychiatric and sociological schedule 
used in our psychiatric census, we shall dis- 


1 Read at the tooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

2From the Yale University Departments of 
Sociology and Psychiatry, supported by USPHS 
Mental Health Act Grant MH 263, “Relationship 
of Psychiatric Disorders to Social Structure.” 

3 Sociologists: A. B. Hollingshead, Rh.D., J. K. 
Myers, Ph.D. ; Psychiatrists: F. C. Redlich, M.D., 
B. H. Roberts, M.D.; L. Z. Freedman, M.D.; Psy- 
chologist: H. A. Robinson, Ph.D. 


cuss only the following: (1) a comparison 
of native and foreign-born schizophrenics 
with the total population in the community ; 
(2) place reared for native-born schizo- 
phrenics by class: (3) evidence of social 
mobility of schizophrenics and their families 
by class; (4) age at first contact with a psy- 
chiatrist, and at the date of the census; (5) 
duration of thè treatment in each class; (6) 
the source of referral for schizophrenics by 
class; (7) hospital and ambulatory treat- 
ment by class; (8) mean number of hospi- 
talizations by class; (9) types of therapy 
schizophrenics received who had been in 
treatment for less than 5 years by class. 

The association between social class and 
prevalence of schizophrenia in the commun- 
ity’s population was measured by an Index of 
Prevalence so constructed that if the number 
of patients in a class was proportionate to 
the total population of the class in the com- 
munity the index would be тоо. Instead of 
an equal distribution of patients by class the 
following pattern was found. In class I the 
index figure was 23; in class II, 33; in class 
III, 48; in class IV, 84; and in class V, 246. 
This distribution posed the question we shall 
discuss here, namely, how can these differ- 
ences be explained ? 

Discussion of this problem gave rise to the 
formulation of 2 tentative explanatory hy- 
potheses: (1) Schizophrenic patients are 
downwardly mobile ; hence the concentration 
of patients in class V.* (2) The class differ- 
ences in the Index of Prevalence reflect dif- 
ferences in treatment and rehabilitation. 


PRESENTATION OF DATA 


Hypothesis І: Downward Mobility—We 
first approached the problem of the wide dif- 
ference in prevalence between the several 
classes from the viewpoint of mobility, be- 
cause this has been a controversial point in 
both psychiatric and sociological literature 
for many years. Our data enabled us to ex- 
amine mobility from the standpoint of both 
geographic movement and movement within 
the class structure. Our examination of the 
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mobility hypothesis was divided into 4 steps. 
First, the native- and the foreign-born pa- 
tients were compared with the corresponding 
population of the community to see if there 
were a significant relationship between for- 
eign birth and schizophrenia. The results 
are given in Table 1. 


TABLE 1 


Native-Born AND FOREIGN-BORN SCHIZOPHRENICS 
ABOVE 21 YEARS or AGE COMPARED WITH TOTAL 
POPULATION IN THE COMMUNITY ABOVE 

21 YEARS OF АСЕ» i 


Schizophrenics Population 
Nativity No. % No. 96 
Native-born ... 643 · 769 135,568 79.5 
Foreign-born .. 193 23.1 34900 205 
оре е 836 100.0 170,468 


100.0 


The data in Table 1 were tested by the 
chi square technique and no significant differ- 
ences appeared between the native- and 
foreign-born categories. The second step 
was a comparison of where the native-born 
patients had been born and reared. These 
data are summarized in Table 2. The low 
chi square for Table 2 shows that there is 


no significant relationship between schizo. | 
phrenia by class and place-born and plage. | 
reared for the native-born patients, | 

The third step was an examination of the 
residential histories of the patients who had 
been born and reared in the community, This 
operation showed that the class I and II pa 
tients had lived in the “best” residential areas 
all their lives; and the class V patients had 
always lived in New Haven’s “slums.” The 
other classes were more widely scattered, but 
there was no perceptible movement of pa- 
tients and their families from the better to 
the poorer residential areas. 

By social mobility we mean actual moye- 
ment from one class to another, not “mobility 
aspirations” or slight intraclass changes 
through the years, Movement within the class 
structure was tested by an exhaustive ex 
amination of the family histories of all pa- 
tients to determine if their class position were 
the same as or different from the family of 
orientation. The patient’s class position at 
the time of his first contact with a psychi- 
atrist, as well as at the time of his present 
hospitalization, was noted. The results of 
our comparison of the class positions of pa 
tients and of their families in 2 generations 
are summarized in Table 3. 

| 


TABLE 2 
Prace REARED ror NATIVE-BORN SCHIZOPHRENICS BY CLAss 
Cas 
E УРААА ЫЙ 
тап ш ту M 

Place Born and Reared No. % No. % No. % бе Л 
"ua 44.5 51 63.8 212 70.4 153 | 
ug 259 17.5 49 16.3 46 Sea 
i 29. 1 187 140 13.3 xum E. 
-27 1000 80 1000 301 100.0 260 ЧИШ 

TABLE 3 
Evipence or Ѕостли Мовплту AMONG SCHIZOPHRENICS THROUGH Two or Мове GENERATIONS BY Crass 

Class 
а жоны ыйы Ti 
I&II ш IV X 
Evidence of Mobility No % Sint Ше x^ E 
1 . % 
24.0 19 22.9 6 17 E 
3.0 2 2.4 3 0.8 ^ 988 
70.0 54 65.1 332 91.5 340 
3.0 18 9.6 21 6.0 oo M 
ero CENT еөз — 10 
100.0 83 тооо 352 1000 383 1% 
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These data (Table 3) furnish little evi- 
dence of downward mobility. The significant 
facts here are: (1) that 91% of the patients 
were in the same class as their parental fami- 
lies; and (2) there is much greater mohility 
upward than downward within the small- 
minority who do change their class positions. 
Clearly the data do not support the hypothe- 
sis that downward mobility can account for 
the high concentration of patients in class V. 

Hypothesis II: Differences in Treatment. 
—The hypothesis that differential responses 
to treatment might*be an explanation of the 
disproportionately large number of cases in 
class V was stimulated by our analysis of the 
ages of the patients at the time they first 
came into psychiatric treatment in compari- 
son with their present ages. We were im- 
pressed by the fact that the upper classes 
reach a psychiatrist earlier, in life than the 
lower ones. But what started us on the trail 
of an analysis of the treatment process was 
the finding that the present mean ages of the 
patients in the different classes were so dif- 
ferent from their ages at first psychiatric 
contact. For example, the differences be- 
tween mean age at first contact and present 
mean age in classes I and II (Table 4), is 
only 11 years, whereas in class V the mean 
age difference is 17 years. Briefly, this in- 
creased differential suggested an accumula- 
tion of chronic patients in the lower classes. 

After we found the wide differences be- 
tween age at contact and present age, we con- 
structed an index of prevalence by duration 
of psychiatric contact. This index is con- 
structed in such a way that if each class were 
proportionately represented in the patient 
group by duration of contact the index figure 
would be тоо. The crucial data bearing on 
duration of professional contact with psychi- 
atrists are presented in Table 5. If the dura- 
tion of contact, ie., treatment and care, in 


TABLE 4 


MEAN AGES ок SCHIZOPHRENICS BY CLASS AT FIRST 
PsvcHiATRIC CONTACT AND AT PRESENT 


Mean Ages 
Class First Contact Present 
І&П... Ше го, s 
nno SE AE 
IQ . 32 45 
SI dads 2:01/83 50 


all classes were equal through the years, the 
index should be the same as current preval- 
ence given at the bottom of Table 5. 

Instead of a stable index by duration of 
treatment we found a highly variable set of 
figures. The index numbers for patients in 
treatment for less than a year are inversely 
proportional to class. In class V the propor- 
tion of patients in treatment for one year or 
less is twice as high as in classes I and II. 
But at the other extreme of the table, that is, 
patients under care for 21 years and more, 
the jndex is 31 times higher in class V than 
in classes I ard II. Furthermore, there isa 
steady decrease in the index numbers as 
treatment lengthens for all classes except 
class V. In class V the index increases 
steadily from the second year. The data of 
Table 5 show clearly that class V is a reser- 
voir of chronicity. 

We examined the treatment process for 
clues to help us understand the accumulation 
of chronic patients in class V. Because of 
space limitations we shall present only se- 
lected data from this phase of the analysis. 

Table 6 compares referrals of patients to 
psychiatrists and psychiatric agencies by 
class. That schizophrenics of the upper 
classes were referred for treatments pre- 
dominantly through medical channels, while 
schizophrenics of the lower classes are re- 
ferred by legal authorities such as police, 
criminal, and probate courts is impressive. 
Likewise, the fact that referrals through so- 
cial and educational institutions and through 
the initiative of private individuals are com- 
paratively rare is a surprise. 

Since a very large proportion of chronic 
patients in classes 1 and V receive only 
custodial care, we tabulated types of treat- 
ment for 5 years’ duration and less by class 
(Table 7). We found that the "no treat- 


TABLE 5 


INDEX OF PREVALENCE BY DURATION OF ‘TREATMENT 
iN EAcH Crass 


T&IU (ID у v 

43 102 176 
52 105 144 
ЗОТ M 175 
60 тот 194 


Years in Treatment 


20 86 280 
40 70 308 
48 84 246 
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TABLE 6 
Source ОЕ REFERRAL FOR SCHIZOPHRENICS By CLASS 
I&II IIT IV M 
Sopra de Batera No | % Ne 9 No. 9 Ne g 
Medical E 
Psychiatrist .............. 4 4 6 
Psychiatric Clinic . Ei 12 I 
Psychiatric Hospital . 7 55.2 24.1 25 13.9 37р 123 
Physician .......... 5 7 3 
Меса Сіс... І 
Legal 
Police or Court............ I 52 105 
Probate Commitment .. 7 27.6 69.9 з} 81.0 2247 850 
Social Agency and School..... 1 5. 3 
Self, Relatives, Friends........ E 17.2 6.0 13 5.1 4 18 
ой: АК ЧЕКЕ, 29 100.0 83 100.0 352 100.0 383 1000 


TABLE 7 


Type or THERAPY FOR SCHIZOPHRENICS IN TREATMENT FOR 5 YEARS AND Less ву CLASS 


Class 
0 
I&II III ; IV N 
Type of Therapy No. % No. % No. % No. % 
None 3 12.5 7 78 7 123 
Organic ... 2 16.7 13 54.2 59 65.6 40 702 
Psychotherapy 5 
Individual 83.3 4 167 16 178 5 А i 
Group 0.0 4 16.7 8 8.9 5 н 
Той Уу, солы», 100.0 24 100.0 90 тоот 57 1000 
p< .001 


ment” category is absent in classes I and IT. 
Organic treatment and custodial care are 
more frequent at the lower class levels. In- 
dividual psychotherapy is concentrated dis- 
proportionately in classes I and II ; whereas 
group psychotherapy is limited to the 3 lower 
classes, 

Table 8 demonstrates that schizophrenics 
in the higher classes are hospitalized, on the 
average, a significantly greater number of 
times than the lower-class patients. This is 
additional proof that the chances of an up- 
per-class schizophrenic leaving a mental hos- 
pital are better than those of a lower class 
schizophrenic. 


TABLE 8 
Mean NUMBER or РѕүснІАтвІС HOSPITALIZATIONS 
BY Crass 
Mean Number 
Class of Hospitalizations 


Pou 
2.2 


2.0 
(17 


From Table 9 one may conclude that 
schizophrenics of the upper classes are more 
likely to be treated as ambulatory patients 
before they are hospitalized than those of tht 
lower. Also lower-class ambulatory patients 
are more likely to break contact with psychi- 
atrists and psychiatric agencies than ate 
higher class ones. 


Discussion 


Our data show significant class dierum 
in the prevalence of schizophrenics 1n s 
New Haven community. But are these differ- 
ences valid? Clearly they are valid for ОШ 
population; but whether they would hold in 
a true prevalence study, rather than a d 
one, is a moot point. Actually only an epic 
miological study of prevalence in the у 
population, ог a large stratified sample, cou 
answer this question decisively. Lemkau an 
Tietze(11) in their review of this problem 
and Bellak(1) in his survey of the in 
ture, point out that no such survey exis 
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TABLE 9 
SCHIZOPHRENICS’ EXPERIENCE WITH TREATMENT BY CLASS 
Class 
oj 
I&II ИП IV v 
l Treatment Experience No. % No. % No. 96 No. % 
| First Admission to Hospital (E ee А 3 103 22 265 126 35.8 214 55.9 
Readmission to Hospital......... + 14 483 45 542 182 51.7 153 40.0 
Ambulatory Treatment Before Hospitali- 
BARON sese б 207 3 3.6 18 5.1 9 23 
Ambulatory Treatment After Hospitali- 
Laon 22e] yen 17.2 8 9.6 18 5.1 І 3 
Ambulatory Treatment; No Hospitaliza- 
ДАРАНА ЗЕБУ І 34 5 бо 8 2.3 6 1.6 
Total |... m 29 999 83* 9909 © 352 100.0 383 100.1 
p<.oor  x*- 1020021 


Data collected by Brugger(4), Braatoy (3), 
Dayton(6), Landis and Page(ro), and 
Malzberg(13) do not provide us with preva- 
lence data on a total population. 

Although our data deal “primarily with 

prevalence in a population under psychiatric 
care, we feel justified in assuming that class 
differences in the schizophrenic group might 
hold in a true prevalence study for these 
reasons: First, class differences in the inci- 
dence of acute schizophrenia are so marked 
that the chance is that these differences are 
not fortuitous (see Table 5). We do not be- 
lieve that we overlooked the large number of 
cases in classes I and II which would be nec- 
essary to explain the differences we have 
found ; neither can we assumé that the num- 
ber of schizophrenics in the higher social 
classes who do not enter treatment would 
equal the proportion we found in class V. 
Second, schizophrenics in the upper classes 
who have entered treatment are less prone to 
break contact with a psychiatrist than lower- 
class patients. It is with the lower-class pa- 
tient that treatment contact breaks unless the 
patient is hospitalized. 
. The low index of prevalence in class ш 
is of great interest, but we can only speculate 
as to its meaning. It has been suggested that 
in classes I and II families seek treatment 
for mentally ill relatives; in class V, on the 
other hand, schizophrenics get entangled 
with “the Law.” Neither condition prevails 
in class III. Possibly, the stable conditions 
of living in class III may be of some signifi- 
cance, 

If we view the data in Table 5 from the 


perspective of approximate incidence we are 
still faced with the task of explaining why 
class V has an index figure approximately 
twice that of classes I and II. Although we 
have no answer to this question, one might 
speculate that certain factors in lower-class 
living are responsible. The best-documented 
proposition in support of this has been made 
by Faris and Dunham, in their pioneering 
study of Mental Disorders in Urban Areas. 
These authors contend that lower-class living 
fosters social isolation by faulty socialization 
in childhood. The broken home and related 
phenomena of disintegration have heen men- 
tioned as causal factors by some authors (12, 
8) and disclaimed by others(7). In our opin- 
ion these studies did not have adequate con- 
trols, though we agree with some of the theo- 
retical statements(12). We hope to publish 
later relevant data bearing on this problem. 
However, we believe that this finding no 
more explains the etiology of schizophrenia, 
than dirt the occurrence of acne vulgaris. 
The cause, or rather causes, of the disorder 
remain obscure(15). 

A second question arises: What possible 
explanations can be given for the class dif- 
ferences we have found in the treated prev- 
alence of schizophrenia? We have no defi- 
nite answer, but from our material it is clear 
that the patient population of New Haven 
is not geographically mobile ; and immigrants 
are not more frequent among our patients 
than in the total population of the commun- 
ity. These findings are different from those 
of Malzberg(13) and of Braatoy(2). How- 
ever, our data corroborate the position of 
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Faris and Dunham that the schizophrenic is 
not mobile downward. Furthermore, there 
is little evidence of a drift into socially and 
economically underprivileged areas; rather 
we have significantly more upward than 
downward mobility among our patients. 

Clearly there is a concentration of chronic 
patients in the lower social classes, particu- 
larly in class V. But why? Certain tentative 
conclusions may be drawn. First, schizo- 
phrenics in class I enter treatment earlier. 
This early treatment may be extremely im- 
portant, especially if the upper-class schizo- 
phrenic receives better treatment than the 
lower-class one. Second, the upper-class 
schizophrenic enters treatment through medi- 
cal channels; the lower-class schizophrenic 
through legal ones. Stated more dramati- 
cally: the upper-class mental patient rests 
on a therapist’s couch, the lower-class one on 
a prison or hospital cot. Like Cameron(s), 
we were impressed by the dearth of self-re- 
ferrals or referral? through social and educa- 
tion agencies among the lower class patients, 

Treatment is markedly different in the up- 
per and lower classes. However, the differ- 
ences during the acute phases of the illness 
are less marked than in the more chronic 
stages. Nevertheless, a relationship to class 
exists even when acute schizophrenics in one 
particular institution are compared by class 
(18). The most striking difference is the ad- 
ministration of psychotherapy to upper-class 
schizophrenics and the lack of any systematic 
treatment of chronic lower-class schizo- 
phrenics. 

Once in a mental hospital, the lower-class 
Schizophrenic is less likely to leave perma- 
nently ; he rarely has? more than one chance 
in the community. If he does not make the 
grade he becomes a permanent resident of 
the institution. This fact, coupled with more 
or less impressionistic observations, particu- 
larly in studying rehabilitation of loboto- 
mized patients(3), makes us assume that the 
role of the community and its most important 
unit, the family, is of enormous importance 
in determining who stays in a hospital and 
who becomes reintegrated with the family. 
We believe that forces operating within the 
family are as powerful а determinant for 
Social recovery as early case finding and the 
right type and quality of treatment. An im- 


pressive story illustrating the importance of 
the family for rehabilitation of its mentally 
ill member was told in the New Yorker by 
E. Newhouse. The combination of late case 
finding, inadequate treatment, and serious 
obstacles in rehabilitating {һе lower-class 
schizophrenic into an already poorly inte- 
grated family may account for the increase 
of chronic patients at the lowest class level, 
More research into prognosis (17, 19),.and, 
particularly, into the factors determining re- 
habilitation into the patient's family are very 
important. * 

In short, our second hypothesis that the 
current distribution of schizophrenic patients 
reflects class differences in the processes of 
treatment: and rehabilitation as well as in re- 
sponses to treatment, seems valid. Implica- 
tions of this conclusion for better case find- 
ing, better treatment in our mental hospitals, 
and the intelligent use of rehabilitation tech- 
niques аге obvious for psychiatry, social 
work, and public health administration. 


SUMMARY 


In a previous report the authors and their 
co-workers found treated prevalence of 
schizophrenia in the lowest social class 11 
times more frequent than in the upper class. 
The present paper analyzes this striking dis- 
tribution. From our data it may be con- 
cluded that the difference is not due .to 
downward social mobility. Tabulating ap- 
proximate treated incidence of schizophren- 
ics (patients in treatment for less than 1 
year) we found that approximately twice as 
many schizophrenics occur in class V than 
in classes I and II combined. At the more 
chronic levels the ratio between upper- and 
lower-class schizophrenics is much higher. 
We found 31 times as many schizophrenics 
in class V as in classes I and II. This in- 
crease of chronic patients in class V appears 
to be related to significant differences in 
treatment, Our data demonstrate that schizo- 
phrenics in the upper and middle classes 
enter treatment earlier than those in the 
lower class. The upper- and middle-class 
schizophrenic is referred for treatment 
through medical channels; the lower-class 
schizophrenic through legal ones. 

The schizophrenic of the upper and middle 
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classes is more likely to be treated by psycho- 
therapy; the lower-class patient by organic 
treatment and, in far too many cases, he is 
not treated at all. The patient in the upper 
and middle classes has a greater chance of 
being discharged to his family and com- 
munity than has the lower-class schizo- 
phrenic. Implications of these findings for 
the pathology and therapy of schizophrenia 
need to be discussed more thoroughly than 
space allows us here. 
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A NEW EMPHASIS IN MENTAL HEALTH PLANNING: 
DANIEL BLAIN, M.D.? лмо ROBERT L. ROBINSON, М. А. WasHINGTON, D. C. 


Recent consultation work in connection 
with surveys of mental health needs and re- 
sources in various states have caused the 
authors to examine critically prevailing em- 
phases in long-range program planning for 
mental health. It is contended that current 
planning overemphasizes patchwork solu- 
tions, and that the scientific advances of the 
profession of psychiatry justify a dvastic 
shift of emphases to dynamic programs that 
bear promise of lessening the burden of men- 
tal illness in the foreseeable future. 

Briefly, commonly listed elements of pres- 
ent-day planning include the following: re- 
lief of overcrowding by expanding facilities ; 
projection of a certain number of beds on the 
basis of an assumed desirable ratio of beds 
to population; replacement of condemned 
buildings, firetraps, and obsolete equipment ; 
provision for and use of more public space 
for patient activities; early intensive treat- 
ment ; application of group therapy and social 
approaches ; establishment of clinics and 
community services, such as day hospitals, 
sheltered workshops, mental health centers, 
etc.; and finally, over-all stepped-up pro- 
grams of treatment, training, and research. 

A review of the relative success in estab- 
lishing these different elements in recent 
years reveals capital appropriations for new 
buildings far in the lead. A recent survey 
by the APA Mental Hospital Architectural 
Study has brought to light a most impressive 
amount of new construction in the past dec- 
ade—complete new hospitals, intensive treat- 
ment buildings, special units for tuberculosis 
and the aged, modern laundries, central heat- 
ing plants, kitchens, medical and surgical de- 
partments, and so forth. 

Progress in acquiring personnel, the sine 
qua non of a dynamic program, pales by com- 
parison. To be sure, some salaries have been 
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the A.P.A. v xiii 
^ ? Medical Director, American Psychiatric Asso- 
ciation. 
3 Public Information Officer, American Psychi- 
atric Association, 


702 


raised, ratios of personnel to patients have 
improved in several states ; some clinics have 
been put into operation, largely with part- 
time staffs; over-all expenditures for food 
and maintenance have increased (along with 
the cost of living) ; several notable research 
projects have been launched, but no progress, 
in comparison with capital expenditures, has 
been made in securing the personnel essential 
for effective use of the new facilities, let 
alone development of the essential nonhos- 
pital elements of a dynamic long-range 
program. 

At the same time the public ever demands 
more psychiatric services. By supporting 
enormous capita! investments for mental hos- 
pitals, people have demonstrated their grow- 
ing understanding of the financial and social 
cost of mental illness, their eagerness for the 
advancement of scientific knowledge in this 
field, and their willingness to support pro- 
grams to make it possible. 

The time seems ripe for preparing an over- 
all attack that will get in front of the prob- 
lem, to launch aggressive programs bearing 
promise of checking the mounting load of 
hospitalized mentally ill. 

Campaigns in behalf of great public health 
problems such as tuberculosis, poliomyelitis, 
cancer, heart disease, and venereal diseases 
have been so successful that the tools neces- 
sary to conquer them seem assured. Mental 
illness, on the other hand, looms larger each 
year. There is indication that now is the 
time to strike out more aggressively in be- 
half of dynamic programs that tackle the 
mental health problem at its roots. 

Very simply, the objectives of a mental 
health program are treatment, prevention, 
and the maintenance of health. The tools 
used to achieve these objectives are (1) 
buildings—hospitals, clinics, and space; (2) 
treatment techniques, knowledge, and techni- 
cal equipment; (3) personnel. y 

It has been demonstrated that appropria- 
tions for buildings can be obtained. Support 
for research has gained modest, though en- 
tirely inadequate, success, But thus far, 23 
measured against the actual need, success 19 
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obtaining really adequate staffs to operate 
psychiatric facilities has been virtually nil. 

Why money for buildings is so relatively 
easy to obtain can only be surmised: they are 
tangible, good to look at. In our culture, 
buildings are generally viewed as monuments 
to progress. We presume that if a building 
looks good something worthwhile must be 
going on inside it. Buildings are “non-recur- 
ring” items in the budget, in the sense that 
they may last a century. The “worship” of 
buildings is, of course, not peculiar to our 
culture. It is perhaps a world-wide quirk 
of human nature to make financial sacrifices 
for all kinds of puble service structures— 
schools, churches, temples, government build- 
ings, hospitals—and at the same time that 
turn a deaf ear to staffing them for efficient 
operation. 

Whatever the explanation for the phe- 
nomenon the question arises whether leaders 
in our field have not fallen victim to it. Have 
we not unconsciously given in to building 
programs as the easy way out? 

It is not a new idea that the key to success 
in dealing with mental illness lies in people. 
No one will disagree that personnel is the 
common denominator of all treatment pro- 
grams, What demands our immediate atten- 
tion is that we are in danger of losing the 
battle against mental illness by default, if we 
do not marshal the facts, formulate and back 
up hypotheses that will support a primary 
stand for adequate personnel. To the extent 
that we settle for more physical facilities 
without personnel to operate them we work 
under a presumption of pessimism. 

Everywhere one hears reflections of this 
presumption of pessimism in conversations 
with colleagues, Why ask for money for per- 
sonnel when the personnel isn’t available any- 
way? Improved services, they say, will not 
reduce but increase the hospital population. 
There are not sufficient incentives in public 
service to attract good personnel. There are 
far more residency vacancies in our training 
centers than people to fill them. APA stand- 
ards for personnel in hospitals and clinics 
are called “idealistic” ; others say, “no legis- 
lator will listen to them,” or, “they can never 
be reached.” 

The same spokesmen will, however, speak 
with utmost confidence of the feasibility of 


launching a $25,000,000 construction pro- 
gram over the next 5 years. We suggest that 
this is comparable to fighting a 3-front war 
on one front. 

Cries of despair to the contrary, we con- 
tend that psychiatry, like other medical spe- 
cialties, has matured to the point where it is 
imperative to say-boldly to the people: Give 
us the tools and we will carry out a program 
that will lessen the burden of mental illness 
to the nation. 

There are reasons enough to make such a 
presumption of optimism: we know that dis- 
charges from «mental hospitals are directly 
proportional to the size of their staffs. We 
know that there is an enormous lag between 
our present scientific knowledge of therapies 
and their application in the hospitals. We 
know that hospitalization can be shortened by 
early intensive treatment. We know that 
thousands of hospitalizations can be avoided, 
postponed, or shortened by establishing lines 
of defense in the commuities—i.e., clinics, 
half-way houses, sheltered workshops, reha- 
bilitation agencies, community mental health 
centers, and the like. We know, as scientists, 
that research has and will continue to pay off. 
We know that psychiatry is rapidly maturing 
to the point of general acceptance as a basic 
medical science, 

A new emphasis in program planning will 
not mean casting aside efforts to obtain ade- 
quate, safe, well-planned buildings and space, 
but it would involve an immediate shift in 
favor of vastly expanded personnel. It would 
involve acceptance of the fact that the long- 
range answer to overcrowding is not to be 
found in buildings but in personnel. 

Space does not allow for amplifying the 
details of a bold new program, but it may be 
pointed out that manpower in the United 
States and Canada is not in short supply. Our 
problem is to divert sufficient of it to meet 
mental health needs. What is here proposed 
is that leaders in the mental health field dare 
pronounce and seek support for a program 
that will tackle the problem on all fronts at 
once. 

This would involve such basic elements as 
the following: 

т. An immediate plan to double or triple , 
the number of aides and attendants in all 
public hospitals. 
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2. An over-all plan to bring all categories 
of personnel in the hospitals up to APA 
standards within 6 years, with emphasis on 
doing as much as possible in that direction in 
the first 2 years. 

3. A plan for an all-out education program 
reaching into the secondary schools, colleges, 
medical schools, and other basic training cen- 
ters to draw people into medicine and related 
professions and eventually into.the mental 
health field. 

4. A recruitment effort backed by solid in- 
ducements of salary, professional орройипі- 
ties, and the essentials for good family living 
that will attract and hold efficient staffs. 

5. A plan for subsidizing university and 
medical schools to enable them to carry out 
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a vastly expanded training program in all 
categories. 

6. Providing for literally thousands of 
training fellowships covering all professional 
categories, a significant number in the first 


year while training facilities are being pre- | 


pared, and advancing to the maximum needed 
within 3 years. 

These proposals may strike some as “un- 
realistic." The authors contend that true real- 
ism lies in facing the fact that our present 
rate of progress fails to keep pace with the 
acceleration of the need. The contention is 
put forward that only a reorientation cen- 
tered on personnel will give real hope for the 
future, Public support for adequate person- 
nel hinges on confirmation by the profession 
itself of this premise. 


CORRESPONDENCE 
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Editor, AMERICAN JOURNAL ОЕ PSYCHIATRY: 

Sir: In the November 1953 issue of the 
American Journal of Psychiatry, page 399, 
is a review of the book Broadmoor: A His- 
tory of Criminal Lunacy and its Problems, 
by Ralph Partridge, London, 1953. The re- 
viewer criticizes the author for misspelling 
the name “McNaghten.” 

The reviewer, as do Zilboorg(1) and 
Overholser (2), seems to prefer the spelling 
M’Naghten. However, a search of con- 
temporary sources convinces me that the 
proper spelling is McNaughten, or possi- 
bly M’Naughten, and that the contraction 
M*Naghten is incorrect. 

The original report of the trial(3) gives 
the spelling M'Naughtom; contemporary 
newspaper accounts of the trial(4) and a 
contemporary account in an English legal 
journal(6) use the spelling M'Naughten; 
the report of the first trial in the United 
States in which the rules were applied (5) 
and Isaac Ray's discussion of the trial(8), 
McNaughton; the first report of the rules 
in an American medical journal(7) Mc- 
Naughten. Further, I am in possession of 
exact transcripts of the hospital records of 
McNaughten from both the Bethlem Royal 
Hospital and the Broadmpor Institution. 
In their records the spelling is also Mc- 
Naughten. 
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In a communication dealing with this mat- 
ter Dr. Winfred Overholser states : 

“Clark’s Criminal Law, Davidson’s Foren- 
sic Psychiatry, Sheldon Glueck in Mental 
Disorder and Criminal Law, Stephen’s His- 
tory of the Criminal Law of England, and 
Sir Norwood East spell the name Mc- 
Naghten. Weihofen spells it M'Naghten. 
Townsend, in his Modern State Trials, 
whith reports«the entire case, spells the name 
M’Naughton. Just to add to the confusion, 
Sir Norwood East occasionally spells it in 
his writings MacNaghten. The last word 
seems to have been spoken in the final report 
of the Royal Commission on Capital Pun- 
ishment in a note at the foot of page 75, 
which I quote: 

‘There are at least 10 variant spellings 
of this name. We found it convenient to 
adopt throughout our proceedings the form 
[M'Naghten] used in the Report of Clark 
and Finelly (10 C. & F., p. 200), which was 
followed in the memorandum submitted by 
the representatives of the Home Office who 
appeared as the first witnesses before us. 
In the earliest Report of the case, however, 
(4 State Trials, N. S. 847) the name is 
given as “Macnaughton,” and we are in- 
formed by the Clerk of the Central Crimi- 
nal Court, who has been good enough to 
examine his records of the case, that it was 
spelt in almost th -ame way in the C 
ner’s Inquisition (“McNaughton”), and in 
the Indictment (“MacNaughton”), and that 
the original depositions show that the ac- 
cused himself, in signing the statement he 
made, after statutory caution, to the Magis- 
trate on committal, spelt his own name “Mc- 
Naughton.” It may therefore be thought 
that this form has the strongest claim to 
general acceptance.’ " А 

Not knowing the state of literacy of the 
accused in this case, and therefore whether 
he always spelled his name in the same way, 
we are inclined to retain the spelling used in 
the review of Broadmoor, and which was 
adopted by the Royal Commission on Capi- 
tal Punishment in their final report. 
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More interest. . . . More communication. 
... More interchange of thought. ... 
More help—in the form of criticism or sug- 
gestions, . . . More letters—to the Presi- 
dent, the Medical Director, or committee 
chairmen. 

Surely there are many things on your 
minds about psychiatry. Write about them 
to us—your officers and councilors welcome 
help and suggestions. 

Our "psychiatric travelers" report great 
anxiety throughout the country—especially 
among the administrators and personnel of 
state hospitals. When they hear of resigna- 
tions and crises in mental hospital adminis- 
tration in various parts of the country, they 
become alarmed «bout the possibility of 
political interference with the administration 
of public mental hospitals. The new drive 
for economy threatens to embroil the state 
hospitals in party politics. The patients and 
their families, of course, are the ones who 
suffer most. Doctors, nurses, social workers, 
psychologists, and their associates cannot do 
good work in a hospital where there is not 
a reasonable amount of security and an 
atmosphere conducive to good public rela- 
tions among themselves and their superiors 
in the state administration. Care and treat- 
ment suffer. Anxiety interferes with per- 
formance. Morale becomes low. A good 
hospital abhors politics. The best public 
mental hospitals are in those states that have 
given professional hospital personnel status 
and tenure, and protected them from the 
ebb and flow of political change and prefer- 
ence. 

Frankly, there has been disappointment in 
the last year or more at the small number of 
letters that have come to the officers of the 
APA protesting these circumstances, urg- 
ing action on the part of the Association, 
and suggesting courses of constructive 
action. 

Periodically, state mental health programs 
disrupt. Immediately there is skyrocketing 
of professional resentment and exasperation. 
There is public confusion. The ejaculations 
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are temporary. There is little that can be 
constructively accomplished in the heat and 
fog of suddenness, recrimination, and con- 
fusion. 

What can be the contribution of our Asso- 
ciation in these circumstances? We register 
disapproval. We send restrained telegrams 
to governors expressing dissatisfaction and 
offering to give help. We express sympathy 
to our colleagues. We try to arouse the pub- 
lic to action. But this is all too soon gone 
with the wind. 

These are phenomena we have observed 
to recur repeatedly in the history of psy- 
chiatry in the United States. What is indi- 
cated is not just transient outbursts of emo- 
tion and indignation. We need light as well 
as heat. A systematic study of the conditions 
and factors leading to breakdowns of state 
mental health programs is needed. The at- 
tack on this problem should be a planned, 
systematic study or research into the factors 
making for successful mental health pro- 
grams and those making for crisis and break- 
down. Patterns of breakdown seem to repeat 
themselves. Rectirrent phenomena can 
studied. Are the chief factors of breakdown 
change of political party, or politics, or 18 it 
difficulty in public and personal relations ш 
the part of directors or superintendents! 
Such a study cannot be properly done by 
the governmental authorities involved, 107 
should it be undertaken by local societies 1- 
terested in mental health. These are not pa- 
rochial problems but national ones. Just 9 
the Flexner Report on Medical Education 
improved tremendously the quality of medi- 
cal education in this country, and the study 
and inspection of hospitals by the American 
College of Surgeons improved the quality 9 
hospital service, so could such а study a 
vance the effectiveness of mental health pro- 
grams in our states. This should be done 
over the course of 5 or 8 years by traine 
sociologists, perhaps political scientists. 
need a Flexner Report or a Commonwealt 
Report on mental health administration 12 
this country. 
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What are your suggestions for this “tragic 
problem”? Letters to your officers and com- 
mittees will count. Surely there is combined 
wisdom in this great body. Won't you help 
tap it and express it? : 

I still think we ought to devise a means 
of honoring men in our Association who 
have made significant contributions to psy- 
chiatry and who have not had the fortune of 
being elected president. Methods should be 
developed for using their wisdom and 
ability to help the President in his public 
relations, in his trevels, and in his interpre- 
tation of policy. An added advantage would 
be that the membership could hear these men 
and meet them when they address meetings 
in various parts of the country. "Two Presi- 
dents" did not seem to be a satisfactory 
designation. How about Presidential Chan- 


cellor or Honorary Chancellor of the APA 
for the year 1954? 

We need vocal leadership, not sporadic 
assaults. We cannot leave this work to Dan 
Blain, George Stevenson, Bob Felix, the 
Menningers, Lawrence Kubie, Leo Barte- 
meier, Ewen Cameron, John Whitehorn 
amongst others. We need more national co- 
ordinated leadership. My idea of Presiden- 
tial Chancellor for the year would help in 
this. 

There will be meetings of committees from 
the, APA, the AMA, and the American Psy- 
choanalytic Association, to prepare a state- 
ment on psychotherapy. This will include 
the problem of collaborative psychotherapy 
by nonmedical personnel. Surely you have 
some thoughts on this? May we hear from 
you? 


COMMENT 


GROUP THERAPY 


That the group influences the individuals 
who compose it is one of those truisms 
which we may class as a banality. Such in- 
fluence may be regarded as pernicious or in 
some way threatening to one’s peace and 
comfort, and the excuse that “he was led 
astray by bad companions” is probably эпе 
of the first alibis ever recorded. Here we 
may be giving too little importance to the 
effect that an individual may have upon the 
group ; perhaps we even forget that the group 
is made up of individuals whose interactions 
determine the emotional climate of the group, 
its behavior, and its relationships with other 
similar or dissimilar sets of associates. There 
is some point in group development and in- 
tegration where the results of interchange 
among its members may pass from a more 
casual influencing of behavior and attitudes, 
to a therapeutic effect upon one or more of 
those composing the group. This is true 
whether the group is well organized for a 
particular purpose or is a more unstable one 
with no special objectives. 

Even impromptu contacts between two 
people may result in a therapeutic or correc- 
tive effect upon one or both with respect to 
some attitude or belief which is adversely af- 
fecting behavior. Such effects are psycho- 
therapeutic, rather than informative or edu- 
cational, if, as happens, true insight develops 
regarding some complex or conflict which 
has been producing difficulties for the indi- 
vidual concerned, Education, certainly along 
many lines, also frequently has such effects. 
Indeed, the dispelling of ignorance may ef- 
fectively relieve some particular area of 
anxiety, with resulting therapeutic effect, 

We do not, however, ordinarily think of 
such incidental effects as belonging in the 
general field of psychotherapy, since they are 
not the result of any formulated procedure 
directed toward a specific problem of malad- 
justment. At the same time, there are many 
processes directed toward the development 
of the individual which are carried out in 

groups. A good example is social group 
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work, the purpose of which is to help people 
toward the realization of relationships and 
the development of activities that will satisfy 
needs which are normal and, in a broad sense, 
legitimate. Recreational groups, art, and 
other classes, are examples of the purposive 
use of group activities suitable to such aims, 
The objectives are not essentially therapeu- 
tic, but rather the development of the normal 
potentialities of the person; but in these ac- 
tivities therapeutic results may emerge. To 
some extent, the segregation of people in 
hospitals and other institutions has some- 
what the same objective, else we should not 
have developed so many specialized types of 
institutions, wards, and so on. 

Segregation has in many instances one 
therapeutic objective, not necessarily ex- 
pressed as such. That is, through associa- 
tion with others having similar or slightly 
different difficulties, to obtain some reduc- 
tion of the feeling of aloneness, uniqueness, 
and the resultant actual or potential guilt 
feelings, anxiety or even hostility. One 
of the most illuminating conversations I 
ever had was with a highly intelligent and 
thoughtful college professor of physics who, 
as it turned out, had been twice in sanitaria 
because of depressions. What he brought 
out with reference to the things the patients 
discussed among themselves with regard to 
their own behavior and emotions, behavior 
in general, and social and mental traumata, 
remains for me the most striking set of 
commentaries ever heard respecting the 
therapeutic effects of verbal group interac- 
tion. One of the especially important things 
he said was that this was material which 
could not have been elicited by nurses of 
doctors. That this could be true in a hospital 
setting seems to be quite possible. 

Dr. Joseph Pratt’s paper on a “class 
method” in the home treatment of tubercu- 
losis, which appeared in 1907, is usually cited 
as the first account of a formal attempt to 
apply group treatment. Reading this and 
other early accounts of such classes, the psy- 
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chotherapist experienced in group therapy 
as we think of it today is struck by one 
point. The physician conducting the class 
noted that attendance was quite regular, 
some members travelling fairly long dis- 
tances, and that, after the lecture and ques- 
tion periods were over, the class would break 
up into small groups, each being usually 
made up of the same people. These groups 
were obviously regarded by the doctor as 
“social” in purpose. There is nowhere any 
indication that these groups were seen to be 
what, in my judgment, they actually were; 
that is, spontaneous therapy groups, not for 
the treatment of tuberculosis, naturally, but 
for the therapeutic effects of interpersonal 
relationships between the tuberculous. 

What we mean by group therapy today 
is something different from those early 
“classes” ; or the therapy carried out in Eng- 
land and shown on film in this country by 
Dr. MacClay ; or even group sessions which 
T have attended or seen on film more recently. 
These again were lectures—good lectures, 
with good pictures, models, charts, and dia- 
grams, followed by discussion periods—but 
the lecturer and his aides were at all times in 
control, and patient interaction was at a 
minimum, or did not exist. 

That is not group therapy, no matter how 
salutary or perhaps therapeutic the effects 
may have been on the patients. The groups 
are large, so possibly this could well be called 
“didactic mass therapy.” In the sense that 
any definitely organized procedure which 
eventually favorably influences the behavior 
and attitudes of those in the group, especially 
when such behavior or attitudes are unusual, 
(abnormal) this is therapy, and the method 
belongs at least on the fringe of group 
therapy. 

There is no point in trying to establish 
priorities in this brief discussion, since many 
workers have contributed their bits. But if 
we can accept the concept that group psycho- 
therapy is primarily a matter of the thera- 
peutic effects derived from the interaction of 
the group members, then a workable defini- 
tion emerges, The leader plays a variable 
role in group sessions, the chief—and most 
difficult—being that of a member of the 
group (not its director) ; but having special 
knowledge, an observational post, and inter- 


pretive insight to be used as needed, though 
sparingly and rarely in direct formulation. 
The leader does have serious behind-the- 
scenes responsibility in selecting members, 
balancing the group for greatest effective- 
ness, in protecting or stimulating members 
during sessions, in choice of materials and 
settings, in deciding when particular individ- 
uals need personal interviews or treatment, 
and for many other points. But in the ses- 
sions the more shadowy, though real, a figure 
he is, apparently the better the results. 

Several distinct types of group psycho- 
therapy, each with a pretty well delimited 
place, are now recognizable. These are: 
(1) activity group therapy, especially appli- 
cable to prepubertal groups; (2) spectator 
groups, such as puppet shows, which become 
participant groups as well ; (3) verbal group 
therapy, in which there are several subtypes 
based on varied theoretical postulates which 
determine procedure; *(4) psychodrama; 
(5) group psychoanalysis; (6) a combina- 
tion of group living and group psycho- 
therapy. Perhaps the aforementioned didac- 
tic type should be included as (7). A large 
literature has grown up in the field; the 
proponents of each type have made their ap- 
proaches and results readily available. 

One point of caution stands out most 
emphatically. One can not set up a therapy 
group by bringing together a group of ill or 
maladjusted persons and announcing that 
this is а therapy group, and that one is the 
group therapist. There are principles and 
techniques which must be understood before 
they can be adapted, and these are not iden- 
tical with, though similar to, the soundest 
principles of good individual psychotherapy. 
Tt is unfortunate, but all too true, that many 
therapists who are very effective in indi- 
vidual treatment, where they are permissive 
and accept the patient at his own level of 
functioning, become transformed in the 
presence of a group. They fall into tradi- 
tional class-room patterns; lecture, are au- 
thoritative, and seem to insist on being the 
center of the group, which is fatal to therapy. 
It is being able to follow along while the 
group sets its own pace and develops the 
emotional interplay which, in the long run, 
constitutes therapy, that is the attitude the 
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therapist must consistently carry out. This will be successful in group therapy. In fact, 
aspect deserves far more analysis than it has it is my considered judgment that group psy- 
so far received. One thing is certain, namely, chotherapy is the most difficult of the thera- 
that physicians of any background of train- peutic arts to learn, as it most certainly is to 
ing and experience are good to excellent in- practice. 

dividual therapists is no guarantee that they Т.б 
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POLITICS AND MENTAL HOSPITALS 


Will it be believed that the miserable strife of Party feeling is carried even into this 
sad refuge of afflicted and degraded humanity? Will it be believed that the eyes which 
are to watch over and control the wanderings of minds on which the most dreadful visita- 
tion to which our nature is exposed has fallen, must wear the glasses of some wretched 
side in Politics? Will it be believed that the governor of such a house as this, is appointed, 
and deposed, and changed perpetually, as Parties fluctuate and vary, and as their despica- 
ble weathercocks are blown this way or that? A hundred times in every week, some new 
most paltry exhibition of that narrow-minded and injurious Party Spirit, which is the 
Simoom of America, sickening and blighting everything of wholesome life within its reach, 
was forced upon my notice; but I never turned upon it with feelings of such deep disgust 
and measureless contempt, as when I crossed the threshold of this madhouse. 

—CnanrEs DICKENS, 
f American Notes 
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NEWS AND NOTES 


CoLowEL HaALLORAN Honorep.—Post- 
humous award of the Army's Certificate of 
Achievement and the unveiling of a bronze 
plaque in honor of the late Col. Roy D. Hal- 
loran, M. C., took place at the Walter Reed 
Army Medical Center, Washington, D. C., 
December 15, 1953. 

On behalf of The American Psychiatric 
Association, donor, Dr. Winfred Overholser, 
Superintendent of St. Elizabeths Hospital, 
Washington, D. C., presented the plaque to 
Maj. Gen. Leonard D. Heaton, M. C., Com- 
manding General of the Center. 

Maj. Gen. George E. Armstrong, The 
Army Surgeon General, presented the post- 
humous award of the Certificate of Achieve- 
ment to Mrs, Franklin Navarro, Houston, 
Texas, daughter of Col. Halloran, and to 
his son, Mr. Donald Halloran, Washington, 
DIG 

The plaque reads as follows: 


COLONEL ROY D. HALLORAN, MC 


August 4, 1894—November 10, 1943 
As a result of his unceasing efforts 
psychiatry gained a status equal to 
that of medicine and sufgery in the 
United States Army Medical Service 


This Plaque Donated By 
American Psychiatric Association 


The Certificate, which credits Col. Hallo- 
ran for establishing the groundwork for the 
army’s present-day psychiatric program in 
World War II, reads, in part: “Through his 
planning and leadership, he organized psy- 
chiatric care in army hospitals, screening 
procedures in induction stations and various 
types of clinics at training centers. He also 
was instrumental in the permanent inclusion 
of psychiatrists in tables of organization for 
combat divisions." 


Prizes ror Paper oN EPiLEPsY.—The 
American League Against Epilepsy ап- 
nounces the Jerry Price Memorial Prizes, 
contributed jointly by Mr. and Mrs. Fred 


Markham and the League: first prize, $500; 
second prize, $200; third prize, $100. 

The contest is open to students in approved 
medical schools in the United States and 
Canada, contributions to be mailed before 
August 1, 1954, to Dr. J. K. Merlis, Secre- 
tary, American League Against Epilepsy, 
150 South Huntington Avenue, Boston 30, 
Massachusetts, to whom also inquiries may 
be addressed, 


SOCIETY FOR APPLIED ANTHROPOLOGY.— 
The 1954 annual meeting will be held April 
g-11, at Columbia University, New York 
City, on invitation from the university. These 
dates will coincide with the first days of Co- 
lumbia's bicentennial celebrations. The fact 
that other scientific bodes to whom invita- 
tions have been extended will be meeting at 
the same time will make this annual meeting 
of special interest to both members and 
others, 

Inquiries may be addressed to the Society 
for Applied Anthropology, Box 185, Grand 
Central Station, New York 17, N. Y. 


MANHATTAN State HOSPITAL LECTURES. 
—From March 19 to May 28, 1954, Dr. 
Sarah Breitbart will give a series of lectures 
at Manhattan State Hospital, Ward’s Island, 
New York, on “Therapeutic Implications of 
Horney’s Theory of Neurosis.” Dr. Hyman 
L. Rachlin has given a series of 10 lectures 
on “Basic Concepts 6f Psychoanalysis,” be- 
ginning January 8. 

All meetings are held in the Keener Build- 
ing, Friday afternoons at 1:30. Programs 
may be had upon request from Dr, John Н. 
Travis, Director, Manhattan State Hospital. 


Tue AcCIENT-PRONE IN GENERAL 
PnacricE.—Dr. R. M. McGregor (B. M. J. 
Dec. 12, 1953), reporting on accident prone- 
ness in a small manufacturing town and en- 
virons in the Scottish Borders, concludes: 
(т) That accident-prone persons exist ; (2) 
The accident-prone are also sick-prone ; (3) 
Town dwellers are more accident-prone 
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than rural dwellers; (4) There seems to be 
a seasonal variation in accident occurrence, 
the greater number being in summer; (5) 
Accidents occurring during the season of 
greatest frequency are also the severest. 


Tue AMERICAN ORTHOPSYCHIATRIC Ås- 
SOCIATION.—The thirty-first annual meeting 
of the American Orthopsychiatric Associa- 
tion will be held at the Hotel Commodore, 
New York City, on March 11, 12, and 13, 
1954. This is the first meeting of the Asso- 
ciation in New York City since 1948, Ap- 
proximately go scientific papers will be pre- 
sented by psychiatrists, psychologists, social 
workers, educators, sociologists, and anthro- 
pologists. 

The American Orthopsychiatric Associa- 
tion, founded in 1924, is an interdisciplinary 
association of psychiatrists, psychologists, so- 
cial workers, and members of allied fields, 
including education, anthropology, and so- 
ciology. Its members come from all parts of 
the United States and Canada, and from for- 
eign countries, 

Officers for the current year are: Hyman 
S. Lippman, M. D., president ; Jean W. Mac- 
farlane, Ph. D., vice-president; Exie E. 
Welsch, M. D., secretary; William S. Lang- 
ford, M. D., treasurer; Morris Krugman, 
Ph. D., past president; Gilbert J. Rich, 
M.D., and Margaret Mead, Ph. D., direc- 
tors. Editor of the Journal is George E. 
Gardner, M. D., of Boston, Mass. President- 
aL is Simon H. Tulchin of New York 

aty. 

Inquiries should be directed to Dr. Marion 
F. Langer, American Orthopsychiatric As- 
NM 1790 Broadway, New York ro, 


MzNTaL Нватн FUND CAMPAIGN.— 
Dr. Richard Weil, Jr., President of the Na- 
tional Association for Mental Health, an- 
nounces that a nationwide campaign to raise 
$5,000,000 for the Mental Health Fund will 
be launched in May of this year. 

The support given to a similar campaign 
last year helped greatly to advance the fight 
against mental illness, and The National As- 
sociation for Mental Health and its state and 
local affiliates appreciate the cooperation that 
was given. 
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Funds are urgently needed to finance re- 
search, to support efforts to improve condi- 
tions in mental hospitals, and to establish 
more mental health clinics throughout the 
country where early and proper treatment 
of mental ills can be provided. 

The Mental Health Fund should receive 
everyone's support, and it is hoped that the 
fund raising campaign will be no less suc- 
cessful than last year. Contributions may be 
sent to the N. A. M. H., 1720 Broadway, 
New York r9, N. Y. 


NationaAL HeattH Соохсп.—Тһе 
thirty-fourth annual meeting of the Council 
will be held March 24-26, 1954, in New York 
City. Dr. William P. Shepard, vice-presi- 
dent of the Metropolitan Life Insurance 
Company, has been appointed chairman of 
the National Health Forum which will fea- 
ture this meeting, according to announcement 
by Philip E. Ryan, executive director of the 
Council. 

Dr. Shepard is a member of the Health 
Resources Advisory Committee, Office of 
Defence Mobilization, and is a former presi- 
dent of the American Public Health Associa- 
tion and the National Tuberculosis Associa- 
tion. He was for 25 years clinical professor 
of public health and preventive medicine at 
Stanford University Medical School. 

Health, education, and personnel leaders 
from all over the United States are expected 
to attend the Forum to discuss the problem 
of staffing America's health services. Three 
things are necessary, Dr. Shepard said: in- 
teresting young people in entering the health 
professions, providing educational facilities 
to prepare them for their tasks, and long- 
range employment plans that will keep the 
trained workers in health fields. 

For information write to: National 
Health Council, 1790 Broadway, New York 
19, N. Y. 


REHABILITATION FELLOWsHIPS.—The Na- 
tional Foundation for Infantile Paralysis has 
a limited number of fellowships available to 
psychiatrists interested in the psychological 
problems of the physically disabled, particu- 
larly of the poliomyelitis patient with respira- 
tory paralysis. Eligibility requirements in- 
clude two years of graduate training in 
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psychiatry acceptable to the American Board 
of Psychiatry and Neurology. Financial 
benefits are based on individual needs. Ap- 
pointments will be made for one year, sub- 
ject to renewal. The programs of the Fellows 
should be undertaken in a center for reha- 
bilitation of the physicially disabled, affiliated 
with an approved department of psychiatry, 
which will be responsible for supervision and 
training of the Fellows. 

For further information and application 
forms write: Division of Professional Edu- 
cation, National Foundation for Infantile 
Paralysis, 120 Broadway, New York 5, N. ү, 


WASHINGTON PSYCHIATRIC SociEry.—At 
the sixth annual meeting of the Society held 
in Washington on January 8, 1954, Dr. Ken- 
neth E. Appel, president of The American 
Psychiatric Association, whe also addressed 
the membership on the subject “Fundamen- 
tal Considerations in Psychiatric Treatment,” 
presented to Dr. Henry P. Laughlin, the re- 
tiring president, on behalf of the Society a 
certificate of commendation for his many ac- 
complishments during the past year. 

Dr. Douglas Noble succeeds Dr. Laughlin 
as president. Other newly elected officers ате: 
Dr. Marshall deG. Ruffin, president-elect ; 
Dr. Seymour J. Rosenberg, secretary; Dr. 
Norman Taub, treasurer; Drs. Reginald S. 
Lourie and Julius Schreiber; council mem- 
bers, Dr. Laughlin will also serve as a mem- 
ber of the council for one year. 


AMERICAN Boarp OF PSYCHIATRY AND 
NeuroLocY.—At the December 1953 meet- 
ing, the officers and directors of the Ameri- 
can Board of Psychiatry and Neurology, Inc. 
chose the following dates and places for the 
examinations for certification in psychiatry 
and/or neurology to be given by the Board: 

December 13 and 14, 1954—New York 
City, N. Y. 

February 28 and March 1, 1955—New 
Orleans, Louisiana. 

Mid-October, 1955—San Francisco, Cali- 
fornia. 

December, 1955—New York City, N. Y. 

Inquiries may be addressed to: Dr. David 
A. Boyd, Jr., Secretary-Treasurer, 102-110 
Second Avenue, S. W., Rochester, Minne- 
Sota. 


ADVICE CONCERNING MULTIPLE SCLERO- 
SIS—A. new booklet for physicians, "Psy- 
chological Factors in the Care of Patients 
with Multiple Sclerosis," by Dr. Molly P. 
Harrower, New York psychologist, and 
Rosalind Herrmann, Boston social worker, 
has been published by the National Multiple 
Sclerosis Society. It contains valuable advice 
for physicians with multiple sclerosis patients 
and may be obtained by writing to the Na- 
tional Multiple Sclerosis Society, 270 Park 
Avenue, New York City. Its companion 
booldet for pgtients, “Mental Health and 
Multiple Sclerosis,” by Dr. Molly Н. Har- 
rower, may also be had free of charge by 
writing to the Society. 


Wonrp Heart CONGRESS.—The nation’s 
capital will be the scene of a historic world 
medical gathering September 12-17, 1954, 
when physicians and research scientists from 
many nations join their U. S. colleagues in 
Washington, D. C., for a combined meeting 
of the Second World Congress of Cardiology 
and the 27th Scientific Sessions of the 
American Heart Association. This will be 
the first international medical gathering of its 
kind to be held in the United States. (The 
first World Congress of Cardiology was 
held in Paris in September 1950.) 

Formal scientific papers will be presented 
in English, French, and Spanish, constituting 
one of the most comprehensive programs re- 
lating to heart and blood vessel diseases ever 
presented. 

Chairman of the organizational committee 
is Dr. Paul D. White, executive director of 
the National Advisory, Heart Council and 
consultant in medicine at Massachusetts Gen- 
eral Hospital, Boston. 

For further information address inquiries 
to: American Heart Association, 44 East 
23rd Street, New York то, N. Y. 


TREATMENT FACILITIES FOR (CRIPPLED 
CHILDREN.—A record expansion of facili- 
ties for crippled children in 1953 is reported 
by Lawrence J. Linck, executive director of 
the National Society for Crippled Children 
and adults in this Society’s annual report re- 
cently issued. 

The Society has completed 32 years of 
service to the nation’s crippled and is now 
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represented by 874 specific services and fa- 
cilities either in operation or in the process 
of development. These services are provided 
in each of the 48 states and in the District of 
Columbia, Alaska, Hawaii, and Puerto Rico. 
For information address the National So- 
ciety for Crippled Children and Adults, 11 
South La Salle Street, Chicago 3, Illinois. 


RORSCHACH WORKSHOP, SPRINGFIELD 
State HosrrraL.—The department of psy- 
chology of Springfield State Nes an- 
nounces а I-day workshop to be conducted 
by Dr. Zygmunt A. Piotrowski, March 19, 
1954, from 10:00 a.m. to 4:00 p.m. The topic 
will be “The Diagnosis of Cerebral Disorders 
by the Use of the Rorschach." There is no 
fee. 

For further information, write to Dr. 
Michael H. P. Finn, Chief Psychologist, 
Springfield State Hospital, Sykesville, Mary- 
land. 


FOURTH INTERNATIONAL COURSE IN 
CriminoLocy.—This course, organized by 
the International Society of Criminology 


with the support of UNESCO, under the 
direction of Dr. Denis Carroll and Dr. Her- 
mann Mannheim, will be given in London 
March 24 to April 13, 1954. There will be 
daily morning and afternoon sessions except 
on Sundays and April 7 and 8. 

The subject of the course is “Recent 
Advances in the Study and Treatment of 
Offenders.” It is open to members of all dis- 
ciplines and professions having interest in 
criminology and penal problems. The lec- 
tures will be followed by discussions and 
visits to institutions. The fee for the course 
is £7 sterling. 

For further information address: The 
Fourth International Course in Criminology, 
c/o I. S. T. D., 8 Bourden Street, Davies 
Street, London, W. 1, England. 


WESTERN Society ОЕ ELECTROENCEPH- 
ALOGRAPHY.—This Society will hold its elev- 
enth annual meeting on March 7 and 8, 1954, 
at the Del Monte Lodge, Pebble Beach, 
California. 

For further information write Dr. S. N. 
Berens, Secretary-Treasurer, go2 Boren 
Avenue, Seattle 4, Washington. 


THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 
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BOOK REVIEWS 


CONFERENCES ON DRUG ADDICTION AMONG ADOLES- 
cents. By Fifty different people. (New York: 
Blakiston, 1953. Price: $4.00.) 


This book records verbatim 2 conferences held at 
the New York Academy of Medicine on November 
30, 1951, and March 13 and 14, 1952. The confer- 
ences were sponsored by the Committee on Public 
Health Relations of the New York Academy of 
Medicine, with the assistance of the Josiah Macy, 
Jr. Foundation. Fifty-two persons are listed às con- 
tributors and the group is made up of not only 
doctors in various fields of medicine, including psy- 
chiatry, but judges, legislators, district attorneys, 
teachers, social workers, and law enforcement 
agents. 

As might be anticipated, the book shows many 
differences of opinion which are quoted in detail so 
that the reader gets the feeling of a very interesting 
discussion as it actually took place. Some attempt 
is made to draw conclusions, but the main value of 
the book is this presentation of the problem of the 
various groups who are actually dealing with it and 
their differences of opinion. The book does not offer 
a final solution to the problem which, of course, is 
beyond our present state of knowledge. However, 
there are many interesting ideas about the narcotic 
problem, with much argument and controversy. 

Many of the points that are well recognized by 
those who have worked on this problem are brought 
out, and for this reason the book makes excellent 
reading for anyone who wishes to become familiar 
with the latest thinking on the subject. It is pointed 
out that truancy and a falling-off of interest in 
school work and scholarship are often the first signs 
of drug addiction in adolescents and that such ado- 
lescents commonly show a marked lack of aggres- 
siveness and of the normal sex interest. It is only 
when real bodily dependence on the drug deyelops 
and the individual is deprived of his drug that ag- 
gressiveness of a serious nature appears as a result 
of the individual's difficülty in finding enough of the 
drug to satisfy him. 

It is also emphasized that the state of marked 
euphoria occurs only in the beginner and that with 
the development of true addiction the individual 
takes the drug largely to get relief from unpleasant 
symptoms. We also meet the statement that mari- 
juana does not produce true addiction. This is 
correct, but is still bitterly attacked on the part of 
certain groups who cannot allow any statement that 
does not emphasize the harmful effects of drugs. 

The book has a good deal of very interesting con- 
troversy over the subject of the reporting of drug 
addiction and of attempts at education. We hear 
such an authority as Dr. Haven Emerson Stating, 
“T would say that more lives could be saved in 
New York City by a uniform reporting of all cases 

of obesity, than by reporting just the cases of drug 
addiction. We do not wish to require the reporting 
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of cases of obesity, although these people s 
from a much more prevalent threat of early 
than do any of those suffering from drug addi 

Several discussants pointed out the diffi 
verifying whether an individual actually is a 
addict and the tremendous drain on the time 
health department, together with the indecisive 
sults that would occur, if it should attempt to са 
out an investigation of all reported drug addi 
under a scheme of compulsory reporting. Mos 
the discussants continue to emphasize that smok 
marijuana and using alcohol are often рге! 
to taking up the use of opium derivatives a 
caine. (The reviewer would like to remind 
readers of a statement in the Military Surgeon і 
smoking tobacco cigarettes likewise seems to b 
preliminary to smoking marijuana cigarettes.) 

There is general agreement that present meth 
of treatment are’ quite unsatisfactory and do 1 
secure an adequate number of cures. Sever: 
cussants emphasize the possibility of drug addict 
being due to various physiological and endoc 
factors. There is general agreement that theri 
no single type of personality who becomes a 
addict, just as there now seems general agr 
that there is no one single type of person who 
comes an alcoholic. The value of religion as achi 
ing cures was emphasized by a number of speakel 

A very controversial discussion occurs after 
showing of the film “Drug Addiction” to the gro 
Two other films, “H” and “The Terrible Tru 
were also brought into the discussion. 


Tue Lire AND Work or SicmuNp Freup. VOLU! 
1: THE Formative Years AND THE Great D 
COVERIES, 1856-1900. By Ernest Jones, М. 
(New York: Basic Books. Price $6.75, 


Sigmund Freud initiated a new type of biog 
study of illustrious men by linking up their 
scious motives with their conscious aspirati 
Prone himself to make psychoanalytic comment 
authors’ fictional books, he paradoxically insi 
that his own contributions should be judged 
pendently of his personality. His own life sho 
remain private and with this in mind, at the 
28, he destroyed diaries which he had kept 
many years. Nevertheless, a large number of 
cles and biographical books on Freud have al 


tion and rancor, such as Emil Ludwig whose fal 
ite field, biography, Freud had invaded. The 
and Work of Sigmund Freud by Ernest J 
of which the first volume has recently appeared, 
the great merit of complete accuracy and a $0 
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tive amount of information. Jones also enjoyed the 
advantage of a unique combination of a long per- 
sonal intimacy with Freud, familiarity with his writ- 
ings, and an authoritative grasp of psychoanalysis, 
the science and art which Freud discovered and 
developed practically singlehandedly. Д 

In this first volume, Jones’ work embodies three 
aspects. First, it is a medical history of the early 
development of psychiatry and neurology in Cen- 
tral Europe during the last quarter of the nineteenth 
century, in the progress of which Meynert, Briicke, 
Charcot, and Bernheim played such prominent roles, 
All of this is interwoven with Freud’s troubled 
professional career, from his eager early researches 
in neurophysiology and pathology to his transition 
and complete absorption in the psychopathology of 
mental disorders, This part of the book dealing 
with this period of medicine in Central Europe and 
the figures who motivated and dominated it will 
naturally have a specialized historical appeal only to 
physicians. 

Secondly, the book is a brilliant and definitive ac- 
count of the discovery and growth of psychoanaly- 
sis. It takes us through the groping steps of cath- 
artic therapy, in association with Josef Breuer, into 
the troublous days of the evolution of Freud’s 
thinking in his contact with Wilhelm Fliess, to his 
final self-emancipation from dependence on the lat- 
ter. This eventually enabled Freud to contribute a 
body of knowledge which has been incorporated not 
only into psychiatric therapy but into almost all of 
the social sciences, 

_ Finally, Jones’ book is a penetrating psychoanaly- 
tic study of Freud’s personality and neurotic physi- 
cal (migraine, cardiac) and mental experiences 
(mental depression, train-phobia, etc.) which came 
so near wrecking him. Jones has had at his disposal 
innumerable private letters hitherto unpublished, and 
the aid of members of Freud’s immediate family, 
making this in a sense an authorized biography. In 
this material of particular significance are the phases 
of Freud's childhood and family relationships, his 
vacillation in taking his medical degree, his long 
and agonized courtship of Martha Bernays, and his 
idolatrous attachment to Fliess. 
: For psychiatrists and psychoanalysts, Jones’ de- 
lineation of the extraordinary relationship between 
Freud and Fliess is fascinating and enlightening. 
This association was revealed only three years ago 
with the publication of over 150 letters from Freud 
to Fliess still untranslated from the German. Basing 
his Study upon Freud's letters, Jones utilizes his su- 
perior psychoanalytic skill, “for our purposes,” to 
trace how Freud in his isolation and loneliness de- 
pended upon Fliess for support in his craving to 
Create, and his need to pursue his explorations in 
search of psychological truths. He hoped, vainly 
to be sure, that the trusted Fliess could show him 
the way to bridge the gap between physiology and 
Psychology into which he was plunging with an 
irresistible urge. The former was his first love and 
began about 1876 under Ernest Brücke with the 
КЫ of the cells in the spinal cord of primitive 
Jones also points out the strong emotional at- 


tachment which Freud entertained toward Fliess— 
far more than vice versa. This made him look for- 
ward with idolatrous joy to the “scientific con- 
gresses" lasting two to three days in which only 
two members, Freud and Fliess, participated. In 
1902 Freud finally freed himself of this attachment 
and it was followed by a bitterness and ridicule on 
his part, which so often occurs when relationships 
of such neurotic nature are severed. Significantly, 
in May 1000, about two months after Freud, at great 
emotional sacrifice, had mustered up the courage to 
deny himself another "congress" with Fliess, he 
writes: “No one can replace the intercourse with 
a friend that a particular—perhaps feminine—side 
of me demands.” An accusation by Fliess that his 
ideas an bisexuality had seeped to Otto Weininger 
through a pupil of Freud was the direct cause of 
the complete break in 1903. Freud's defense was 
unconvincing. 

Possibly Dr. Jones in his subsequent volumes will 
discuss the numerous analogous, often transient as- 
sociations which developed between Freud and his 
disciples. Not so much those of the formative days 
of psychoanalysis (Wilhelm Stekel, Carl Jung and 
Alfred Adler) but those of later years, in particular 
the loyal Sandor Ferenczi and the one-time favored 
Otto Rank, would be of unusual interest. 

The book is written in Jones*always exact, schol- 
arly and lucidly flowing style. Since the work is 
essentially three books in one, all centering around 
a single individual, some overlapping and repetition 
are necessarily unavoidable, Inevitably the writer 
may fall into error of fact and contradictions in his 
estimate of his subject here and there. Jones may 
also invite objections to his own psychoanalytic in- 
terpretations, which because of his superior psycho- 
analytic knowledge, he repeatedly introduces. 

To this reviewer the dearth of the actual facts 
about Freud's sexual life is somewhat regretable. 
Likewise one may question Jones’ emphasis on the 
economic factors in Freud's prolonged engagement 
to Martha Bernays rather than the psychosexual 
elements which may have entered into the situation, 
and also the basis of Freud's painful vacillation in 
deciding whether he would devote himself to science 
or clinical medicine. Many other angles of Freud's 
conduct might take on megnings other than those 
given by Jones. Letters from Fliess to Freud which 
have not yet been made public but which are said 
to be extant could eventually alter Jones’ analytic 
interpretations. 

Because of the detail with which Jones has ex- 
haustively pursued his task and the minutiae which 
he records, the book is extraordinarily instructive. 
As this reader passed from chapter to chapter of 
Jones’ masterly work with its wealth of detail, he 
Was reminded of a military canvas by Messonier 
where the main theme is both clear and evident yet 
equal attention has been given to each button on the 
officer's coat. 

То be sure, Jones specifically states that the book 
“is not intended to be a popular biography." Never- 
theless, it will surely have a wide appeal whether 
the reader be just an inquisitive browser who skips 
about the pages here and there, or the psychoanalyt- 
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ically oriented psychiatrist who сап appreciate Dr. 
Jones’ erudition and diligence. Jones realized that 
the task which confronted him in writing the life of 
Freud was in his own words a “stupendous” one. 
Nevertheless he did not flinch before the undertak- 
ing. This magnificent work seems destined to be- 
come the standard biography of the enigmatic per- 
sonality who, with anguished courage, dared to 
plunge into the psychological aspects of the still 
unsolved problem of the interplay between psychol- 
ogy and physiology. 
С.Р. О. 


Tue Hann IN PsvcHoLocicAL Diacnosis. By Char- 
lotte Wolff. (New York: Philosophical Li- 
brary, 1952. Price: $7.50.) , К, 


The general area of concern of this volume is 
within the field of constitutional psychology; more 
specifically, it discusses the possibility of correlating 
certain anatomical features of the human hand with 
personality characteristics and with certain types of 
mental illness. As implied in the title and stated in 
the introduction, the hope is held that such correla- 
tions will contribute to psychologic and psychiatric 
diagnosis. The form of the monograph consists of 
a marshaling of theoretical arguments based impor- 
tantly on psychoendocrinological hypotheses, to- 
gether with reports of various clinical observations. 
In the development of her thesis, Dr. Wolff gives 
evidence of wide clinical experience in her field pur- 
sued with industry and enthusiasm. There seems 
little room for doubt that she would be capable of 
imparting an appreciable store of interesting infor- 
mation. However, for the reasons elucidated below, 
she has unhappily failed to write a good book. Those 
who have specialized interests in constitutional psy- 
chology will be in a better position to abstract some 
of her data for their purposes and in some instances 
will find stimulation. In this regard, even such 
readers should be forewarned of some of the ob- 
jectionable features of the presentation. The main 
positive effect on other readers will probably be a 
wondering admiration of the author's ability to 
draw certain conclusions about personality from 
hand morphology. 

„Some of the faults in the book are not of great 
consequence except that they make it less convenient 
to enter into the subject matter. In this category 
are the unattractive paper and type and the author's 
prose. The last tends to be cumbersome in style 
and, in places, too awkward a mixture of philo- 
sophic meandering, objective reporting, and cate- 
gorical declarations. Examples of the last are nu- 
merous. At times they are amusing, as when she 
says (p. 51) "It is common knowledge that monkeys 
and apes possess as a rule only one main transverse 
crease while humans have two." It is understand- 
able that the expert might assume such knowledge 
to be common; however, here is implicit one of the 
major faults of the book. The author gives only 
sparse attention to matters which the nonexpert 
may reasonably expect to be discussed. For ex- 
ample, the actual technique of hand examination is 
inadequately, albeit lengthily, described; again, in 


other places, it is left to the reader to discern which 
finger is “the second finger.” Conversely, the au 
thor provides discussions unnecessary for an ашй- 
ence with psychological or medical sophistication, 
In this regard, there are tedious, often only par- 
tially accurate descriptions of mental illnesses, 

Yet all of the above objections could be over- 
looked if the major theme of the book were well 
transmitted, as it is not. The rationale for the cor- 
relation of personality characteristics with certain 
hand features is most unsatisfactorily presented, In 
view of the significance of such correlations, the 
practice of the author to refer the reader to her 
previous books and not to offer a summary of the 
possible verifications presumably given in those 
books is not excusable. However, even if one were 
willing to accept the probability of such correla- 
tions and were also willing to agree with the au- 
thor’s controversial opinions about psychoendocri- 
nology, the conclusions reached from the actual data 
in this monograph are open to doubt. In the first 
place, the statistical tabulations have cumbersome 
technical arrangements and are often discussed 
without precise regard to the figures; in the second 
place, the statistieal methods which give rise to the 
conclusions are grossly inadequate. In no important 
place, for example, are methods applied that allow 
a clear appreciation of the deviation of figures from 
a statistical norm or of the reliability of the findings 
and so on. 

The negative criticism of the book rests mainly ой 
these central defects rather than the more supèr- 
ficial inadequacies, 

Joun W. Hicerns, M. D., де 
Yale University School of Medicine. 


Dig GRENZEN рев PSYCHOTHERAPIE. (LIMITATION OF 
PsvcHorHERAPY.) By G. Ewald. (Stuttgart: 
Georg Thieme Verlag, 1952.) 


In a time in which psychotherapy has become & 
more and more important form of treatment in PSY" 
chiatry, this lecture of Ewald, a German clinical 
psychiatrist of stature, is important and impressive. 
He shows how the personality of the psychothera 
pist, in his opinion, becomes more important #81 
the technique he uses. He shows how our time glori- 
fies the psychotherapist. He speaks about the tratt- 
ing of the young psychotherapist and how we try t0 
make ап encyclopedist of him. It is interesting tha! 
he, as well as other German psychotherapists 11- 
cluding Kretschmer, is opposed to training analys 
because, in their opinion, it has a negative and ШЕ 
educational influence on the pupil. He believes 
our type of training reminds one of mystical sect 
societies, such as the Free Masons, the Ku 
Klan, etc. 

In a brief, historical, critical review, he shoni 
how the great psychotherapeutic school develope’ 
He shows how Freud, a child of the materialistic 
era in the beginning of the 2oth Century, tried 
explain mental acts by the causality principle. Т 
shows how the insight which he achieved by 
study of neurosis was used in normal psychology 
and how depth psychology developed and becam™ 
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more and more a mass movement. Neurosis he 
writes, and I believe he is correct, is definitely on 
the increase, and this is a trend which, as demon- 
strated most clearly in the United States, is not at 
all retarded by the development of psychotherapy 
or the elevation of material living standards. Bsy- 
chotherapy tries to cure all psychic troubles and to 
restore human dignity. He demonstrates the dangers 
of this overevaluation of psychotherapy. He pre- 
sents the anatomical, physiological, and biological 
basis of psychotherapy as developed in the last 3 
decades, and discusses more the importance of the 
thalamus and the diencephalon. АП this started, in 
his opinion, with the studies of the Vienese neuro- 
psychiatrist Von Economo, and he mentions his 
forerunners Meynert, Monakow, and Reichardt. He 
mentions the old experiments of Forel, Monk and 
Brum on the "Life of the Ants," and how the arti- 
ficial destruction of higher instinctual actions 
makes lower instinctual acts come to the foreground 
and phylogenetic older mechanisms emerge in a 
process of regression which is very similar to the 
regression of neurosis. He shows further how the 
hypobulic and hypnoic mechanism neurologically 
and biologically offer ап explanation for the “Flucht 
und Totstellreflex” of Kretschmer (flight or make 
believe death reflex). 

In another part of his lecture, he criticizes the 
libido conception and the pansexualization of the 
whole psychic life in the theories of Freud. To dis- 
cuss his criticism of the analerotic phase and the 
Oedipus and castration complex would be beyond 
the scope of this review. " 

Ewald does not believe that Adler is right in ex- 
plaining the "nervous character" as the result of 
drives for power and inferiority feelings. Freud 
overestimated sexuality; Adler, on the contrary, 
underestimated it. Adler is wrong, in the opinion 
of the author, in the underestimating of hereditary 
factors and substituting for them organic inferiority 
and its overcompensation. It is not true that every- 
thing can be explained by bad education. It is not 
true that human beings are only the product of 
their environment, Ewald is in favor of the Jung 
theory of the collective unconscious because he be- 
lieves that this is a much broader basis for the 
understanding of psychic problems. Of course, he 
says, it is very hard to prove it and you have a tre- 
mendous knowledge of myths and archaic thinking 
of primitives to understand it. He tries to show 
how the complex-solving psychoanalysis of Freud 
is supplemented by the ideas of Jung. He shows 
how the modern German psychotherapeutic school 
tried to regain the dignity of human beings. Ewald 
does not believe that all psychic phenomena can be 
understood purely biologically. He mentions the 
Critics of Freud: Scheler, Jaspers, Dilthay, 
Spranger, Nicolas Hartman. Last, but not least, he 
mentions the Vienese psychotherapist Frankl with 
his logotherapy and the importance of human re- 
sponsibility, and Von Gebsatel who wrote about 

Christianity and Humanism,” in which he debates 
the theory of Jung and “Der Gott in Unserer Eige- 
nen Brust,” (The God in our Own Heart). He 


shows how the existential analysis and Daseinsanal- 
yse Binswangers are new ways of psychotherapy. 

In the last pages of his booklet, he shows how he 
treats in practice. First of all, he orients himself 
organically and constitutionally. The somatic con- 
dition of the patient has to be cleared first. (He 
agrees wholeheartedly with G. H. Schultz that the 
young psychotherapist has first to study psychi- 
atry). After this organic examination, one has to 
decide how much of the total personality is affected 
and what kind of psychotherapeutic treatment has 
to be used. Psychotherapy is, їп the opinion of the 
author, a very important tool in addition to the so- 
matic treatment. 

I would advise American psychiatrists to read 
this srgall booklet because it shows how the German 
clinical psychiatrist sees psychotherapy. He tries to 
use an anatomical-physiological basis for the under- 
standing of psychic phenomena. On the other side, 
psychotherapy is much influenced by the philosophy 
of Jaspers which is based on Kierkegaard, Nietzsche 
and Heidegger. He criticizes Freud, Adler, and 
Jung in one respect, but he recognizes that Freud, 
Adler, and Jung are very important personalities in 
psychotherapy. I quote one sentence from his lec- 
ture, “True, the great founders of psychoanalysis, 
Freud, Adler and Jung, have thought and said a 
great deal that is wise, even Brilliant. I make this 
statement so emphatically, because I so far have 
deemed it necessary to point out their exaggerations, 
one-sidedness and aberrations, lest we slide back- 
ward into the period of 50 years ago.” The author 
shows how human dignity and human responsibility 
become very important factors in psychotherapy. He 
shows how moralistic and ethical factors have be- 
come more and more important їп the materialistic 
psychotherapy of yesterday, 

Max WzissMAN, M. D., 
Department of Psychiatry, 
State University of New York. 


Das PROBLEM DER SCHIZOPHRENIE. (Тнв PROBLEM 
or SCHIZOPHRENIA.) By Harald Schultz- 
Henske. (Stuttgart: Georg Thieme Verlag, 
1952.) 

The author, who died in May 1953, tried in this 
book to show that schizopHfrenia and manic-depres- 
sive psychosis and several other psychoses have а 
pure psychological origin. They are purely exoge- 
nous and not a primary organic process. In one 
chapter, he discusses what we understand under a 
psychosis. In another chapter, he speaks about the 
correlation between experience and anatomical, 
morphological, and physiological facts. He gave to 
this chapter the title “Gleichzeitigkeitskorrelate” 
(Correlation of Concurrence). He shows that psy- 
chological understanding and physiological under- 
standing are basically not different. In his opinion, 
schizophrenia is a variety of neurosis. In the whole 
chapter, he discusses the theory of neurosis. In 130 
pages, he describes the analysis of one of his cases. 
Tn a historical review, he discusses the different 
psychological theories of schizophrenia. He starts 
with Ideler (1850), Griesinger (1845), the Jung, 
Freud, the case of Schreber—Nunberg (1920), 
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Herbert Binswanger (1931), and Ludwig Bins- 
wanger (1045). 

Griesinger and Ideler lived before the entity of 
schizophrenia was coined. Griesinger was an or- 
ganicist and for him mental diseases were brain 
diseases, so it is very hard to understand why he is 
called a forerunner of the psychological theories of 
Psychosis. Unfortunately, the author did not know 
the great American literature on this topic. He 
mentions only Rosen, but he did not mention, for 
instance, Paul Federn who was a pioneer in this 
field or Fromm Reichman. In one of the last chap- 
ters, he discusses the future of psychiatry. I believe 
he is correct in that the study of psychiatry has to 
start with general pathology, with a precise descrip- 
tion of the different psychic phenomena and that it 
is very important that the young psychotherapist 
gets a good theory of the neurosis. However, I can 
not fully agree with the idea of the author that the 
psychiatrist has to start as a psychiatrist and not 
as a neurologist; he says, and I quote, (in transla- 
tion)—“He will not be disturbed by anatomic, 
morphological, and physiological facts and he will 
turn toward the primary psychic disturbances.” 

The problem of schizophrenia is really the main 
problem of psychiatry, Many psychiatrists consider 
psychosis identical with schizophrenia, A purely 
psychological theory with only organic correlation 
is not a solution to this problem, in my opinion, 
There is no question in my mind that in spite of the 
fact that many psychiatrists consider the 2 big en- 
tities of Kraepelin as stillbirths; his work was a 
useful one and a progressive step. The postulation 
of a single comprehensive neurosis, with schizo- 
phrenia as a variety of this neurosis, will not be a 
step to help us to better understand the problem of 
schizophrenia. 

Max Wetssman, M. D, 
Department of Psychiatry, 
State University of New York. 


THE ORIGIN ОР LIFE AND THE EvoLuTIoN or LiviNG 
THINGS: AN ENVIRONMENTAL Tueory. By 
О. К. Hyndman, M.D. (New York: Philo- 
sophical Library, 1952, Price: $8.75.) 


This lengthy book isa strange hodgepodge of 
philosophy, religion, genetics, and zoology. It com- 
prises 4 main sections: Origin of Living Matter, 
Reproduction, Organic Evolution, and А Proposed 
Theory of Evolution, 

The chief contention of the book is that organic 
evolution is determined directly by environment. 
The author is unfamiliar with recent genetic theo- 
ries and it would almost seem that he has taken 
his college notes of 20 years ago and elaborated 
upon them. The preface suggests that he is now a 
neurosurgeon and certainly few writers can wander 
into fields other than their own and not get into 
difficulties. 

At the outset the author states his religious posi- 
tion and assures his readers “that one need not 
abandon the concept of God nor that God established 


the principle of life.” Не suggests that we assume 
that “God is sufficiently omnipotent that his system 
is perfect in its beginning and throughout such that 
He does not have to interfere in order to grease 
the machinery, repair the cogs or play favorites? 

Hyndman calls his thesis the R.R.S. Theory be- 
cause Reaction, Retracement, and Summation are 
the conceptual pillars. Reaction embodies the origin 
of living substance and its progressive adaptation, 
Retracement includes reproduction and heredity, 
while the organismal type is the expression of their 
Summation. 

To this reviewer the book is most disappointing, 
being based mainly on armchair philosophy and full 
of biological inaccuracies. 

Norma Foro Wacker, Pu. D, 
Dept. of Zoology, 
University of Toronto, 


Tue Universe or Мвлмимс. By Samuel Reiss. 
(New York: Philosophical Library, 1953. 
Price: $3.75.) 


The author attempts to evolve his ideas on the 
nature of the conéept of meaning. Beginning with 
the actual interrelationships of words within a given 
language, he progresses to the notion that “words 
themselves , . . owe their elevated status only to 
the elevated meanings with which they have come to 
be associated." Не further points out that "the 
symbol being the concrete representation of the ab- 
stract meaning which it is intended to convey, there 
has always been а decided human tendency to con. 
fuse and, to a certain extent, identify the two. 
These statements from his summary—a point he 
reaches only after a complicated and circumstantial 
piece of writing—leave him at about the point 
Korzybski started when he formulated his map- 
territory relationship. 3 

It is always interesting to watch the workings of 
a man’s thinking processes as he digs into а new 
problem, and this book, if so used, is intriguing. At 
tacking an age-old question, he tediously works his 
way to conclusions already reached by previous 
thinkers, and discovers what has already be 
evolved by many philosophers of science—that sti: 
ence itself does not possess “autonomous, absolute 
objectivity,” but that better understanding of u 
symbols will be achieved only through deeper te 
sight into the minds of the men making the evalua 
tions. This the author believes will “bring el 
revolution in all sciences.” The naivete lies not 3 
the notion but in the lack of information on the ПТ, 
of the author that this idea, long ago developed Y 
others, has already brought about the prognosticat 
revolution. b 

The book obviously is hardly worth the effo 
of reading unless it be used as a lesson in th 
ог as a demonstration of the need for philosophers 
to read the already worked-out approaches of other 
before they rediscover the obvious. 

Dovetas M. Kerey, M.D», 
University of California. 
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KOREA: CURRENT PSYCHIATRIC PROCEDURE AND 
COMMUNICATION IN THE COMBAT THEATER 


CAPT. ROBERT M. EDWARDS, M. C, A.U.S.1 лхо DONALD B. PETERSON, COLONEL, 
M. C., U.S.A.* 


INTRODUCTION 


Our nation, engaging enemies who far out- 
number her in manpower, must employ a 
rigid economy in the combat use of available 
resources. We carinot afford the luxury of 
having one army fighting and another shut- 
tling back and forth through unwarranted 
medical evacuations. Military psychiatry, 
adapting to this need, has contributed to a 
firmer discipline designed to prevent avoid- 
able manpower loss due to adjustment dif- 
ficulties. The system now avorks so well in 
Korea that, for practical purposes, the only 
psychiatric evacuations are of psychotics. 

Establishing this discipline in combat rests 
mostly with the division psychiatrist. As a 
staff officer of the division surgeon, his pri- 
mary concern is the sound handling of in- 
fantrymen from the psychiatric point of 
view. This turns him toward personnel as- 
Signment, reassignment, trouble-shooting, 
teaching, and indoctrination. 

The orientation of other medical officers 
to their psychiatric responsibilities is perhaps 
his major staff function. While fully aware 
and prepared for their responsibility of treat- 
ing the sick and wounded, these physicians 
are naturally not always so much aware of 
the fact that it rests with them to decide 
whether each soldier who presents a com- 
plaint is thereby sick, incapacitated, and re- 
quiring treatment, or is nonetheless fit for 
duty. Yet, in the military, no one else can de- 
cide. By teaching and emphasizing the facts 
of motivation, and sharing the onus of diffi- 
cult decisions, the psychiatrist gives support 
to other medical officers. 

As the combat physician strives to remain 
medically objective, he inevitably encounters 
soldiers who try to avoid duty by the medical 
toute. For proper handling of such patients, 
a clear understanding of the problem at all 


ee 
_* Psychiatrist, 25th Infantry Division (March- 
September 1952). 

? Neuropsychiatric Consultant, Medical Section, 
U. S. Army Forces, Far East. 


levels, a practical procedure and definition of 
medical and administrative responsibility, 
and good communication between the doctor 
and command are necessary. In Korea, build- 
ing on the basis of the psychiatric advances 
of World Маг II, we believe these aims have 
been attained. 

It is the purpose of this paper to illustrate 
the actual operation of both policy and com- 
munication in one case, a patient from the 
character disorder group. The broader com- 
bat psychiatric picture is well described else- 
where(1, 2, 3). 


CASE HISTORY е 


The patient, а well-built, 25-year-old white in- 
fantry sergeant, first came to the attention of one 
of the authors (RME) in May 1952, having been 
sent in from his unit aid station for neuropsychiatric 
evaluation following a purported concussion. Before 
he could be interviewed, and without permission, he 
hitch-hiked back to his outfit. It was decided not to 
call him back. 

About a month later he returned, complaining of 
relentless headache. Examination disclosed no de- 
fects. He was contemptuous and impatient in man- 
ner. He declared, “I can't stand it any longer," 
though flatly denying any fear of battle. His bat- 
talion surgeon said he was considered an aggressive 
soldier with leadership ability, supposedly rash in 
battle. The diagnosis was antisocial personality. He 
was returned to duty. 

On July 7 he made a third appearance, this time 
even more insistent that he must be evacuated be- 
cause of his headache, but otherwise showing noth- 
ing new. A letter to his company was sent at this 
time. It read: 

“Division Psychiatrist to Company Commander: 

“т. Sgt. N. L. was given a neurological and psy- 
chiatric evaluation on 7 July 1952. 

«2. His chief complaint is headache, described 
... as ‘severe, generalized, disabling.” . . . 

“з. The neurological examination is entirely 
negative. 

“4. In psychiatric interview he is oriented, alert, 
and cooperative, but in a resentful manner. Mem- 
ory is intact and judgment not impaired. Mood is 
angry, affect extremely hostile. Intelligence is esti- 
mated at above average. There is no indication of. 
psychotic thinking. 

“з. He gives many indications of poor motivation, 
He says, ‘I’ve done my share here . . . I was told 
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I should never come back to Korea, but I had to 
volunteer. . . ? 

“6, The headache of which he complains was first 
noted in battle in Korea in 1950, following a 'con- 
cussion.’ He was evacuated to the U. S. and given 
approximately 9 months of hospitalization at this 
time. 

“у. Ordinarily concussions, without permanent or- 
ganic residuals, give no symptoms after approxi- 
mately 2 weeks. However, secondary gain from 
hospitalization and other advantages of illness often 
prolong the symptoms long after all organic damage 
has been repaired. This appears to have been the 
case with L. 

“8. His headache, at present, is not due to organic 
causes. No headache based on eraotional factors 
should be handled by medical evacuation, however 
insistent its victim may be. . . . 

“0. Poor motivation for duty is not an adequate 
reason for medical evacuation. 

“то... . It is my professional opinion that he is 
fit for duty . . . in his present assignment.” 

Disagreeing with the conclusion, the patient went 
AWOL to a medical station 20 miles south. Lack- 
ing a psychiatrist, they evacuated him to a neuro- 
psychiatric treatment center near Seoul. Mean- 
while L’s platoon leader called, looking for him, and 
mentioned that before his latest evacuation he had 
sentimentally bid everyone farewell, apparently an- 
ticipating no further medical resistance to his rear- 
ward journey. 

At the center in Seoul, a visiting civilian psychi- 
atric consultant to the Surgeon General, during a 
medical meeting, held a teaching interview with 
Sgt. L. In this interview, enormous hostility as well 
as some developmental information was elicited, sub- 
ject to all due reservations about his veracity, He 
said that he had run away from home to work on 
his own at the age of 14; that his happy marriage 
of 2} years, consummated after a 1-week courtship, 
was still childless; and that he was devoted to his 
younger brother, a member of his combat outfit, 
who held a Purple Heart and was soon to rotate 
home, 

Major dynamics suggested in the case were: sub- 
conscious doubts of his masculinity with reactive 
overassertiveness; efforts to outdo his brother, a 
sibling rival ; feelings of failure as a husband. Real- 
ity elements were also noted—the most important, 
his desire to leave the front. 

„Tt was concluded that he should have a short hos- 
pitalization, during which a friendly relationship 
would be cultivated in order to promote insight into 
these mechanisms, even though the psychopathic 
traits, poor motiyation, and limited time seemed to 
make the outlook unpromising. On L’s discharge, 
а second letter was sent: 

"Seoul Treatment Center to Company Comman- 
der: 

“т. Sgt. ЇЧ. L. was seen in neuropsychiatric con- 
sultation from 14 July to 22 July 1952. 

“2, Patient entered this organization with com- 
plaints of headaches and passing-out spells which 
began some months ago after a concussion grenade 
exploded in (his) vicinity . . . 

“з. While here the patient was obstructionistic 


and hostile in his attitude and on one occasion went 
AWOL ... he may react to stress with excitability 
and ineffectiveness. . . . His relationship with other 
people is continuously fraught with fluctuating emo- 
tional, attitudes because of strong and poorly con- 
trolled hostility, guilt, and anxiety. 

“4. Upon completion of careful examination, this 
case has been diagnosed as an emotional instability 
reaction. He will not benefit from further hospitali- 
zation. ... This man is capable of doing full duty 
and if һе... [fails] we would suggest appropriate 
administrative action be taken.” 

Again taking exception to psychiatric opinion, the 
patient once more went AWOL and, in the ebb and 
flow of battle, somehow attached himself to another 
infantry company, in the 2nd Division. However, 
form soon reasserted itself, and he appeared in the 
division neuropsychiatric tent as a casualty. The 
third letter informally describes this episode: 
“2nd Division Psychiatrist to Company Commander 
(30 July) : 


“т. Sgt. L. was admitted on 28 July seemingly 
unconscious. Whenever we approached him, even 
to take his pulse and temperature, he was resistant 
and hostile in movement and speech. Yesterday and 
today, although physically able to get about, he re- 
mained in bed. . . . He said his head hurt—that he 
had been injured in Korea in '50 and had 4 con- 
cussions. Frankly, this sounds doubtful... Не 
also gives a story of leading mess sergeants and 
cooks onto Old Baldy. . . . (Upon calling him into 
my office) I began to ask him gently what was 
wrong. He screamed angrily, ‘my head—my head 
—? I told him we could give him some pills. . . . 
At that he yelled, ‘Pills, pills—all I hear is pills 
-. 4 He took my desk . . . lifted it and dashed it 
to the floor and started to threaten me. It was ошу. 
after several corpsmen came running that he saf 
down, still fuming. 

“According to 8th Army regulations and my oW 
feelings and diagnosis, this man does not deserve 
further hospitalization. . . . We are discharging him 
to duty under (MP) guards. This is a disciplinary 
and administrative problem, not a medical one, ani 
should be dealt with accordingly.” 

This firm handling somewhat chastened the pa- 
tient. What then transpired is described in ОШ 
fourth and final letter : 


“and to 25th Division Psychiatrist (31 July) : 
*"... This evening L. voluntarily came into my 
office and told a most unusual story. He said that 
in Fort Benning (Georgia), he was given the choice 
of being court-martialled or coming to Korea. He 
chose the latter, and has been here for 5 mon 
serving in the same infantry company as his brother. 
About 10-12 days ago he states he was evacuated to 
the treatment center because of concussion. From 
there he was transferred to the evacuation hospit 
[he actually went AWOL to it]. Here, he states, 
the doctors insinuated that he was ‘scared to fight. 
He was so angry . . . that he went AWOL from 
there. He wanted to prove he could still fight. He 
heard that the 2nd Division sector was active a? 
hitch-hiked up. be 
“After telling me this, he requested that he 
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sent to the evacuation hospital to face possible court- 
martial, and then be sent to the 25th Division. . . . 

“Although I formerly felt that this was an ag- 
gressive reaction, I now lean more toward psychop- 
афу. I hope this information will be of use. . . .” 

L. was then returned to the 25th Division; tourt- 
martial was considered but eventually dropped in 
favor of direct reduction in grade to private. He 
was transferred from his line company to regimental 
headquarters, a less stressful duty. There, his course 
continued turbulent. He indulged in periodic drink- 
ing excesses, tantrum-like displays, and soliloquies 
about the injustices he had suffered. One evening, 
after hearing that his former platoon leader had 
been killed, he threw himself, writhing, onto his 
bed, and was said by alarmed witnesses to have been 
wrestling with his carbine. When another soldier 
tried to relieve him of it, it discharged, severing the 
web between 2 of L’s fingers: The other soldier 
could not say which of them had actually pulled the 
trigger. 

At this time, formal effort was made to effect an 
administrative discharge, and in working up the 
case from this standpoint, further interesting items 
were added to the record. On his first tour in 
Korea, in August 1950 with the paratroops, he had 
become lost within 3 weeks, was then picked up by 
an infantry division and in another week, he was 
evacuated with alleged concussion and amnesia. This 
was the record upon which he justified his convic- 
tion that he had already borne his share of the 
battle. Further, the record showed that while he 
had indeed applied for overseas duty again, it was 
for Europe, not Korea. 

New light was also shed on his latest concussion 
by inquiry among his infantry squad—frequently 
the only source of objective data on the actual com- 
bat performance of individuals. The patient, with 
his brother and others, had been quietly sitting in a 
bunker, when he suddenly exclaimed: “See those 

` Chinese! ГЇЇ get them!” and dashed out of the 
bunker and down the slope. He was followed by 
his brother, who brought him back apparently un- 
conscious, saying that he had been felled by a con- 
cussion grenade. The spectators, however, had 
heard no explosion and seen no Chinese. 

At latest reports, new divergences of attitude have 
arisen among line officers about him, for the rumor 
has somehow pervaded his organization that he has 
a metal plate in his skull, and considerable sympathy 
has been engendered in the hearts of many. New 
pressure for his evacuation arose, necessitating an 
X-ray of the skull, which proved normal. L., how- 
ever, blandly denies having any idea where the ru- 
mor originated. 


Discussion 


Among the psychiatrists in the case, there 
appears to have been consistent agreement. 
None thought the patient was psychoneurotic 
or psychotic, All took note of psychopathic 
trends, though disagreeing on their relative 
importance. All were agreed on the proper 
disposition: returning him to full duty with 
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his parent organization, where he could either 
function effectively or, failing that, be elimi- 
nated from the service administratively. 
Though in no sense preening ourselves on 
our therapeutic achievement in this case, we 
can none the less take satisfaction from the 
evidence it provides that many psychiatrists, 
of varying civilian backgrounds and persua- 
sions, have come to a like combat orientation 
that will hold up in cases as perplexing as 
this one. 

Now we may ask, is there a key to all of 
this*patient’s seemingly strange behavior? It 
would be well to admit right away that our 
total verified facts are limited, but that the 
patient has presented us with a great deal of 
fiction we can scarcely doubt. Indeed, the 
only real consistencies in his stories and ac- 
tions appear to be those arising from the in- 
terpersonal situation: all present a picture 
justifying the evacuation of the patient. They 
may be considered as suecessive gambits, as 
follows: (1) Alleged concussion in 1950, 
9 months’ hospitalization, alleged voluntary 
return to Korea, another concussion—the pic- 
ture of a fine, well-motivated soldier, mis- 
takenly returned to Korea and now injured, 
ergo, deserving of re-evacuation. (2) Sent 
back to Korea as alternative to court-martial, 
threatening and destructive behavior toward 
psychiatrist, corpsmen, and other innocents— 
the picture of a man, though perhaps once a 
fine soldier, who has now become positively 
dangerous to his comrades and, hence, re- 
quires evacuation. (3) Contrition: "I only 
wanted to show I was a good soldier,” a plea 
to be sent back to face the music. A soldier 
driven by pride to shoulder too heavy a com- 
bat load: “Doctor, have a heart. Send me 
away from this." 

Behavior otherwise incomprehensible now 
falls into place. His repeated AWOL's from 
various psychiatric facilities represent shop- 
ping around for the “right,” i.e., the evacuat- 
ing, doctor. The romance of the metal plate 
in his skull, the self-inflicted or provoked 
wound, are later refinements developed after 
simpler and less costly approaches fail. 

To summarize, this patient represents a 
rather marked example of the acting-out en- 
vironmental manipulator, whose approaches 
are in classical and logical sequence. The in- 
cidence of such cases varies directly with the 
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ease of attainment of medical evacuation. 
Since this man had already once successfully 
managed an evacuation, his case, at least in 
part, represents a late result of unwarranted 
evacuation, with fixation not so much of sym- 
tomatology as of false concepts. Needless to 
say, such errors reflecting the general haste 
of our entry into the Korean War are now 
corrected. At one U. S. general hospital, for 
example, where early nonpsychotic psychi- 
atric evacuees from Korea were received, the 
over-all pathology demonstrated was such 
that, under current policies, not,to% of them 
need have been transferred outside the divi- 
sion where they would have continued to 
serve effectively. 

It may be argued that by this approach a 
deeper understanding of the patient's con- 
flicts and motivations cannot be achieved. 
This we accept, but it really is not a point at 
issue. We have concluded that in fighting a 
war it is impracticable as well as futile to 
commit our limited facilities to attempts at 
long-term therapy. The demands of war on 
the citizen-soldier are current, pressing, and 
allow no time-out for alterations in his basic 
personality. In addition, we doubt that his 
motivation for such treatment would be ade- 
quate when the end-result of "cure" would 
be return to the situation of real personal 
danger from which the symptoms had per- 
mitted him to escape. A successful struggle, 
on the other hand, with the problems he must 
face in combat should enhance the individ- 
ual’s effectiveness, whatever his tasks, for all 


time to come. This is what we now seek to 
offer him, 


SUMMARY 


The case of a 25-year-old infantryman 
who became a neuropsychiatric casualty in 
the Korean War is presented, to permit il- 
lustration of the application of current mili- 
tary psychiatric concepts, method of com- 
munication, and discussion of their rationale. 
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DISCUSSION 


Cor. Атвеһт J, Grass M. C. U. S. A—This 
paper stresses rightly the necessity of objective and 
firm management of psychological problems within 
the combat zone. Experiences in World War I, 
World War II, and the Korean Campaign haye 
amply demonstrated that the psychiatrist who func- 
tions in forward areas should not permit his tremu- 
lous and weary patients the immediate but tempo- 
rary benefits of neurotic disability gained by medical 
evacuation out of the combat zone ; for there so fre- 
quently follows a repetitive pattern of tension symp- 
toms, or hostile behavior, or both. A firm approach 
in the treatment of psychiatric casualties not only 
benefits ultimately the individual by preventing later 
neurotic or behavioral disability, but is a necessary 
policy for the preservation of unit motivation by 
blocking the powerful suggestion to similar conduct 
and symptoms that is produced by loose medical 
discipline. 

From another standpoint, the case presented by 
this paper can perhaps be considered as representa- 
tive of the so-called “psychopath” category. Ques- 
tions are frequently asked of military psychiatrists 
as to the combat effectiveness of “psychopaths.” The 
detailed case presentation of this article can be re- 
garded as a rather typical example of performance 
in the combat zone. Commonly there are initial 
efforts to excel in battle, and not infrequently there 
may be one successful combat performance. Almost 
inevitably however there occurs some dramatic 
symptomatology or other reason for their removal 
from battle. Efforts to continue such persons 01 
combat duty are marked by AWOL’s, exhibitionist 
gestures at returning to combat, hostile activity to- 
ward medical or line officers, and repeated hosp 
talization with bizarre symptoms and an unreliable 
or evasive history of their difficulties. Also common 
is their characteristic ability to convince others, 1- 
cluding officers, of their suffering and previous €x- 
cellent character. 

The defect of the “psychopath,” insofar as com- 
bat is concerned, lies in his inability to become E 
tified with others or become part of the com i 
group. Thus he is denied perhaps that most powers 
ful defense against combat fear, namely, group idet- 
tification. Because of this disadvantage, the pel 
chopath” is truly alone with his fears in a combal 
situation that literally demands the closeness 2 
others for emotional support and protection. . 

Briefly summarized, the authors have made а 
valuable contribution by their forthright case ы, 
entation which clarifies important issues of comba 
psychiatry. 


PSYCHOTHERAPY IN THE COMBAT ZONE* 
ALBERT J. GLASS, Coronet, MC, U.S.A? 


Superficially, psychotherapy in the combat 
zone may be regarded as a rather brief pro- 
cedure that utilizes simple techniques and in 
no way is unusual except for the special en- 
vironment in which treatment is performed. 
This viewpoint is quickly altered by practical 
experience in the therapy of acute psychiatric 
casualties, for it then becomes evident that 
the task requires a high degree of discrimi- 
natory sense, demands a practical knowledge 
of the combat situation, and taxes severely 
the emotional resources of the therapist. An 
understanding of the concepts and techniques 
currently employed in this type of psycho- 
therapy perhaps can be best appreciated by 
detailing the vicissitudes that characterized 
its historical development. 

Although mental disorders associated with 
or secondary to combat had been noted by 
military surgeons prior to World War I, 
their great frequency during this conflict 
made necessary the first serious medical ef- 
forts to salvage the large manpower loss. 
Effective treatment was gradually developed 
by the trial and error method. Early in 
World War 1(т), the British and French 
medical services became aware that the loca- 
tion or level in respect to the battlefront 
where therapy was given was of crucial im- 
portance. When mental casualties were evac- 
uated to rear hospitals, resistance to improve- 
ment was the rule; symptoms became fixed 
and chronic disability resulted. This was in 
sharp contrast to the striking results obtained 
in or near the combat zone, where 60-75% of 
acute war neuroses were restored to full duty 
by brief periods of therapy not exceeding 7 
days. It was further established that best re- 
sults were obtained by simple treatment 
methods that included rest, food, encourage- 
ment, suggestion, and persuasion. 

The entry of the United States into World 
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War I found the American medical service 
fully aware of the British and French experi- 
ences with war neuroses and prepared to 
apply the principles of forward psychiatric 
treatment(2). Logistical difficulties hindered 
their early efforts, but steady progress was 
made toward instituting an effective psychi- 
atric program, which in the latter months of 
the War contained the following 3 levels of 
treatment: (1) therapy of mild cases in the 
combat zone by division psychiatrists; (2) 
close support for psychiatric evacuees from 
the combat zone by provisional neurological 
hospitals, situated at field army level; and 
(3) special neuropsychiatric base hospitals, 
located in the forward communication zone, 
that provided the more prolonged treatment 
needed in severe or resist&nt cases. 

American psychiatrists confirmed and ex- 
tended the concepts and methods developed 
by their allied colleagues. Together with 
many of the British and French psychiatrists 
(3), they came to consider war neuroses as 
primarily a psychological disorder and dis- 
carded the organic theories of causation that 
were contained in the term “shell shock." To 
support the psychological concept were the 
following observations: (r) the rarity of 
war neuroses among the wounded and pri- 
soners who had also been exposed to mechan- 
ical shock or blast, (2) the fact that severe 
brain and spinal cord injuries were not ac- 
companied by symptoms similar to those in 
“shell shock" in which injuries of a lesser 
degree were assumed, (3) the clinical resem- 
blance of war neuroses to civilian neuroses 
in which the element of injury is lacking, and 
(4) the rapid improvement following brief 
psychological treatment at forward areas. 
АП allied observers agreed that war neuroses 
provided escape from an intolerable situation 
which wounds solve happily for most men, 
thus explaining the mild exhilaration so 
often seen among the wounded. American 
psychiatrists, in particular, emphasized a con- 
cept of battle stress acting upon the total re- 
sources of the combat participant. They saw 
mental breakdown in battle as а failure or 
decompensation of the resistance forces that 
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sustain the soldier against the various situa- 
tional traumata of combat and identified the 
major elements of this defensive system as 
individual personality traits, physical status, 
group loyalty, and leadership. 

The American psychiatrists stressed and 
elaborated another basic principle of combat 
psychotherapy in addition to the previously 
mentioned level of treatment and brief sim- 
plified methods, namely, the creation and 
maintenance of a proper therapeutic atmos- 
phere during treatment(4), aimed at stimu- 
lating and maintaining what was conceived 
to be an inherent desire of patients with war 
neuroses to return to their combat units. 
This emphasis upon fostering positive moti- 
vation through milieu therapy arose from 
observations of the gain in illness manifesta- 
tions so prevalent in the combat zone and a 
belief that persons in the early stage of war 
neurosis were highly suggestible and thus 
readily swayed by various environmental in- 
fluences. In establishing a proper therapeu- 
tic atmosphere, the psychiatrist’s attitude 
toward patients was considered of primary 
importance; it was also vital that all other 
personnel in the treatment facility consist- 
ently show a similar attitude by their manner, 
speech, and behavior. 

Following World War I, the manifesta- 
tions and problems of the war neuroses took 
on an entirely different aspect. The fluid re- 
versible acute psychiatric states were re- 
Placed by chronic neurotic syndromes that 
either represented a continuation of the com- 
bat breakdown, were a recurrence of a war- 
time neurosis, or arose in individuals who 
had no record of previous nervous disability 
during the war. The neurotic war veterans, 
separated from the dynamic elements of the 
combat situation seemed to have combined or 
integrated battle trauma with the neurotic 
elements of personality to form a fixed psy- 
chological disorder which reacted to usual 
difficulties as if they were battle stimuli. In 
effect they fought the battle of civil life with 
the wartime symptoms of tension, noise sen- 
sitivity, explosive outbursts of tage, helpless- 
ness, and battle nightmares. Observers(5) 
were impressed by two features of chronic 
war neuroses: First was the ubiquitous 
gain in illness mechanism that was tena- 
ciously used by most patients; second was 


the severe intrapsychic crippling that appar- 
ently operated in all spheres of endeavor, It 
seemed as if the trauma of battle had per- 
manently constricted ego function, much as 
the trauma of early childhood may producea 
limitation of emotional development. 

Because of the above characteristics, the 
neurotic war veteran posed a difficult prob- 
lem in treatment. The total impact of the 
chronic war neuroses upon psychiatric 
thought was to place emphasis upon intra- 
psychic pathology and to paint a gloomy 
prognosis for victims of psychic battle 
trauma. This concept all but obscured the 
importance of various realistic elements of 
the combat situation and the more favor- 
able recovery prospects of acute psychiatric 
casualties. 

At the onset of World War II American 
medical service Was curiously unprepared to 
carry out a program of forward psychiatry, 
despite the well-documented psychiatric ex- 
periences of World War I. Psychiatrists had 
been deleted from assignment with combat 
divisions and there were no provisions made 
for special psychiatric treatment units at the 
field army level or in the communication 
zone, Reasons for these apparent deficiencies 
are not clear. Perhaps it was believed that 
war neuroses were a characteristic phenom- 
enon only of the static trench warfare of 
World War I and would not be produced by 
the rapid movement tactics presumed fot 
World War II. At any rate the inevitable 
occurred. The winter and spring battles of 
the Tunisian campaign in late 1942 and eatly 
1943, the first large-scale land fighting by 
American troops, brought forth large num- 
bers of psychiatric casualties. As in the 
early phase of World War I, these patients 
were evacuated hundreds of miles to T€ 
hospitals whose psychiatric facilities were Ш- 
sufficient to handle the unexpected case 1020, 
"There resulted a fixation of symptoms a? 
the formation of chronic disabling sy™ 
dromes. Relatively few psychiatric casualties 
were recovered for combat duty and many 
were evacuated to the United States as 
for further overseas service. AN 

The dramatic clinical picture exhibited bY 
the war neuroses at rear hospitals in Nor T 
Africa deeply impressed the early psychiatri 
observers as they so commonly fascinate 
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newcomer to combat psychiatry. Patients 
appeared overwhelmed by the stress of their 
recent battle experiences and presented many 
changeable manifestations of vague anxiety 
along with varying degrees of personality 
disruption. Since the florid symptoms were 
the center of attention, all therapeutic efforts 
were directed toward their alleviation. Meth- 
ods of treatment aimed at the discharge of 
anxiety, which seemed to choke the patient’s 
function and cause his distressing symptoms. 
The therapeutic principles of catharsis and 
abreaction were applied in several treatment 
methods, the most common of which utilized 
barbiturate interviews to relieve tension. Bar- 
biturate interviews in the treatment of war 
neuroses were first introduced by British 
investigators(6). This method was later 
elaborated by Grinker and Spiegel(7) and 
became the instrument of Choice for reviv- 
ing partially or completely forgotten trau- 
matic battle episodes. Along with the release 
of anxiety by the process of abreaction, the 
repressed battle experience was restored to 
consciousness, thus losing most of its pre- 
vious potential to evoke anxiety. 

Despite the undoubted improvement ob- 
tained by catharsis and abreaction in many of 
the war neuroses, only rarely could such 
cases be recovered for combat duty. The pa- 
tients pleaded or insisted that they should not 
be sent back to combat. As the therapist par- 
ticipated with his patient in the dramatic 
reliving of battle scenes, he almost invariably 
identified with the distress and needs of the 
patient and was therefore impelled to 
promise relief from future battle trauma. 
"Thus it seemed that abreaction methods were 
applicable mainly in severe or resistant cases 
where the therapeutic goal was either recov- 
ery for noncombat status, or the relief of 
regressive or other grossly incapacitating 
symptoms; although some psychiatrists be- 
lieved that these techniques would be more 
effective if applied earlier before time and 
distance had caused a fixation of symptoms. 
However, another therapeutic approach was 
being made during this period. In the spring 
of 1943 Hanson and Tureen(8), working at 
à forward evacuation hospital with fresh 
Psychiatric casualties, were able to restore 
50% of their received patients to combat 
duty by a 4-day period of rest, food, and 


encouragement, and thus re-established the 
value of the treatment methods developed in 
World War I. 

The experiences of the North African 
Campaign clearly indicated the need of im- 
proving existing psychiatric facilities for the 
next combat phase. Accordingly, during the 
Sicilian Campaign that began in July 1943, 
psychiatrists were assigned to all evacuation 
hospitals and a special neuropsychiatric hos- 
pital was established at Bizerte, in North 
Afri However, the evacuation hospital 
psychiatrists €ould not function effectively 
because battle casualties and disease occupied 
almost all of their available beds and neces- 
sitated the evacuation of most mental casual- 
ties to the special psychiatric unit at Bizerte. 
Although patients were received at this hos- 
pital within 24 to 48 hours after their break- 
down, a disappointing number, approxi- 
mately 15%, were salvaged for combat duty. 
Again barbiturate inttrview techniques 
caused varying degrees of improvement but 
rarely produced sufficient recovery for com- 
bat duty. Indeed, any therapy, including 
usual interview methods, that sought to un- 
cover basic emotional conflicts or attempted 
to relate current behavior and symptoms with 
past personality patterns seemingly provided 
patients with logical reasons for their combat 
failure. The insights obtained by even such 
mild depth therapy readily convinced the 
patient, and often his therapist, that the limit 
of combat endurance had been reached as 
proved by vulnerable personality traits. Pa- 
tients were obligingly cooperative in supply- 
ing details of their neurotic childhood, 
previous emotional difficulties, lack of 
aggressiveness and other dependency traits, 
or any information that displaced onus for 
the current combat breakdown to remote 
events over which they had no control and 
therefore could not be held responsible. 

The difficulties encountered in recovering 
patients for combat duty and the passive 
dependent character quality so readily dis- 
played by most cases at this level of treat- 
ment influenced many of the psychiatrists, 
including the writer, to place undue emphasis 
upon predisposition or personality аз а major 
etiologic agent in the war neuroses. The 
well-known formula “stress + personality 
= reaction” was seized upon to provide a 
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simple rational basis for explaining the 
cause of psychological breakdown in battle. 
This became a familiar World War II 
theme: everyone has his breaking point, de- 
pending upon the amount of battle stress in- 
flicted and the degree of individual vulner- 
ability. 

Unfortunately, the stress—personality con- 
cept tended to produce a defeatist and fatalis- 
tic attitude to the problem of the war neu- 
roses. From a practical standpoint neither the 
amount of external trauma nor the strength 
of the personality can be measured with the 
accuracy required for the operation of the 
stress—personality formula. Even if external 
stress is equated with the number of combat 
days it would be necessary to differentiate 
the various types of combat. But even more 
important are the many imponderable ele- 
ments of battle, such as an inspiring leader, 
a strong buddy, group unity, the quality of 
communication an@ physiological status, all 
of which complicate any measurement of ex- 
ternal stress. In estimating personality one 
faces even greater difficulties, for the only 
source of information, the patient, too readily 
accents past inadequacies and problems, in an 
effort to explain both to himself and others 
that the reasons for his current failure stem 
from remote or past causes beyond his con- 
trol. When the incomplete quantification of 
external stress is considered with the imper- 
fect date of personality, it becomes evident 
that any practical utilization of the stress 
—personality equation is misleading, even 
though such a concept may be basically 
correct. 

In retrospect, the adoption of such a simple 
operating viewpoint during this period can be 
understood when it is realized that the psy- 
chiatrists present were remote spectators of 
battle rather than forward observers. They 
possessed no first-hand knowledge of de- 
fenses successfully employed by combat par- 
ticipants but only saw and heard from their 
patients highly personalized and exaggerated 
accounts that emphasized the horrors of war 
and the personality's inadequacy to withstand 
such external stress. It should be stated, how- 
ever, that the psychiatric personnel assigned 
in North Africa and elsewhere in the theater. 

were not satisfied with the results of their 
efforts. They were aware that the level at 
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which they functioned made impossible the 
use of one of the basic tenets of combat psy- 
chotherapy, namely, that the best results of 
treatment are obtained in or near the battle 
zone. 

An opportunity to expand and improve the 
psychiatric program came in November 1943, 
when a psychiatric treatment unit was es- 
tablished in 5th Army, which was then slowly 
fighting its way up the Italian peninsula 
against strong opposition. This was a pro- 
visional field-type medicel facility to which 
psychiatrists were added. Tt was located at 
evacuation hospital level and permitted psy- 


chiatrists to become acquainted with some of . 


the environmental conditions under which 
men fought. A further impetus came in De- 
cember 1943 when the War Department au- 
thorized the assignment of division psychi- 
atrists. They became operational in January 
1944 and thus were re-establised the 3 levels 
of psychiatric treatment that had existed in 
World War I. With psychiatrists function- 
ing in the divisions and in the Army area, 
pertinent observations and reliable data con- 
cerning the combat situation were made 
available, and it became increasingly cleat 
that psychological breakdown in battle was 
not a simple phenomenon, but rather a com- 
plex result of multiple physical and psychic 
forces struggling for emotional control. 
special significance was the growing aware- 
ness that the stimuli of battle itself evoked 
a defensive process that sustained men 1 
combat. This mechanism has its origin in the 
fact that the lonely, fearful battle environ- 
ment forces individuals to join together for 
protection and emotional support. As they 
continue to fight and survive together what 
began as mere instinctive huddling is crysta" 
lized into a powerful emotional bond of love 
and concern for comrades which deflects feat 
from the self and creates a compelling 1- 
ternal motivation for remaining with or 16 
joining the combat group. F 
Recognition of this sustaining mecha 
termed group identification, made it possib 
to understand the favorable results obtaine 
by simplified brief forward psychiatric p 
ment. The acute phase of combat breakdon t 
is an amorphous and reversible condition M 
to temporary disruption of the individu? 


defenses. As noted in World War L SUC 
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cases are highly suggestible because of a 
struggle between two conflicting desires, one 
of which, motivated by the ties of group 
identification, insists on rejoining the combat 
unit; the other, driven by fear for the'self, 
seeks withdrawal from the painful battle 
situation. Brief treatment in the combat zone 
succeeds because time and distance have not 
yet dimmed the powerful inner devotion to 
the group, whereas evacuation to a safe and 
comfortable rear hospital reinforces the de- 
mands of self-presgrvation. Simple methods 
of psychotherapy that stimulate and encour- 
age positive feelings for the group are far 
more efficacious than any complex or time- 
consuming treatment which inevitably pro- 
motes self-needs and brings forth dependent 
character traits. The benefits of a proper 
therapeutic atmosphere or milieu therapy are 
also understandable as a futther step toward 
influencing the attitude of patients toward 
group motivation, 

In essence, the repeated success of brief 
forward treatment demonstrated the need for 
repressive or suppressive therapy rather than 
uncovering depth techniques, for it became 
clear that the goal of treatment for the pur- 
pose of return to combat duty was the resto- 
ration of previous defenses instead of at- 
tempts to alter or reorganize the personality. 
Based upon the foregoing considerations, 
there were evolved in the latter half of 
World War II(9) various intradivisional 
treatment regimens which contained meas- 
ures for the relief of physical factors, such 
as food, sleep, and rest, combined with brief 
therapeutic interviews directed almost solely 
at the feelings, experiences, and attitudes of 
the patient in regard to combat. Usually only 
superficial techniques were employed, includ- 
ing ventilation, reassurance, persuasion, and 
firm suggestions to the patient that he would 
rapidly improve and in several days be ready 
to rejoin his combat unit. The treatment fa- 
cilities were simple tent units in which there 
was provided a therapeutic atmosphere which 
implied to the patients that combat exhaus- 
tion was a logical consequence of battle wear 
and tear and required only a short period of 
recuperation to produce recovery and return 
to full duty. Patients deemed unsuitable for 
combat duty were evacuated to the second 
level of psychiatric treatment at Army level. 
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Here similar therapy methods were instituted 
but usually the goal was salvage for non- 
combat duty. Not infrequently the previous 
defensive mechanism of group identification 
produced guilt reactions which required spe- 
cial handling by discussion and reassurance. 
In such cases, as in many others, the insist- 
ence of the psychiatrist that the patient per- 
form noncombat duty was a necessary thera- 
peutic measure to counteract feelings of 
failure and loss of self-esteem that continue 
symptomatology and more or less plague 
most psychiatric casualties who are evacuated 
out of the war zone. 

The end of World War II found army 
psychiatric facilities operating at a high level 
of effectiveness and in the process of investi- 
gating efforts to further improve the treat- 
ment program. 

The lessons of combat psychiatry learned 
during this conflict were not forgotten in the 
postwar period, Through appropriate regu- 
lations, training manuals, and other official 
military publications, the principles and 
methods of World War II field psychiatry 
were incorporated into the doctrines and 
dogma of Army Medical Service. Beneficial 
results from this preparatory work were soon 
demonstrated, for, despite the abrupt onset 
of the Korean campaign on June 25, 1950, di- 
vision psychiatry became operational within 
6 to 8 weeks after the beginning of hostilities 
(10). By October 1950, three levels of psy- 
chiatric treatment were established and both 
the methods and effective performance of 
psychiatry in the latter half of World War 
II had been duplicated. From this point, 
further gains in comb&t psychotherapy were 
achieved mainly by a displacement forward 
of the treatment site for mild psychiatric 
casualties to the battalion and regimental 
level. It had long been suspected that the 
simple technique of forward treatment could 
be adequately performed by general medical 
officers if they were properly indoctrinated. 
This utilization of battalion and regimental 
medical officers as front-line psychiatrists 
was gradually effected, beginning in Decem- 
ber 1950. 

Under this plan the division psychiatrist 
functioned more as a consultant and less as 
the treatment specialist to whom all psychi- 
atric problems were evacuated. He regularly 
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visited all battalion aid stations and regimen- 
tal collecting points in order to both instruct 
in methods of combat psychotherapy and as- 
sist in the evaluation of doubtful cases. 
Treatment at the battalion and regimental 
level was limited to mild cases that could be 
returned to duty within 24-48 hours. More 
severe cases were evacuated as previously to 
the division psychiatric unit, located in one 
of the clearing company platoons. The ad- 
vantages of the more forward psychiatric pro- 
gram were immediately apparent, not only in 
increased number of cases recayered fortom- 
bat duty, but in the lessened anxiety of pa- 
tients who were returned to their unit by this 
method, Treatment at the more forward level 
preserved to a greater extent the all-impor- 
tant emotional ties with the combat group 
and nullified the inevitable gain of illness that 
was stimulated by evacuation to the safe 
clearing station, even though this facility was 
situated within the division and technically, 
at least, within the combat zone. It should be 
realized, however, that psychiatric treatment 
at battalion or regimental level is not a prac- 
tical procedure during withdrawal or other 
unfavorable tactical situations. 

Another development of psychiatric inter- 
est involved the reclaiming for combat duty 
of earlier psychiatric casualties in the Korean 
campaign, who had been assigned to non- 
combat positions in Japan. All such cases 
were re-evaluated after 3 or more months of 
such limited assignment. Approximately 
40% were considered sufficiently recovered 
to warrant their return to combat duty. Rela- 
tively few instances of recurrent disability 
were noted. Perhaps the apparent favorable 
result was secondary to rotation, since com- 
bat status gave increased credits toward this 
goal. However, many observers received a 
distinct impression that a great number of 
the individuals concerned more or less wel- 
comed an opportunity to regain the self- 
esteem that had been lost since their removal 
from the combat group, 

The frequent changes of division psychi- 
atrists in the Korean campaign, due to vari- 
ous types of rotation, crystallized another 
basic principle of combat psychiatry that was 
noted in both World War I and World War 
II. This concerned the emotional reactions 

and attitude of the psychiatrist who deals 
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actively with acute psychiatric casualties, Tt 
had been previously observed that the inse- 
curity of psychiatrists in the handling of pa- 
tients noticeably lessened as they moved from 
a rear assignment to one in the combat zone, 
Moreover, with continued work in forward 
areas there was even further increased ef- 
ficiency in their management and treatment 
of psychiatric cases. Part of this improve- 
ment undoubtedly stems from the practical 
experience obtained and a greater knowledge 
of the combat situation, which make for 
increased skill in discriminating between 
disabling symptoms and mere complaints, 
However, many of the young psychiatrists 
strongly felt that the greater security that fol- 
lowed continued function in the forward 
zone was due to an alteration of their atti- 
tude toward patients. Most newcomers to 
combat psychiatry and those psychiatrists 
who operate in rear areas are prone to iden- 
tify with the needs and wishes of the patient. 
They were therefore readily made insecure 
when deciding that a patient was fit for re- 
turn to combat duty, even though aware from 
a technical and intellectual standpoint that 
such a decision was correct. Because of anx- 
iety from overidentification and from con- 
scious feelings of guilt for the seeming re- 
sponsibility of sending a patient to hazardous 
duty, the psychiatrist vacillated in his clini- 
cal judgment, thus impairing his usefulness. 
But as he worked in the combat zone, ob- | 
served men who adjusted to battle situations, 
noted the usual discomforts of combat por 
ticipants, and decreased his own feelings 0 
guilt by participation, an inevitable emotional 
reorientation occurred, namely, the division 
psychiatrist became identified with the wel 
fare of the group rather than the wishes 0 
the individual. With this change the P9 
chiatrist lost anxiety and guilt when miss | 
decisions because he became convinced ti? 
it is for the best interest of the individual 0 
rejoin his combat unit, for in no other way 
can the patient regain confidence and man 
of the situation and prevent chronic tensio? 
and guilt. This attitude of the division psy 
chiatrist, stemming from participation je | 
the combat group, makes it possible for h 

to assume the traditional role as an exp 
of reality which insists that the indivi u 
continue functioning despite anxiety 22 
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than allowing withdrawal or a disabling neu- 
rotic compromise. This attitude of the psy- 
chiatrist has a far-reaching effect for it is 
communicated to both medical and line offi- 
cers of the division and serves to dispel the 
mysticism and high values for helplessness 
caused by psychiatric symptoms. 


SuMMARY 


Effective techniques of combat psycho- 
therapy have been evolved through ex- 
periences gained in World War I, World 
War II, and the Korean campaign. They in- 
clude the following basic principles: (1) the 
location or level where treatment is per- 
formed should be as near the battlefront 
or combat group as practicable, preferably at 
the level of the battalion aid station; (2) 
best results of treatment “аге obtained by 
methods that combine simplicity and brevity ; 
repression and suppressive techniques are 
more effective than uncovering procedures; 
(3) psychiatric facilities function more ef- 
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fectively if all assigned personnel make соп- 
sistent efforts to create a therapeutic atmo- 
sphere that reflects positive motivation; (4) 
success in therapy is largely determined by 
the degree with which the psychiatrist iden- 
tifies with the needs of the combat group, as 
opposed to his participation with the desires 
of the individual. 
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HOME BY SHIP: REACTION PATTERNS OF AMERICAN PRISONERS 
OF WAR REPATRIATED FROM NORTH KOREA? 


ROBERT J. LIFTON, M. D., New Yonx, N. Y. 


INTRODUCTION 


American repatriates, while in enemy 
hands during the recent Korean conflict, 
were subjected to a combination of emotional 
pressures unique in the recorded history of 
our prisoners of war. In addition to»the 
stresses of grossly inadequate food and shel- 
ter, physical abuse, close confinement, limited 
emotional outlets, and uncertainty about the 
future, described in reports from World 
War II (1, 2, 3, 4), they were exposed to a 
large-scale, carefully organized, and coercive 
program of political indoctrination, which 
added a disturbing new dimension to the 
prisoner-of-war experience. 

During Operation “Little Switch" in 
April, 1953, military psychiatrists were im- 
pressed by the degree of emotional isolation 
and apathy present in most of the returnees, 
the first to be recovered from enemy camps. 
lt was therefore recommended that the 
armed forces provide some opportunity for 
reorientation and beginning readjustment for 
the larger group of later repatriates prior to 
their return to their homes. It was subse- 
quently arranged to transport all "Big 
Switch" repatriates (August-September, 
1953) back to the United States by ship, 
rather than by air, affording each man a 
minimal 15-day sea voyage before being con- 
fronted with the demands of his future life. 
The hypothesis was that, by means of this 
“interlude,” the men could more effectively 
integrate the realities of repatriation and 
bridge the emotional gap between prison 
camp and home town, To aid in this process, 


1This paper was prepared in То o, Japan, 
utilizing the facilities Of the бо UST Hoot 
tal, and the 8167th Army Unit. The author wishes 
to acknowledge the valuable help of Col, Donald 
В. Peterson, МС, USA, who coordinated the over- 
all prisoner of war psychiatric Program; Major 
Henry A. Segal, MC, USA, who directed its oper- 
ation; and Col. Lucio E. Gatto, USAF, MC, its 
senior Air Force consultant. 

2 Formerly, USAF Psychiatrist, Headquarters 
5th Air Force, Korea; and Far East Air Logistical 
Force, Japan. 
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army, air force, and navy psychiatrists were 
assigned to the ships to serve as members of 
medical processing teams, enabling each ге 
patriate to be individually interviewed for 
diagnostic, therapeutic, and investigative 
purposes. About one-third of these inter 
views took place at Inchon, the Korean port 
of embarkation, and the remainder on ship- 
board. In addition, a limited number of 
group therapy sessions were conducted dur 
ing the latter days of the voyages. Other 
required medical and administrative process- 
ing was also accomplished on these ships. 
As one of the'4 psychiatrists assigned {0 
the USS “General Pope," the author inter- 
viewed 90 repatriates and conducted 12 
hours of group therapy sessions during the 
voyage. The “Pope,” a merchant marine 
troop ship carrying 442 repatriates and à 
larger contingent of regular.rotating military 
personnel, left Inchon on August 26, 
docked in San Francisco on September 9 
1953. The repatriates aboard were all en- 
listed men, most of them having been рп” 
vates and privates first class at the time of 
their capture. They were a young group, aW- 
eraging less than 25 years of age, and of@ 
generally limited educational background. 
The majority had been prisoners of war fof 
more than 2 years, and many had been cap 
tured during the early days of the wah 
spending as long as 37 months in enemy 
hands. They had been repatriated from 
many different enlisted men’s camps in No 
Korea, and had boarded the ship between ! 
and 3 days after leaving Communist сар” 
tivity. Thus, all of the returning prisoners 
of war on the “General Pope" rea 
San Francisco between 16 and 19 days ай 
their release. In their previous backgroun®™ 
prison camp exposures, and reaction pt 
terns, they may be considered a “typ! 
group of repatriated American enlisted pic 
Before the ship's departure, the autho 
also had the opportunity to observe returning 
prisoners during their first moments of ни 
patriation at ће American Reception Cen 
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at Panmunjon, and during their initial brief 
medical processing at Freedom Village, near 
Munsan-ni, less than an hour later; as well 
as to conduct 30 interviews in Inchon with 
men during their first 24 hours of freedom. 
In this manner, a comprehensive and sequen- 
tial behavioral picture, from the moment of 
repatriation until disembarkation at San 
Francisco less than 3 weeks later, could be 
formulated. 

Rather than being structured as a formal 
psychiatric report, this paper will focus on 
individual and group reaction patterns dur- 
ing this period of time, and attempt to inter- 
pret this "sea change” with reference to pres- 
ent and future adjustment problems. The 
types of stress to which these men were ex- 
posed, and their reactions during imprison- 
ment, are complex and vitally important 
topics, each deserving a great deal of addi- 
tional study. The brief material presented 
here on these subjects is considered to be the 
minimal information necessary for an ade- 
quate understanding of the subsequent post- 
repatriation reactions. 


STRESSES AND REACTIONS DURING CONFINE- 
MENT 


The individual prisoner-of-war experience 
in members of this group had some variation, 
depending partially upon when and by whom 
a man was captured. But the average over- 
all ordeal may be divided into 2 basic phases : 
the earlier period of marked physical depri- 
vation and abuse, mostly at the hands of the 
North Koreans; and later exposure to the 
emotional stress of the Chinese Communist 
indoctrination program. 

The men captured by the North Koreans 
during the first few weeks of the war, and 
held by them for periods as long as 16 
months, underwent strikingly 
similar to those of American prisoners of the 
Japanese during World War II(1, 2, 3). 
i res forced “dain? mar- 
ches, sul inal diet, exposure to freezing 
weather without adequate clothing or shelter, 
vicious beatings for minor or alleged trans- 
gressions, and the witnessing of the specta- 
cle of fellow prisoners shot in cold blood. All 
suffered from malnutrition and dysentery, 
and in the absence of medical care, only the 
minority survived. 
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The men reacted initially with great anxi- 
ety and some belligerence, subsequently with 
depression and apathy, resembling the pat- 
terns described in Japanese-held prisoners 
(4). There were examples among them of 
both extremely altruistic behavior, as well 
as the most primitive forms of struggle 
for survival. There was considerable elabo- 
ration of fantasy, aided later on by the wide- 

of hemp weed, which con- 
tains a marijuana-like derivative. Some 
form of emotional withdrawal was necessary 
toeminimize the devastating qualities of the 
environment, As one repatriate said, “At 
first, when a buddy died, I'd get very upset 
and not talk to anyone for days, But after it 
happened so times, I didn't seem to 
care—and I wouldn't feel anything." 

By October, 1951, the Chinese Communist 
forces had taken over all United Nations 
prisoners of war, After many more men 
had died virtually unajtended in their care, 
they gradually instituted better dietary, med- 
ical, and general living conditions, But with 
these physical improvements came an even 
greater emotional assault, a political program 
utilizing psychological techniques, aimed at 
Lie Д indoctrination and collaboration 
among the prisoners. The approach, already 
well documented ( 5, 6, 7, 8), has been termed 
“brain-washing,” and can be broken down 
into 3 phases which were in constant simul- 
taneous operation : isolation, thought control, 
and political conditioning. 

The Chinese employed many different 
methods of emotionally isolating the individ- 
ual prisoner. They removed his leadership by 
transferring all officers and higher-ranking 
noncommissioned officers to separate camps, 
and discouraged close personal bonds by of- 
fering material rewards for "informing" on 
one another. During an extensive program 
of lectures and discussions, they attempted to 
undermine previous emotional identifications, 
including those of family, religion, military 
unit, and country, always making available 
new ideals and potential gratifications to re- 
place the old. 

Tn the thought control aspects of their pro- 
gram, they extracted “petitions,” “confes- 
sions," “self-criticisms,” and pro-Commu- 
nist articles and recordings, largely for their 
propaganda value, but also essential for the 
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purpose of acquiring and maintaining an in- 
creasing emotional and intellectual hold on 
their captives. They utilized numerous tech- 
niques to this end, varying them to suit the 
individual. These included thinly veiled 
threats of physical harm, nonrepatriation, or 
return to the previously experienced depri- 
vations; “logical” persuasion; and stimula- 
tion of guilt feelings related to prior actions. 
Methods were relentless, frequently causing 
considerable physical and emotional discom- 
fort, but with the men interviewed, the Chi- 
nese generally avoided resorting to actaal 
bodily torture. 

Political conditioning was carried out by 
lectures and group discussions, at first com- 
pulsory, but later in the form of “special 
study groups” for the “advanced students,” 
These were characterized by the repetitious 
teachings of Communist principles and catch- 
phrases, denunciation or exclusion of all op- 
posing ideas, and the most arbitrary and au- 
thoritarian concepts of truth and error. 
Enforced idleness was maintained to encour- 
age the reading of available literature, con- 
sisting essentially of Communist newspapers, 
periodicals, and texts, as well as novels crit- 
ical of the American social and economic 
structure, 

Throughout their Program, the Chinese 
employed a “clinical” method of Screening in 
which the most intensive Pressures were ap- 
plied to those who seemed initially most sus- 
ceptible, a system of rewards and punish- 
ments for “cooperation” or resistance, and 
skillful manipulative methods to control 
group reactions. 

The men exposed to this complex of pres- 
sures experienced a formidable challenge to 
their emotional integration. They were con- 
fronted with an inscrutable new authority, 
sometimes harsh and threatenin › Sometimes 

overtly friendly and almost kind; but never 
fully trustworthy, and constantly demanding 
acts and attitudes contrary to previously 
held loyalties and ethical concepts. They re- 
sponded with feelings similar to those of the 
offspring of inconsistent, demanding parents: 
guilt, confusion, attempts at withdrawal, am- 
bivalent hostilities, and an ever present con- 
flict about how to behave. Most, in the 
euphemism of the camps, learned to “play it 
cool.” This meant being cautious, inconspic- 


uous, holding back strong feelings, not get- 
ting “on the wrong side” of the Chinese, 
“cooperating” a little where necessary, but 
avoiding major collaboration. They at- 
tempted to establish some point beyond which 
they would not go in their “cooperation” with 
the enemy. Those who were unable to suc- 
cessfully set these limits, because of their 
anxiety when attempting to defy authority, 
were likely to step over the rather indistinct 
line which separated “playing it cool” from 
more active collaboration. Anxiety and de- 
sire for material advantages appeared to be 
much more important determinants in pro- 
ducing collaboration than were strong politi- 
cal convictions. The relatively few who 
avoided cooperating with the enemy in any 
form generally did so with the aid of one of 
two factors, both of which have been de- 
scribed among survival factors in Japanese- 
held prisoners(1, 2): an unusually strong, 
ego-supportive sense of identity, or a life- 
long characterological pattern of indiscrimi- 
nate acting out against all authorities. Those 
who could firmly resist without undue bel- 
ligerence frequently experienced relatively 
little pressure from the Chinese, who soon 
wrote them off as poor indoctrination pros- 
pects. : 
The Chinese were quick to express their 
evaluation of an individual's “cooperation 
by the loosely applied labels of “progressive, 
(cooperative, therefore good), and “reac- 
tionary,” (uncooperative, therefore bad). 
The prisoners themselves, with sometimes 
equally indiscriminate usage, readily picked 
up these terms, applying directly opposite 
moral connotations: a “progressive” was à 
"rat" and a traitor, while to be a “reaction 
агу” was to wear a badge of honor. Around 
these terms, group identifications did de- 
velop, but they were often shifting and con- 
fused, and of limited emotional value. 


POSTREPATRIATION BEHAVIOR PATTERNS 


When observed stepping down from the 
Chinese trucks at the American Reception 
Center, during the first moments of repa- 
triation, most of the returning prisoners 
appeared to be a little confused, and surpris- 
ingly unenthusiastic about being back. Dut- 
ing psychiatric interviews at Inchon just 4 
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few hours later, they presented striking con- 
sistencies in their clinical pictures. The aver- 
age repatriate was dazed, lacked spontaneity, 
spoke їп а dull, monotonous tone with mark- 
edly diminished affectivity. At the, same 
time he was tense, restless, clearly suspicious 
of his new surroundings. He had difficulty 
dealing with his feelings, was particularly 
defensive in discussing his prison camp be- 
havior and attitudes. His guilt was marked, 
and related to all phases of his experience: 
capture itself, survival in the face of friends’ 
deaths, primitive behavior during confine- 
ment, and most important, any cooperation, 
no matter how inconsequential, that he had 
offered the enemy. His feelings towards the 
Chinese were indistinct and ambivalent, and 
his mildly expressed statements could not 
seem to adequately convey the hostility which 
was within him. (“I don’t like those people, 
running down our government and all that, 
but they did improve the chow when they 
took over our camp.”) He had difficulty ac- 
cepting the reality of his repatriation. (“It 
seemed just like a dream. I’m still not sure 
it really happened.") Although relieved at 
being back in American hands, he was in no 
hurry to get home. (There's no rush now 
that I'm back on this side of the line. I'd 
like to take a trip to Japan for a couple of 
weeks.") 

A group of these sluggish, constricted in- 
dividuals boarded the “General Pope,” where 
they lived apart from other returning troops, 
with their own air conditioned dormitories, 
mess, and recreation facilities, They were 
offered such special treatment as having their 
bunks made up for them by other shipboard 
personnel, an arrangement which many en- 
joyed, but others found objectionable because 
“it makes us feel like helpless babies.” Their 
general demeanor was markedly restrained 
and phlegmatic, except for a few initial “in- 
cidents." Almost immediately after boarding 
the ship, several alleged “progressives” re- 
ceived threatening notes from other repatri- 
ates, and on one occasion а brief fist fight 
occurred, Following this, a group of “pro- 
gressives" requested protection, were subse- 
quently placed in a separate compartment, 
and no additional disturbances took place. 

The men were kept busy during most of 
the trip with the requirements of medical and 
administrative processing. During their free 


hours, they congregated among themselves in 
small subdued groups. Although free to mix 
with rotating troops on the decks, they had 
little to do with other personnel aboard. 
Many seemed to form close attachments 
from within the prisoner-of-war group, and 
there was an increasing tendency during the 
course of the voyage for them to speak in 
terms of “we” and “us,” and to make ready 
reference to the entire shipboard repatriate 
population in discussing any type of attitude 
or opinion. 

After a few days at sea, a gradual, al- 
though definite change began to take place 
in their behavior. They became increasingly 
reactive, but in a generally belligerent, irrit- 
able, and critical fashion. Where they had 
previously expressed little but praise for the 
treatment they had received since their repa- 
triation, they now began to complain petu- 
lantly to both psychiatrists and compartment 
commanders about the facilities on the ship, 
the frequent inspectiorss, or their dissatisfac- 
tion with some aspect of future travel ar- 
rangements. They were also, during psychia- 
tric sessions, much more direct in expressing 
their hostilities. Concerning such matters as 
their feelings towards the Chinese, they 
would now say, “I hate those people more 
than anyone I’ve ever known, They treated 
us lousy and fed us a pack of lies.” As one 
of the men summed it up, “I don’t know 
why—but the guys seem to all be getting sort 
of jumpy—kind of fed up with things.” 

At the time of the climactic arrival in San 
Francisco, they again behaved with great 
emotional reserve, and there were few out- 
bursts among them as the “General Pope” 
glided under the Golden Gate. During the 
dramatic debarkation scene, observers were 
extremely moved by the sight of mothers 
literally reaching up to the ship for their 
sons, In marked contrast was the blandness 
and lack of outward emotion displayed by 
the repatriate group. 


GROUP THERAPY EXPERIENCE 


It was in the group therapy session con- 
ducted on the ship that the men seemed best 
able to bring out the fears associated with 
their return. The limited time and personnel 
available, with the tremendous number of in- 
dividual interviews to accomplish, permittec 
only a small percentage of repatriates to par 
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ticipate. These were selected from among the 
long-term prisoners (more than 24 months) 
who, in their individual interviews, demon- 
strated particular need for help, although it 
was felt that all could have benefited from 
group sessions. Eight groups were formed on 
the "General Pope," most of which met 
twice, and none more than 3 times. Each 
group contained 6 to 8 men, limited by the 
Size of available compartments, with meet- 
ings lasting бо to 90 minutes, Six of the 
groups were formed without particular de- 
sign, the only precaution being the iei 
of the most active collaborators, as it was telt 
that their presence might engender sufficient 
hostility in the others to impair group prog- 
tess. The remaining 2 were experimentally 
constructed, 1 consisting exclusively of indi- 
viduals who had actively collaborated with 
the enemy and were considered by the other 
men to be “progressives”; and the other of 
men who had most aggressively resisted col- 
laboration in any form, the “arch reaction- 
aries.” Both of these special groups and 2 
of the random groups were organized and 
led by the author, 

During the sessions, the general reticence 
of the men required that the therapist take 
an active role in initiating discussion. The 
focus was kept, by mutual consent, on atti- 
tudes and fears related to the present and 
future, The men seemed unable to deal in 
groups with the disturbing and guilt-laden 
aspects of their prison camp experiences, 
which they had already begun to repress, 
Most of them approached the group situation 
with considerable suspicion and apprehen- 
Sion, participating tersely and sporadically. 
There was Surprisingly’little of the fantasied 
overglorification of home that had been ex- 
pected, and an increasing ability to deal with 
reality fears. But their productions clearly 
reflected the tremendous feelings of isolation, 
inability to communicate, and anxiety about 
the future, that all experienced, 

They recognized their difficulty in relating 
to “outsiders,” in their contacts with other 
personnel on the ship, their first nonrepatri- 
ate social exposure: “I can talk for hours 
with one of the fellows who was ‘up there,” 
but I’ve nothing to say to those other guys.” 
Or, in projected form: “Those rotation 
troops act peculiar to us. They don’t talk to 
us.” 


They experienced similar fears in antici- 
pating relations with family and friends: “y 
don’t think ГЇЇ be able to talk to the folks 
back home. I can’t seem to make conversa- 
Чоп апу more. . . . They won't believe what 
we say back home anyhow. It’s too fantastic, 
- . . They'll try to get us to talk about our 
prisoner-of-war experiences. If they do it 
to me, ГЇЇ just walk away. . . . They'll treat 
us like some kind of fragile packages.” — ' 

They perceived homecoming itself, as a 
particularly threatening experience, and the 
prospective fanfare stimulated their feelings 
of guilt and unworthiness: “That first week 
is really going to be rough—big parties with 
relatives and all that. It makes me feel funny 
because I know I don’t deserve it... I 
sure hope they don’t make a lot of fuss over 
me. T'd rather be just left alone, maybe take 
a fishing trip for а few days.” 

They emphasized their unique forms of 
prison camp communication, which the rest 
of the world could not be expected to under- 
stand: “We spoke our own language up 
there—kind of a mixture of American 'be- 
bop,’ Korean, Chinese, and Japanese, and lots 
of four-letter words. . . . We acted kind of 
crazy, like imitating a dog or a railroad train. 
You had to, to keep your spirits up. But back 
home, folks might think we're peculiar. 
They extended this to reflect their fears about 
their own hostilities: “I’m afraid that when 
I start talking I may hurt people. Those 
curse words have a habit of coming out at 
the wrong time.” 

All of the men felt left behind and out of 
things: “We're not familiar with things back 
home anymore. We have a lot of catching 
up to do... . I've never even seen televi- 
Sion. . . . I don't even know where our new 
house is.” The dangers of this unknown 
world were vividly expressed: “I i 
know my way around at all. Hell, I coul 
Step off a street car and get killed." 

Their dependency needs, which had beet 
intensified during their long period of closely 
tegimented existence, were prominent, fre 
quently expressed in the form of denial, an 
with reference to earlier conflicts: “I suf 
hope they don’t try to baby me up when I get 
home. I can see Mother now, telling me 
what to eat, where to go. I'd like to do what 
T want and be completely on my own. - « 
Td like to go into business with a buddy, bu! 
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I think Ill stay in the Army for a while, just 
until I kind of get used to things,” 

Their guarded statements about Commu- 
nism contained elements of fear, guilt, and 
hostility ; and the feeling that they were still 
vulnerable, and not quite out of the grasp of 
their former captors: “What should I do if 
the Communists send agents to my house? 
I'd like to tear them apart, but maybe it 
would be better to call the F.B.I. . . . Peo- 
ple back home may think I’m a ‘progressive’ 
ог a Communist. If they accuse me of that, 
ТЇЇ sock them in the^nose." 

The suspicious and self-imposed aspects of 
their isolation were dramatically expressed 
in a poem, brought to a group session by one 
of the repatriates in order to demonstrate 
to the therapist *how the men feel about 
things." It had been jointly composed by 3 
prisoners, in one of the camps, anticipating 
their homecoming : 
| рон you are curious about ту life in this strange 
iani 
As a prisoner of war in Korea, but how could you 
understand? 

You ask about the treatment, was it good or was 
it bad? 

I answer, it's all over now and I am very glad. 
You ask if I was captured, if I was wounded too, 
Yes, I was badly wounded, but what does that mean 
to you? 

I realize your idle interest, curiosity and wonder too, 
But even if I tried, I couldn't explain all this to you. 
I hope this answers your questions, please forget 
you ever knew 


That I was ever a prisoner, for I want to forget 
it {00,2 


The reactions of the two specially con- 
structed groups were of particular interest, 
and at variance with those of the random 
groups. The “arch reactionaries,” many of 
whom were individuals with significant anti- 
social tendencies, greeted the therapist with a 
stony, hostile silence, maintaining a martyred 
attitude in the minimal participation that 
could be elicited. One of the men lucidly ex- 
Pressed the feelings of the group when he 
said to the therapist in a rather condescend- 
ing fashion, “I’ll tell you, Doc, we went 
through a lot up there. And nobody could 
really understand the way we look at things 
unless he was up there with us.” The group 
met only once, because of several requests 
ee 
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from its members that they not be compelled 
to attend another session. 

The group of “progressives,” in direct con- 
trast, participated actively and achieved con- 
siderable catharsis during their 2 sessions, 
Although they talked primarily of future 
problems, they were the only group that felt 
the necessity to make numerous references to 
their prisoner-of-war experiences. They did 
this in general terms only, describing the 
pressures to which a man was subjected, and 
bringing out a great deal of hostility towards 
the Chinese because of “what they made a 
man go through.” Throughout the sessions, 
they seemed anxious to please the therapist, 
and to justify, in his eyes, their prison camp 
behavior. Their strong residual guilt was a 
stimulus towards participation, and most of 
them welcomed both group therapy meetings 
and intelligence interviews as “a chance to 
get some of that stuff off my mind.” It is 
important to point out bere that none of 
these men, or of the others interviewed, had 
been as well indoctrinated as some of the 
earlier “Little Switch" repatriates(9). 


DISCUSSION 


The emotional construction characteristic 
of most of the men just after their release 
may be considered a modified and incomplete 
form of apathy. It reflected, as it did in the 
case of World War II prisoners of the Japa- 
nese, retreat from a disturbing, unsatisfying 
environment(1, 2, 3, 4). Thus, the Korean 
War repatriate's playing it cool" was remi- 
niscent of the World War II prisoner who 
"just put my mind in neutral” (3). The re- 
cent group, however was dealing with an in- 
doctrination program that constantly exerted 
pressure in the direction of participation, 
rather than withdrawal Consequently the 
apathy which developed could never be as 
complete or "successful" a defense as it was 
for Greenson’s World War II returnees(4), 
and was complicated by the anxiety and guilt 
which the men invariably experienced in 
response to the behavioral tightrope they 
were walking. 

The transition from apathy to hostility in 
these men was undoubtedly, as Greenson 
pointed out in his group, a favorable sign, 
part of the process of "saying hello bit by 
bit to the world." Italso was a kind of verbal 
muscle flexing, an attempt by the men to 


736 


REACTIONS OF REPATRIATED P.O.W.’S 


[Apr, 


ticipate. These were selected from among the 
long-term prisoners (more than 24 months) 
who, in their individual interviews, demon- 
strated particular need for help, although it 
was felt that all could have benefited from 
group sessions. Fight groups were formed on 
the “General Pope,” most of which met 
twice, and none more than 3 times. Each 
group contained 6 to 8 men, limited by the 
size of available compartments, with meet- 
ings lasting 60 to 90 minutes. Six of the 
groups were formed without particular de- 
sign, the only precaution being the exclusion 
of the most active collaborators, as it was felt 
that their presence might engender sufficient 
hostility in the others to impair group prog- 
ress, The remaining 2 were experimentally 
“Constructed, т consisting exclusively of indi- 
viduals who had actively collaborated with 
the enemy and were considered by the other 
men to be “progressives”; and the other of 
men who had most aggressively resisted col- 
laboration in any form, the “arch reaction- 
aries.” Both of these special groups and 2 
of the random groups were organized and 
led by the author, 

During the sessions, the general reticence 
of the men required that the therapist take 
an active role in initiating discussion, The 
focus was kept, by mutual consent, on atti- 
tudes and fears related to the present and 
future. The men seemed unable to deal in 
groups with the disturbing and guilt-laden 
aspects of their prison camp experiences, 
which they had already begun to repress. 
Most of them approached the group situation 
with considerable Suspicion and apprehen- 
sion, participating tersely and sporadically. 
There was surprisingly little of the fantasied 
overglorification of home that had been ex- 
pected, and an increasing ability to deal with 
reality fears. But their i 
reflected the tremendous feelings of isolation, 
inability to communicate, and anxiety about 
the future, that all experienced. 

They recognized their difficulty in relating 
to “outsiders,” in their contacts with other 
personnel on the ship, their first nonrepatri- 
ate social exposure: "T can tall for hours 
with one of the fellows who was “пр there, 
but I’ve nothing to say to those other guys." 

Or, in projected form: “Those. rotation 
troops act peculiar to us. "They don't talk to 
us." 


They experienced similar fears in antici- 
pating relations with family and friends: є] 
don't think I'll be able to talk to the folks 
back home. I can't seem to make conversa- 
tion any more. . . . They won't believe what 
we say back home anyhow. It’s too fantastio, 
. . . They'll try to get us to talk about our 
prisoner-of-war experiences. If they do it 
to me, ГІ just walk away. . . . They'll treat 
us like some kind of fragile packages.” 

They perceived homecoming itself, as a 


particularly threatening experience, and the. | 


prospective fanfare stimulated their feelings 
of guilt and unworthiness: ‘That first week 
is really going to be rough—big parties with 
relatives and all that. It makes me feel funny 
because I know I don’t deserve it... T 
sure hope they don’t make a lot of fuss over 
me. Га rather be just left alone, maybe take 
a fishing trip for a few days.” 

They emphasized their unique forms of 
prison camp communication, which the rest 
of the world could not be expected to under- 
stand: “We spoke our own language up 
there—kind of a mixture of American 'be- 
bop,’ Korean, Chinese, and Japanese, and lots 
of four-letter words. . . . We acted kind of 
crazy, like imitating a dog or a railroad train, 
You had to, to keep your spirits up. But back 
home, folks might think we're peculiar. 
They extended this to reflect their fears about 
their own hostilities: “I’m afraid that when 
I start talking I may hurt people. Those 
curse words have a habit of coming out at 
the wrong time.” 

All of the men felt left behind and out of 
things: “We're not familiar with things back 
home anymore. We have a lot of catching 
up to do. . . . I've never even seen televi- 
Sion. . . . I don't even know where our new 
house is.” The dangers of this unknown 
world were vividly expressed: “I ho 
know my way around at all. Hell, I coul 
Step off a street car and get killed." 

"Their dependency needs, which had been 
intensified during their long period of closely 
regimented existence, were prominent, fre- 
quently expressed in the form of denial, ай 
with reference to earlier conflicts: “I зше 
hope they don’t try to baby me up when I get 
home. I can see Mother now, telling me 
what to eat, where to go. I'd like to do what 
I want and be completely on my оул... : 
T'd like to go into business with a buddy, bu 
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I think ГЇЇ stay in the Army for a while, just 
until I kind of get used to things.” 

Their guarded statements about Commu- 
nism contained elements of fear, guilt, and 
hostility ; and the feeling that they were still 
vulnerable, and not quite out of the grasp of 
their former captors: “What should I do if 
the Communists send agents to my house? 
I'd like to tear them apart, but maybe it 
would be better to call the F.B.I. . . . Peo- 
ple back home may think I’m a ‘progressive’ 
or a Communist. If they accuse me of that, 
ТЇЇ sock them in the‘nose.” 

The suspicious and self-imposed aspects of 
their isolation were dramatically expressed 
in a poem, brought to a group session by one 
of the repatriates in order to demonstrate 
to the therapist “how the men feel about 
things.” It had been jointly composed by 3 
prisoners, in one of the camps, anticipating 
their homecoming : 


Know, you are curious about my life in this strange 
ап 

Аз a prisoner of war in Korea, but how could you 
understand? 

You ask about the treatment, was it good or was 
it bad? 

I answer, it’s all over now and I am very glad. 
You ask if I was captured, if I was wounded too, 
Ve I was badly wounded, but what does that mean 
о you? 


I realize your idle interest, curiosity and wonder too, 
But even if I tried, I couldn’t explain all this to you. 


I hope this answers your questions, please forget 
you ever knew 

That I was ever a prisoner, for I want to forget 
it 000,8 


The reactions of the two specially con- 
structed groups were of particular interest, 
and at variance with those of the random 
groups. The “агсһ reactionaries," many of 
whom were individuals with significant anti- 
social tendencies, greeted the therapist with a 
stony, hostile silence, maintaining a martyred 
attitude in the minimal participation that 
could be elicited, One of the men lucidly ex- 
pressed the feelings of the group when he 
Said to the therapist in a rather condescend- 
ing fashion, “ТЇЇ tell you, Doc, we went 
through a lot up there. And nobody could 
really understand the way we look at things 
unless he was up there with us.” The group 
met only once, because of several requests 
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from its members that they not be compelled 
to attend another session. 

The group of “progressives,” in direct con- 
trast, participated actively and achieved con- 
siderable catharsis during their 2 sessions. 
Although they talked primarily of future 
problems, they were the only group that felt 
the necessity to make numerous references to 
their prisoner-of-war experiences. They did 
this in general terms only, describing the 
pressures to which a man was subjected, and 
bringing out a great deal of hostility towards 
the Chinese because of “what they made a 
man go through.” Throughout the sessions, 
they seemed anxious to please the therapist, 
and to justify, in his eyes, their prison camp 
behavior. Their strong residual guilt was a 
stimulus towards participation, and most of 
them welcomed both group therapy meetings 
and intelligence interviews as “a chance to 
get some of that stuff off my mind.” It is 
important to point out bere that none of 
these men, or of the others interviewed, had 
been as well indoctrinated as some of the 
earlier “Little Switch” repatriates(9). 


Discussion 


The emotional construction characteristic 
of most of the men just after their release 
may be considered a modified and incomplete 
form of apathy. It reflected, as it did in the 
case of World War II prisoners of the Japa- 
nese, retreat from a disturbing, unsatisfying 
environment(1, 2, 3, 4). Thus, the Korean 
War repatriate’s "playing it cool” was remi- 
niscent of the World War II prisoner who 
"just put my mind in neutral"(3). The re- 
cent group, however was dealing with an in- 
doctrination program that constantly exerted 
pressure in the direction of participation, 
rather than withdrawal. Consequently the 
apathy which developed could never be as 
complete or "successful" a defense as it was 
for Greenson's World War II returnees(4), 
and was complicated by the anxiety and guilt 
which the men invariably experienced in 
response to the behavioral tightrope they 
were walking. 

The transition from apathy to hostility in 
these men was undoubtedly, as Greenson 
pointed out in his group, a favorable sign, 
part of the process of "saying hello bit by 
bit to the world.” It also was a kind of verbal 
muscle flexing, an attempt by the men to 
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again assert themselves, after the humilia- 
tion and impotence experienced during im- 
prisonment, It had, however, more ominous 
aspects, including a mounting apprehension 
about homecoming, and the resurgence of 
previously repressed hostility, which would 
be difficult for many of the men to handle in 
the future. 

The 3 types of group therapy reactions 
actually recapitulated the prison camp be- 
havior. The members of the randomly se- 
lected groups, in their cautious, irregular 
responses, were in effect, “playing it;cool." 
The “arch reactionaries,” wére utilizing the 
attitude of hostile resistance which for them 
had become a way of life. And the “progres- 
sives,” albeit for not entirely the same rea- 
sons, in their active participation, were again 
“cooperating.” In each group the men had 
become sufficiently conditioned that their 
prison camp responses persisted, even in this 
new situation. This also suggests that the 
original reactions to the Chinese indoctrina- 
tion program were significantly influenced by 
previously existing response patterns to au- 
thority, which became again operative on the 
ship, particularly in the presence of the thera- 
pist. This is an area for fruitful additional 
study. 

The sequence of group identifications 
among the repatriates is of particular impor- 
tance for an appreciation of the adjustment 
problems which they face. Most of the men 
were captured relatively early in the conflict, 
and within a short time after their arrival in 
Korea. They did not have sufficient oppor- 
tunity to fully integrate themselves into their 
new assignments or develop the essential, 
Supportive emotional ties which evolve in the 
experienced, smoothly functioning combat 
unit. Indeed, they were still in the converse 
position of struggling with the feelings of 
emotional isolation which characterize the 
military transfer or "pipeline" status, This, 
in itself, particularly in anticipation of com- 
bat, can produce symptoms of apathy and 
depression, sometimes termed the “pipeline 
syndrome." 

The act of being captured, the Strangeness 
of the prisoner-of-war situation, and move- 
ment from camp to camp in frequently shift- 
ing groups, kept the men in perpetual “pipe- 
line” status until a more physically stable 
situation developed under the Chinese in the 


fall of 1951. And at this point they were CA 
posed to a program specifically directed a 
further severing their lines of emotional com 
munication. They were men without leaders, 
in.an atmosphere of fear and suspicion, dif- 
fering from one another in their attitude 
and responses to the ordeal, Their captor 
were careful to avoid the type of dire 
brutality or hostility which, by stimulating 
strong group resentments, can act as a c% 
hesive force(1, 10). Even in these circum 
stances, group ties of varying effectivenes 
did emerge, but rarely of sufficient strength 
to overcome the individual isolation whid, 
prevailed. 

When repatriated and en route to th 
United States, the men were once more inal 
emotionally floating or "pipeline" status 
They were no longer under the control of at 
alien authority whose teachings had bea 
more confusing than convincing, and not yé 
able to draw upon the background ties whith 
were both far away and a bit shaken by tlt 
verbal attacks of the Chinese. But they wert 
a group of men who had all undergone? 
complex and disturbing ordeal, from whieh 
in retrospect they could call forth many cort 
mon feelings and attitudes. They also sha 
residual scars and similar apprehensions 
about homecoming. They could expe 
among themselves a degree of empathy al 
communication impossible to achieve Wl 
those who had not been “up there” with them 
Their common identity as repatriated Ame 
can prisoners of war was the only strong 
here-and-now group tie available to fill ү 
emotional vacuum which had been created s 
them. In the absence of prison camp Imp > 
ments, this identity developed with great V. 
tensity, offering, in its broad aspects à M. 
of belonging, and in its immediate M 
manifestations, a means of re-establi di 
interpersonal relationships from within 
group. Ray 

Despite the value of this identity, ue 
the drawback of being both clanmis tite 
fearful. It lacked the power-giving ЗШ 
of the group attachment which says, with 
is the best damned outfit in the Атту. 7. 
my buddies behind me I have nothing y, 
fear.” Tt conveyed more the feeling 
repatriates against the rest of the WOT ^. 
if you were up there with me, you can "iy 
buddy. If not, I must fear and distrust J 
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Tt also had strong cleavages and innumerable 
shadings of intragroup hostilities, resulting 
from many divergent factors. For example, 
when a “reactionary” threatened a “progres- 
sive" with physical harm, he was expressihg 
long-smouldering resentment concerning the 
latter’s having obtained material advantages 
at others’ expense, and by less-than-honor- 
able means. He was also reacting to the sud- 
den power reversal that had occurred, in 
which his adversary was no longer allied 
with the dominant fgrce, and his own posi- 
tion was now the stronger. And, in addition, 
by this aggressive act, he could forcefully 
deny guilt-producing tendencies towards col- 
laboration which he could unconsciously per- 
ceive in himself. This last factor had a great 
deal to do with the group ostracism to which 
the “progressives” were exposed following 
repatriation. А 
Thus, patterns of defensive isolation domi- 
nated all levels of the prisoner-of-war identi- 
fication, including those of the individual, of 
the behavioral categories, (“progressives” 
and “reactionaries” ) and, most important, of 
the entire prisoner-of-war group itself to- 
wards the rest of the world. This will un- 
doubtedly influence the future adjustment 
problems the repatriates will encounter. Un- 
toward reactions are likely to take the form 
of confused identifications, paranoid syn- 
dromes, and in a behavioral sense, nonpartici- 
pation in future military and civilian com- 
munities, This could be expressed by means 
of either fearful withdrawal or belligerent 
» negation, with antisocial overtones. The more 
complex and confusing pressures to which 
the men were subjected may make these prob- 
lems more marked in this group than in 
World War II repatriates, in whom some- 
what similar reactions have been noted(11). 
The reluctance with which many of the men 
left the group to return to their homes sug- 
gests that an exaggerated prisoner-of-war 
identification will again be utilized as a buffer 
and rationalization for all adjustment prob- 
lems. A man who is unable to feel that he is 
Part of his community is likely to demon- 
Strate more enthusiasm for his prisoner-of- 
War meetings and reunions than for other 
Social and occupational interests. 
The delayed homecoming, with the op- 
Portunity to live together and form these 
Strong group ties, was nonetheless of definite 


value. In addition to much needed interim 
support, it offered the men a necessary work- 
ing through period, both for reality testing 
and a protective form of initial social ex- 
posure to “outsiders.” The repatriates under- 
went an over-all group therapeutic process, 
far beyond the influence of the formal psy- 
chiatric program, which could only have a 
limited, catalytic effect. A longer “interlude” 
accompanied by the more extensive utiliza- 
tion of group therapy sessions could have 
probably resulted in even greater emotional 
benefits. à 


SuMMARY 


The reaction patterns of a group of Ameri- 
can prisoners of the Korean conflict, in re- 
sponse to their uniquely traumatizing ex- 
perience, have been described. These were 
correlated with the sequence of behavior be- 
tween repatriation and arrival in San Fran- 
cisco 16 to 19 days late, determined by 
means of individual interviews, shipboard 
observations, and group therapy sessions con- 
ducted during the voyage. Shifting patterns 
of individual and group defenses and identi- 
fications were discussed, with reference to 
underlying dynamics and relationships to 
future adjustment problems. 
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AIR TRANSPORTATION OF PSYCHIATRIC PATIENTS 


COL. BENJAMIN A. STRICKLAND, JR., USAF(MC), лмо 
CAPT. CHARLES FERRIS, USAF(MC) 


Large-scale use of the airplane to transport 
the sick and wounded began about 10 years 
ago. It is now the standard method employed 
by the armed forces of the United States. 
Proven beyond question are its advantages in 
economy, conservation of manpower, and 
bettér patient care. 

Today there is a consensus of authorita- 

tive opinion that any patient who is in condi- 
tion to be transported by any means, can 
advantageously be transported by air, pro- 
vided: (1) that patients are properly pre- 
pared for flight ; (2) that adequate equipment 
is available for care during flight; and (3) 
that properly trained personnel are aboard 
the plane to provide medical and nursing care. 

Studies concerning the effects of air trans- 
portation (e.g., the effects of flying on patho- 
logical conditions) on patients have been 
relatively few. Tillisch, Stotler, and Love- 
lace(1) in 1943 reported observations on 200 
patients transported by air. The USAF 
‘School of Aviation Medicine made а gross 
analysis of over 16,000 flights by patients 
which was reported at the 1950 scientific ses- 


sion of the American Medical Association 


(2). 

, In this day of specialization in medicine, 
it appeared appropriate to further analyze 
the 16,000 case reports and to present the 
findings for special categories of patients. 
The February 1952 issue of the Annals of 
Internal Medicine(3) carries an article on 
air transportation of cardiac and pulmonary 
cases based on a study of 1,777 of these case 
reports, 

In the total group of 16,020 Teports it was 
found that there were nearly 3,000 records 
on neuropsychiatric patients. This number 
was considered to be large and diversified 
enough to warrant a separate report. 

Up to the present time almost nothing has 
been published in reference to the transpor- 
tation of psychiatric patients by air. Tillisch 
(4), in 1948, devoted one paragraph to a 
brief consideration of the subject. He re- 

ported that epileptics will have, convulsive 
seizures more frequently on a plane than 
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under ordinary circumstances and that ру. 
choneurotics have an increased susceptibiliy 
to motion sickness. He referred to the j 
vious difficulties in controlling psychotic pe 
tients on a plane. 

Before the development of air evacuation 
psychiatric patients in.military service wer 
transported by ship, rail, or automobile, 1a 
2 cases at a time, with a doctor or nursew 
both and, in disturbed cases, 1 or 2 attendant 
in addition. А trip by rail from the eastti 
the west coast would require about 4 day 
and the attending personnel would have tol 
returned to the original point of departure 
all at considerable expenditure of time, mar 
power, and money. Civil institutions are stil 
using such uneconomical methods almost & 
clusively, and although the over-all numbé 
of patients transported is probably not 
great, elaborate arrangements are generallj 
required for each case. 3 

There are many reasons for having, 
transport psychiatric patients. In civil life 
the family may wish to make the change fo! 
economical, medical, or sentimental reasons 
In other cases the hospital may recomm 
the transfer. State hospitals are constanti 
having emergency admissions which eventi 
ally must. be returned to their state of 1 | 
residence, In the military medical syst) 
new cases are constantly being seen if! 
in small dispensaries and must be mov 5 
larger armed forces hospitals for diagnosi 
and treatment. If there is no improve Е, 
іп a reasonable time and no likelihood of 
turn to duty, the military organization "ii 
effect the separation of the patient from 
tary service but is still responsible for trat 
porting him to his home, to a state hosp! d. 
to a facility of the Veterans Administra ‘i 

At first the idea of transporting p) 
by air was approached with much trepidat 4 
The unpredictables were of common 
edge and no special techniques for v "nm 
ment had been designed. During Wot 
II the decision to transport psychiatric i 
by aircraft was dictated by circumstance sil 
the operating personnel, aeronautica 
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medical, adapted to this necessity. Certain 
workable routines grew out of their experi- 
ence, resulting in a system of classification 
of patients which is still in use. All patients 
are placed in 1 of 4 classes as follows: " 

Class 1.—АП psychiatric or mental pa- 
tients. 

Class 11.—АП litter patients (nonambula- 
tory) except psychiatric. 

Class III—All ambulatory patients (ex- 

cept psychiatric), requiring some hospital, 
nursing, or medical gare enroute, 
* Class IV.—All ambulatory or administra- 
tive patients (except psychiatric) with minor 
disabilities, requiring no nursing or medical 
care enroute (“Troop Class"). 

The psychiatric group or Class I is further 
divided into 3 sub-groups. 

Class I-A.—(Severe psychotic). Locked 
ward psychiatric patients requiring use of 
restraint apparatus; includes all disturbed 
psychiatric patients; requires special watch 
aboard aircraft and at intermediate stops; 
sedated, restrained, clothed in pajamas, and 
delivered to aircraft on a litter. These are 
actively psychotic and disturbed, or poten- 
tially disturbed patients including suicidal, 
homicidal, combative, and grossly deluded 
and hallucinated cases. They are considered 
as potential seclusion room patients in a hos- 
pital and must be placed on closed wards 
during overnight stops enroute. . р 

Class I-B.—(Locked ward psychiatric). 
Locked ward psychiatric patients normally 
not requiring use of restraint apparatus ; те- 
quire special watch aboard aircraft and at in- 
termediate stops ; sedated, clothed in pajamas, 
and delivered to aircraft on a litter. Included 
in this class are patients who are psychotic 
to a minor degree or clearly convalescent, 
not disturbed and not likely to become so. 
These patients may be suitable for open 
wards at the originating and destination hos- 
pitals, but for complete security must be kept 
on closed wards during all stops enroute. 

Class I-C.—Psychoneurotic cases and 
others without gross disturbances of behav- 
ior. These patients in most instances have а 
record of causing no trouble at the origi- 
nating hospital and can be expected to be 
cooperative and quiet during the flight. 
Restraint and sedation are not necessary. 
They are open ward cases and are usually 
ambulatory. 
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Limitations on the numbers of psychiatric 
patients carried on any one flight have been 
established by the Military Air Transport 
Service, The limitations have been stated at 
various times both in percentages and in ac- 
tual numbers. At the time when this study 
was being made, no more than 10 psychiatric 
patients classified I-A or I-B or any combi- 
nation of the 2 could be carried on a given 
flight. In addition, not more than 10. patients 
in Class I-C were carried aboard the same 
aircraft. Since aircraft capacity varied be- 
tweeh 18 and 44 patients, it can be seen that 
a given flight was rarely if ever composed of 
psychiatric patients only. Today, on the larger 
hospital airplanes, with 60- to 8o-patient ca- 
pacity, many flights include up to 40% psy- 
chiatric patients. 

At the outset in military air evacuation a 
system of screening was necessary before 
any particular patient could be accepted for 
air transportation. Two things had to be de- 
cided: were there any contraindications to 
air travel and were any special considerations 
required prior to and during the course of 
flight? Present-day criteria for transporta- 
bility of patients by air are as follows: 

(1) Patients not normally acceptable are : 
(a) those in infectious stages of a quarantin- 
able disease; (b) moribund or semimoribund 
cases unless flight is а life-saving effort; (с) 
patients with permanent tie-wires between 
the jaws. 

(2) Patients requiring special considera- 
tion аге: (a) those with conditions involving 
cardiac failures; (b) severe anemias; (c) 
respiratory embarrassment; or with (d) 
conditions in which quantities of gas are con- 
fined in body cavities such as pneumothorax 
or ileus. 

It should be noted that psychiatric patients 
are not listed under either special category. 
Transportation by air of these patients has 
become so routine that they are not even 
listed as requiring special consideration. 


PROCEDURE 


During the latter months of 1948, and 
throughout 1949 and early 1950, a supple- 
mentary report on all patients was completed 
by the flight nurse on air evacuation flights 
performed by the Military Air Transport 
Service. Reports were obtained on 16,020 
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patient-flights. Of that total, reports on 
2,879 patient-flights showed neuropsychiatric 
diagnoses. Tt should be made clear that these 
numbers refer to “patient-flights” rather 
than to the actual number of different pa- 
tients. Thus, when a patient was transported 
from Japan to Washington, D. C. he might 
have as many as 2 or 3 separate flight records 
made out, one for each major “leg” of the 
trip. The 2,879 reports included approxi- 
mately 2,100 different patients. 

The report form listed diagnoses, symp- 
toms occurring during flight, weather condi- 
tions, treatment necessary during flight, and 
other information descriptive of medical as- 
pects of the trip. For purposes of this pres- 
entation, the symptoms noted during flight 
have been separated and attributed to either 
physical or psychological factors. Symptoms 
commonly caused by motion sickness, effects 
of altitude, effects of medication, etc., were 
classified as physical or somatic. The check- 
ing by the flight nurse of items such as pallor, 
sweating, cyanosis, nausea, vomiting, ear- 
ache, etc., can obviously be considered as be- 
longing to the somatic group. On the other 
hand, symptoms such as distinct apprehen- 
sion, nervousness, disturbed behavior, or 
combativeness were considered to fall logi- 
cally into the mental or psychological group. 


RrsuLTS 


On this basis, the 2,879 case reports were 
analyzed after being separated according to 
diagnostic categories. Among this grand total 
shown in Table 1, there were 2,575 or 89.496 
without symptoms during flight. The 4.596 


with somatic symptoms is within the range 
of normal expectancy since well individuals 
travelling by air are reported to have from 
2 to 5% incidence of somatic symptoms dur- 
ing'flight, usually motion sickness. The total 
percentage of mental or psychological symp- 
toms was 5.7%, and the majority were due 
to disturbed behavior or combativeness on 
the part of patients with major psychoses, 
The listing of combinations of somatic and 
mental symptoms is shown merely for the 
sake of completeness, 

Since the psychotics showed the highest in- 
cidence of symptoms among the 3 major 
groups, it is interesting to show the break- 
down of symptomatology according to the 
various diagnostic categories of psychotic re- 
actions. In Table 2 can be seen the prepon- 
derance of the diagnosis of schizophrenic re- 
action (about 4/5 of the psychotic group), 
not unexpected considering the age group 
and other factors. The schizophrenic cases 
included 89% with no symptoms, 3% with 
somatic symptoms, and almost 8% with psy- 
chological symptoms. The affective cases 
closely paralleled the schizophrenic cases in 
symptoms recorded. 

To take the largest group among the psy- 
chotic reactions, there is shown next (Table 
3) the breakdown of the various subtypes of 
schizophrenic reactions. The simple type 
showed 90% with no symptoms. To the 
schizophrenic group these patients would be 
expected to show little disturbance. The hebe- 
phrenic group, small in total numbers, shows 
the highest incidence of severe psychological 
symptoms. This is entirely in line with what 


TABLE 1 
ALL NrURoPsvCHiATRIC REPORTS 


За VOTE лушы rr 
ied Major diagnostic category EIE QAUM Minimal npe: эй 
1389. Psychoses О а ла 1218 50 18 98 5 
48% of total... . 87.7% 3.6% 1.3% 7% 03% 
796 Psychoneuroses . . 734 32 12 13 5 
28% of totale... ie. sees а. 92.2% 4% 1.596 1.696 0.7% 
694 Psychopathic states and miscellaneous. 623 48 15 7 5 
24% овоа APR ЫЙА, 80.8% 7% 2% 1% 02% 
2879 Grand total ...........cceeessseeee ++ 2575 130 45 118 it 
804% 4% 16% ы 04h 
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TABLE 2 
Tue PsycHoses 
Кр ае Comblcation 
to of physical 
Case А s s. No ii Appreci- and mental 
reports Diagnosis symptoms factors Minimal able symptoms 
1133 Schizophrenic reactions .............. 1003 38 II 7 4 
89% 3% 1% 6.7% 0.3% 
129 Affective reactions .................. 112 5 2 9 I 
87% 4% 1% 7% 1% 
42 Paranoid reactions .................. 36 3 I 2 ra 
k 86% 7% 2% 5% 
24 Organic psychotic reactions........... 16 2 2 4 
^ 67% 8% 8% 17% 
61 Psychotic reactions (not otherwise c 
classified) анор 5I 2 y E 6 
84% 3% 3% 10% 
1389 Total psychoses .. 50 18 98 5 
87.7% 3.6% 1.3% 7% 0.4% 
116 
8.3% 
° 
ТАВГЕ 3 
SCHIZOPHRENIC REACTIONS б 
КОЕНЫ ООП ой С а Cosisatin 
to - of gue 
Case No physical t Appreci- — and mental 
reports Diagnosis symptoms factors Minimal able symptoms 
51 Schizophrenic reaction, simple. ..... es 46 4 I es 
90% 7% 2% a 
21 Schizophrenic reaction, hebephrenic.... 13 2 І 5 EE 
62% 9% 5% 24% 
43 Schizophrenic reaction, catatonic..... „85 2 m 5 I 
81% 5% 3 12% 2% 
261 Schizophrenic reaction, paranoid....... 223 8 6 24 sh 
86% 3% 2% 9% 
37 Schizophrenic reaction, latent.......... — 33 3 9 І 
89% 8% É 3% 
(Dist) 
7 Schizophrenic reaction, mixed type. .... 7 ar 
10070 E . 
713 Schizophrenic reaction (not otherwise 
Classified) ............. POPE 19 4 е 41 3 
91% 2% 0.5% 6% 0.5% 
1133 Total schizophrenic reactions......... 1003 38 п 77 4 
88.5% 3.3% 1% 6.8% 0.4% 
Ame EE, 
88 
7.8% 


would be expected from а knowledge of their 
clinical behavior. The catatonic group in- 
cludes 12% with appreciable psychological 
symptoms; they too would be expected to 
show disturbed behavior more than any other 
subgroup except the hebephrenic. The largest 
Subgroup, listed as “schizophrenic reaction 
not otherwise classified,” could be expected 
to consist of subtypes in proportions roughly 


paralleling the percentage of simple, hebe- 
phrenic, catatonic, and paranoid types. 

Table 4 shows the psychoneurotic group. 
The largest category is that of anxiety reac- 
tions constituting almost half of the total 
group, and of these 5% had symptoms classi- 
fied as somatic although actually many of 
these symptoms may well have had some 
basis in psychological anxiety. The obses- 
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TABLE 4 
THE PsyCHONEUROSES 
tal hological 
AES op дынын Combinati 
oi Skt 
м t Арргесї. E ital 
‘eae Diagnosis Жы, эы Airie = pus 
бо Anxiety reaction .................... 323 17 7 5 
| 90% 5% 2% 2% 1% 
Dissociative reaction ................. 37 3 E 2 a 
M 88% 7% . 5% 
108 Conversion геас{їоп.................. 99 6 2 1 
92% 5% 2% 1% 
11 Obsessive compulsive reaction......... І D VS E 
100% еу on 
151 Neurotic depressive reaction....... 4... 147 I I 2 
| 97% 1% 1% 1% 
8 Нуросһопӣгіасаї reaction ............ 8 is is G5 
100% КУ 
70 Somatization геасНоп................ 64 5 I 
92% 7% 1% 
46 Psychoneurotic reactions (not otherwise 
classified) A sas eee ip amma mulls 45 I 
98% 2% ч 
796 Total psychoneuroses ............... + 734 32 12 13 5 
k 92.2% 40% 1.5% 1.6% 0.7% 
25 (3.1%) 


* Convulsive seizure during flight. 


sive-compulsive, neurotic depressive, hypo- 
chondriacal, and “not otherwise classified” 
psychoneurotic reactions were almost com- 
pletely free of any symptoms. The 70 cases 
of somatization reactions, composed mainly 
of psychogenic cardiovascular and gastroin- 
testinal reactions, show 7% somatic symp- 
toms and a very small incidence of minimal 
psychological symptoms. Such a distribution 
might be expected from a knowledge of the 
dynamics of these conditions, The over-all 
incidence of symptoms in the psychoneurotic 
group was almost 8%, about evenly divided 
between somatic and psychological. 

Table 5 shows similar breakdowns for the 
balance of the cases. The first 5 listings fall 
into the group of character and behavior 
disorders. It is interesting to note that the 
first two (pathological personality and imma- 
turity reaction) show a relatively large inci- 
dence of somatic symptoms; it is well known 
that these patients are often more prone to 
complain of minor body sensations that the 
average healthy individual. The diagnosis of 
acute situational maladjustment is listed on 
109 records, with 7% showing somatic and 
7% showing minimal psychological symp- 
toms. Since this diagnosis itself is something 


of a catch-all for borderline cases and for 
those in which a final diagnosis is still uncer- 
tain, no conclusions are possible. A total of 
134 patients were transported with a diagno- 
sis of psychiatric observation and of course 
would be ultimately classified into some other 
group. The last group is too miscellaneous 
to permit objective discussion. 


Discusston 


Certain observations based on this study 
are warranted. It was observed that hebe- 
phrenic and catatonic schizophrenics are more 
prone to show disturbed and combative be- 
havior during transportation than any ое 
group. The findings tend to disprove the 
general impression that psychoneurotics ate 
more susceptible to motion sickness than the 
average person. As only 8 proven epileptic 
were transported, an opinion cannot be ad- 
vanced as to whether or not they are more 
prone to have convulsions during flight than 
at other times, From an analysis of thes? 
2,879 flight records one is impressed by Ei 
fact that air transportation proved highly 
successful as a means of transferring psychi- 


atric patients from one medical installation 
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ТАВГЕ 5 
PsvcHoPATHIC STATES AND MISCELLANEOUS 
S $ 
арав кы Combination 
* о! \увїс: 
соет Diagnosis ER Moret Minimal ae сезй аай mental 
147 Pathological personality {урез......... 128 15 2 ї I 
\ 1 87% 10% 1% 1% 1% 
98 Immaturity reaction .. 84 10 3 I БИ 
10% o 19 
38 Alcoholism, chronic 3 1 da EN 
MM 8% 
6 Drug аййїсїоп................., 5 КИ 1 
. 8376 17% 
37 Character and behavior disorders (not ad 
otherwise classified) ............... 36 oe I E 
97% 9; 3% ae 
14 Mental deficiency ....... enn 12 2 M m 
86% 14% M Me 
109 Acute situational maladjustment......- 94 8 7 Р 
86% 7% 7% z 
134 Psychiatric observation ............. 129 3 I I 
Y E 96% 2% 1% 1% 
тїт Neurological disorders, miscellaneous 
and unclassified ............ Vole esis 100 7 I 3 
90% 6% 1% © 3% 
604 Total psychopathic states and miscel- 
laneous ............ neenon жж,» 623 48 15 7 I 
89.8% 7% 2% 1% 0.2% 
22 
3% 


to another, In military operations during hos- 
tilities the problem increases in magnitude. 
For example, there were 2,805 cases of men- 
tal and nervous disorders transported from 
Korea and Japan to the United States in 78 
weeks from June 1950 to January 1952, an 
average of 36 cases per week. Even with 
battle casualties, neuropsychiatric disease 
constituted almost 10% of the total. 

The present author and colleagues have 
published a research project report(5) on the 
handling of psychiatric patients during trans- 
portation by air which analysed experimen- 
tally several techniques for their control and 
management during air transportation. These 
techniques are as follows: 

1. Psychotherapy including the establish- 

ment and maintenance of rapport and all 
that goes along with direct personal super- 
Vision of individual cases by experienced 
physicians, nurses, and attendants. 
. 2. Other forms of specific therapy includ- 
ing hydrotherapy, physical, occupational, and 
Tecreational therapy, and certain applications 
of electric shock therapy. 


3. Segregation and seclusion. 

4. Mechanical restraining devices. 

5. Chemical sedation. 

Obviously in a given case, one or more of 
these methods may be utilized when indi- 
cated. For example, in violently disturbed 
patients restraint and sedation both are some- 
times indispensable, 

At the present time we have gone about as 
far as is practicable irf the way of psycho- 
therapy and direct supervision during air 
transportation. Physicians are neither neces- 
sary nor available for routine air evacuation 
flights. Flight nurses and technicians are 
sufficiently trained and are constantly gain- 
ing in experience. 

The specific physical therapies such as hy- 
drotherapy, occupational therapy, etc., are in- 
herently less applicable in air transportation 
than any of the other methods and need no 
further discussion. 

Segregation of psychiatric patients in sepa- 
rate flights on special planes and with spe- 
cialized nurses and attendants has not been 
found necessary although definite advantages 
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in such a system cannot be denied. At least 
the possibility would seem to merit further 
study. Seclusion rooms on aircraft are, of 
course, impracticable. 

In view of the long-accepted teaching and 
practice of nonrestraint, every effort is made 
to avoid the use of mechanical restraints ex- 
cept when positively necessary to insure the 
security of the aircraft and of all personnel 
aboard during flight. The standard operating 
procedure at the present time is to use re- 
straining devices only when other methods of 
control are inadequate. Rather, restraints are 
carried aboard the aircraft for emergency 
use; this is illustrated in the current regula- 
tion(6) which reads in part as follows: 

Restraint. As a precautionary measure sufficient 
restraints will be carried aboard the aircraft by the 
medical crew for unrestrained Class 1-B and 1-C 
patients to insure that any emergency situation 
arising in flight, involving the patients, can be met. 


Patients are поё classified as I-A (severe 
psychotics requiring restraint) unless they 
are really disturbed and actually require re- 
straint and sedation during the trip. 

Among the 2,879 case reports in this study 
it is estimated that mechanical restraints 
were utilized during flight in fewer than 10% 
and it is emphasized that in these restraint 
was clearly indispensable. 

As would be expected, the main clinical 
types requiring restraint were those included 
under schizophrenic reactions in the 2 largest 
categories shown in Table 3, namely, the 
paranoid subgroup and the “not otherwise 
classified” subgroup. 

A detailed study was made of various 
mechanical restraining devices. Each would 
have some advantage over others in particu- 
lar circumstances and for various intervals of 
time. Crude methods such as improvised 
handcuffs and knotted sheets might serve for 
strictly temporary management in extra- 
ordinary situations—for example when a pa- 
tient suddenly becomes violent contrary to all 
predictions or where a patient breaks loose 
from apparently adequate restraints. 

The standard method of restraint when 
necessary is the use of well-padded wrist and 
ankle cuffs made of leather; they attach to 
the litter on a sliding strap which provides 
for limited movement of the extremities. 
Various auxiliary devices such as harnesses 
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have been designed not for routine but rather 
for emergency use. Some have been used in 
actual practice when patients became violent 
during flight. One of these is the system of 
web belting designed by Captain Kissel(7) 
for use in the Pacific area in 1943-1944 when 
all kinds of ready-made equipment were in 
short supply and where medical personnel at 
times had to rely on their own ingenuity and 
improvisations. 

Other strap systems have proved to be ex- 
tremely uncomfortable with seams and buck- 
les causing trauma and also interfering in 
many ways with necessary nursing care en- 
route. The straight jacket or camisole has 
been used in rare cases. It is hot and uncom- 
fortable and extremely active patients find it 
possible to escape. Another device that has 
been explored is a net enveloping the entire 
body; this would be carried on the aircraft 
for emergency use only. The net as presently 
designed prevents acess to the body of the 
patient without its removal. 

During the course of the School of Avia- 
tion Medicine Research Project a number of 


experimental devices were studied, The | 


theory was elaborated that, in line with mod- 
ern concepts, the aim should be to “control 
or manage” the patient rather than bluntly to 
“restrain” him. The principle of controlling 
gross body movements at the points of шахі 
mum leverage (the shoulders, pelvis, and 
lower thighs) proved to have positive merits 
apart from merely avoiding rigid restraint 0 

hands and feet. One of the devices 80 de 
signed is worthy of special attention. 154 
fairly simple leather harness passing aroun 

the thorax and over the shoulders. It con 
forms to another important principle of body 
restraint; namely, whatever system use 

should allow for some easy method of i 
creasing or decreasing the extent of restraint. 
Also it should be rather easy to release the 
patient quickly in case of emergencies and it 
would not interfere with attachment of a 
parachute harness when necessary. There 3 
a still later modification of this method "Y 
utilizes control straps for the lower thighs 


thus eliminating the necessity for ankle cuffs. | 


Ап important consideration in all methods 
of mechanical restraint with patients ОП lit 
ters is that of the effects of G-forces from © 8 
impact of crash landings and ће desirability 
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of rapid release of the patient in the event 
of emergency during air evacuation flights. 
TThe possibility of applying restraints to an 
ambulatory or seated patient is also worthy 
of some consideration. Some patients could 
be transported in a camisole restraint and 
permitted to sit up and move about on the 
plane, at times a perfectly satisfactory ar- 
rangement. In certain civilian psychiatric 
hospitals a device called the “locked chair” 
has been used to permit disturbed patients to 
sit up for intervals through the day and to 
allow some freedom of the arms and legs. 
The locked-chair has a cross-piece which pre- 
vents the patient from standing up and mov- 
ing around. This principle might be appli- 
cable when seats are available on the aircraft. 
Sedation is of course used when indicated 
for many Class I-A and Class I-B patients 
during air transportation. However, the use 
of mechanical devices when absolutely neces- 
sary for restraint without concomitant seda- 
tion has a greater safety factor for the pa- 
tient. All sedatives produce some changes in 
circulatory and respiratory physiology which 
during air transportaton are already subject 
to alterations resulting from altitude. The 
barbiturates are used most frequently because 
of convenience of administration but patients 
so sedated sometimes require oxygen during 
flight. Consequently, the use of paraldehyde 
has been recommended by many flight sur- 
geons as first choice but it is extremely un- 
popular because of its strong taste and odor. 
Nevertheless, it remains in the opinion of 
many the safest drug so far as alterations of 
physiology are concerned. In an effort to 
overcome some of the objections to the com- 
mon methods of administration of paralde- 
hyde a disposable ampule with a rubber tube 
leading to a plastic nozzle which could be 
used for rectal administration was developed. 
This device was actually produced in proto- 
type by a commercial drug company for pur- 


poses of research. Further testing will de- 
termine the feasibility of its standardization. 


SUMMARY AND CONCLUSIONS 


т. The literature pertaining to manage- 
ment of neuropsychiatric patients during 
transportation by air is reviewed. 

2, Methods employed by the military serv- 
ices including standard operating procedures 
are presented. 

3. Reactions to air transportation of ap- 
proximately 2,100 different patients making 
2,879, patient-flights are reported, Results 
indicate that neuropsychiatric patients can be 
advantageously and economically transported 
by air. Among the 2,879 reports studied, 
symptoms reported during flight were pres- 
ent in only 10.6%. No serious reactions oc- 
curred and no symptoms were reported that 
are considered to have untoward significance. 

4. Summarized are the results of a USAF 
School of Aviation Medicine research report 
concerning handling of néuropsychiatric pa- 
tients during air transportation. 
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PSYCHIATRIC SCREENING IN THE ARMED FORCES: 
HAROLD M. VOTH, M.D.? ToPEKA, KANSAS 


This paper is based on the author's experi- 
ences in the Psychiatric Screening Units at 
the United States Marine Corps Recruit 
Depot, Parris Island, South Carolina, and at 
the United States Naval Training Center, 
Great Lakes, Illinois. These units screen all 
in-coming recruits for the purpose of elimi- 
nating those unlikely to succeed in military 
life. These include mental defectives, psy- 
chotics, moderate-to-severe character disor- 


ders: the large group of so-called inadequate . 


personality, and those neurotics who seem 
likely to decompensate under stress, The rea- 
sons for disqualifying all classes except the 
neurotics, and to some extent, the less severe 
character disorders are obvious; there is, 
however, considerable controversy regarding 
character disorders, and especially neurotics. 

Psychiatric screening is necessary, but the 
limits of such a process demand clarification, 
and the internal structure of screening units 
requires modification. In order to emphasize 
the changes that will be proposed here, and 
in an attempt to give weight to my belief re- 
garding the disposition of neurotic recruits 
and other borderline cases, I shall first de- 
scribe the screening units of which I was a 
part. 

Following their physical examinations, in- 
coming recruits are sent to the Psychiatric 
Screening Unit. There they fill out a lengthy 
questionnaire designed to give information 
pointing to psychiatric and, to some degree, 
neurological disturbances, Psychiatrists or 
experienced psychologists devote 2 to 5 
minutes for review of the questionnaire and 
interview of the recruit in this initial screen- 
ing interview. If gross pathology is evident 
or there are suggestions of instability, this 
is recorded, and the individual is either sent 
to full duty or placed on a trial duty status, 
The 20-30%, who are placed on trial duty, 
are interviewed a second time 2 or 3 weeks 


1 The opinions or assertions contained herein are 
the private ones of the writer and are not to be 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 

? Lieutenant, Medical Corps, United States Naval 
Reserve, Inactive. 
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-discharge are neurotics and less severe cnai 


after they have begun training. Of the ap- 
proximately 25% who are seen for a second 
interview, roughly 5-10% are seen a third 
time, During periods of heavy induction or 
recruitment, a major portion of the day is 
used by the entire staff to conduct these 3 
successive interviews. At their third screen- 
ing interview, recruits bring a company com- 
mander's report of their performance with 
them. Company commanders may at any 
time refer a recruit for evaluation; and in- 
firmary officers frequently detect psychiatric 
disturbances at sick call, and make referrals 
to the Psychiatric Unit. These referral cases 
are often men in whom no psychopathology 
was detected at the initial screening inter- 
view. The third screening interview, and 
those of cases seen on referral, may last 20 
or 30 minutes, for at this time weightier de- 
cisions regarding the individual's military 
future are made, Because of the great 
amount of time spent conducting the initial 
and second interviews, these third interviews 
are often conducted under considerable pres- 
sure, in spite of the fact that it is here that 
the more important decisions are made 
Those men deemed unsuitable for military 


Service are admitted to an observation war 


for more careful assessment and disposition. 
Of those admitted to the ward, 50-757 46 
returned to duty, but approximately 14-24 
of the total incoming recruit population ае 
finally discharged via the Psychiatric Unit 
The large majority of men considered for | 


acter disorders, including immature and it- 
adequate personality. Most of these me? 
have not performed well at duty and Hr 
poorly motivated. These are the borderline 
cases about whom decisions are hard to make | 
and often several trials at duty, the help ] 
social histories, and much time are n! 1 
arrive at accurate decisions. Psychotics, men | 
tal defectives, and severe character disorder 
constitute no problem insofar as dispositio | 
is concerned. } it 
On the surface, such a screening um 
seems to be a smoothly running and effici ii 
organization. But is it, and what does 
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really accomplish? Are not many hours of 
valuable psychiatric time being misused? 
First of all, an obvious question is, why hold 
the initial screening interview, when at best 
only hunches are made regarding psycho- 
pathology and probable successful perform- 
ance at duty? Elimination of this interview, 
in which the entire staff participates, would 
in turn eliminate seeing those 20-3076 who 
аге called back for a second interview. The 
time saved would be enormous, not to men- 
tion the wear and tear on the psychiatric 
team, for it is no easy task to see endless 
numbers of men, Judgments become blurred 
and eventually the entire process loses much 
of its even dubious meaning. Since military 
regulations provide that each new recruit 
shall have a trial at duty, men are rarely ad- 
mitted for observation from their initial in- 
terview. Those few psychotics or severely 
disturbed individuals who simply cannot ad- 
just to military life would soon be referred 
to the Psychiatric Unit by their company 
commander, hence they would not be missed 
if this initial screening interview were elimi- 
nated or the method of conducting it revised. 
Company officers never hesitate to refer men 
for evaluation because of poor performance 
or inability to learn, for these men constitute 
their greatest headache, and they are happy 
to be rid of them. Actually then, the initial 
ahd second screening interviews accomplish 


little that a referral system could not. Most ` 


significant, however, is that I seriously doubt 
that we are able to predict the future of indi- 
viduals by brief psychiatric interviews. This 
agrees with the findings of Glass(r) who 
Showed that combat effectiveness cannot be 


accurately predicted on the basis of a brief | 


interview, and concluded further that his- 
tories, especially, are largely unreliable. The 
time gained by eliminating these 2 interviews 
could be used for the study of borderline 
Cases sent in by referral. In those cases mal- 
adjusted to recruit training, if neurotic symp- 
toms or pathological behavior is severe, deci- 
Sions are usually easy to make; but even 
here, the final outcome is often other than 
expected, if time is available to work with 
the case and study it thoroughly. Recruits 
Showing immaturity reactions often break 
down at the beginning of training, and it is 
all too easy to discharge them, particularly 


if there is insufficient time for adequate 
study. The individual's ability to stand the 
test of trial at duty is the most reliable indi- 
cator, but he must be studied while at duty ; 
and there must be available time to study 
cases having difficulty at duty. This time 
could be made available by eliminating the 
long, laborious initial and second screening 


interviews. This agrees with Bloomberg(2) 


who also believes that the impressions gained 
from a brief screening interview are inac- 
curate. 

No «doubt there are many psychiatric 
screening units not using trained psychia- 
trists for brief screening interviews. To do 


‘so is akin to using a well-trained surgeon to 


examine recruits for hernias, hemorrhoids, 
or flat feet. At initial screening, only gross 
signs of pathology are looked for; e.g. 
severe anxiety, withdrawal, severe exaggera- 
tions of behavior, psychosis, etc. There isn’t 
time for much else. Ong need not be a 
trained psychiatrist to detect these signs. I 
do not wish to imply that these interviews 
should be entirely eliminated ; it is important 
to see each new recruit, However, this could 
be done by a less trained examiner, who 
could hurriedly scan the recruit for gross 
signs of abnormality while reviewing his in- 
telligence score and psychiatric questionnaire, 
thus freeing the psychiatrist and experi- 
enced psychologist to study cases actually 
having difficulty in training. 

Further evidence of the ineffectiveness of 
the brief interview is supplied by some of 
my experiences with the other members of 
the psychiatric team who referred patients to 
the observation ward for study. As officer- 
in-charge of this ward, I soon detected a fre- 
quently appearing stock phrase peculiar to 
each psychiatrist, especially on borderline 
cases. Where the psychopathology was clear, 
such as a frank psychosis or a severe neu- 
rosis, all examiners described syndromes ac- 
curately. However, on borderline cases, 
these stock phrases frequently appeared: 
(1) "This poor inadequate, immature, de- 
pendent kid has been unable to continue in 
training, etc., etc." ; (2) “This is an aggres- 
sive paranoid character—better watch out 
for malingering”; (3) “This is a passive- 
aggressive reaction, with marked conflict in 
the psycho-sexual sphere"; (4) “Тыз kid 
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looks bad all over”, (the psychiatrist usually 
went on to describe recruits in vague terms 
that never pointed to any specific factors.) 
(5) the fifth examiner typically referred to 
depressive tendencies, and often considered 
suicide as a distinct possibility. 

Closer analysis revealed that each stock 
phrase was a projection of the more out- 
standing characteristics in the examiner’s 
own personality. Examples 1, 2, 3, and 5 
especially suggested this: they were giving 
thumbnail sketches of their own personali- 
ties. Were these examiners describing cases 
incorrectly, as I infer, or were they sensitive 
only to those borderline cases which were 
reflections of their own personalities? That 
these admission notes were often not descrip- 
tive of the psychopathology at hand was 
proved by more intensive study on the ob- 
servation ward, but regardless of what ex- 
planations are given, the brief interview is 
inaccurate when „used to elicit underlying 
psychopathology, and conclusions derived 
therefrom are highly speculative at best. But 
even more serious, recruits were often ad- 
mitted for observation who, had more time 
been available to examine them, might 
not have had to be admitted. Removing a 
recruit from his platoon is a serious matter 
in boot camp: it not only delays his training, 
but undermines his esprit de corps. The 
above-mentioned admission notes were usu- 
ally based on interviews lasting anywhere 
from 10 to 20 minutes. When these fre- 
quently turn out to be inaccurate as to psy- 
chopathology involved or predictability for 
service adjustment, how can a 2- to 5-minute 
initial screening interview or equally brief 
rescreening have any possible value? 

There was little debate concerning the dis- 
position of mental defectives or the severely 
inadequate personality. Here the decision 
rested on their ability to adjust themselves 
to training or their ability to learn, The psy- 
chotics had to be hospitalized, and decisions 
were nearly automatic as to their disposition, 
Epileptics, enuretics, somnambulists (after 
malingering was eliminated as a possibility) 
seldom posed much of a dispositional prob- 
lem. ‘The majority of cases, the neurotics, 
the mild character disorders, and the imma- 
turity reactions, were the ones about whom 
decisions were difficult to make, Should a 
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recruit with a transient hysterical sympton 
be discharged? How often do these people 
or relatively asymptomatic hysterical cha. 
acters, run amuck when under fire? Hoy 
schizoid should a recruit be and still be kept 
to duty? How much stress can a schizoid 
individual stand before he becomes schizo- 
phrenic? Should the immature boy who cries 
nightly for the first 2 or 3 weeks of recruit 
training be sent home? What about head. 
aches, backaches, painful feet, “blind stag- 
gers”, “miseries”, gastrointestinal disturb- 
ances, inability to urinate in the presence of 
other men, and a host of other symptoms? 
What are the criteria that tell us when ше 
will decompensate under stress? What indi- 
cators accurately point out the partially or 
completely malingered symptoms? Becausea 
recruit reacted with a symptom formation to 
the initial shock of training, but later became 
asymptomatic—is he a risk? Or even if he 
retains his symptoms all through recruit 
training, but performs adequately, should he 
be discharged? We speculate as to the dy- 
namics underlying abnormal behavior. Cat 
these speculations be used as cause for dis- 
charge? Aita(3) showed that it was imposi 
sible to predict the future of soldiers on the 
basis of previous poor performance. We 
noted that recruits often enter camp witha 
myriad of somatic complaints or other symp | 
tomatology, but with good leadership am 
improved motivation became entirely asymp- 
tomatic and performed well. To have dis- 
charged those men prematurely without 
quate study and trial at duty would have 
been a serious mistake. Egan (4) studied the 
records of 2,054 men who had been rejec К 
by Selective Service Boards as unsuitable fo | 
military duty one ог more times, but Wi 
were subsequently accepted for serviti 
79.4% of these men served successfully. 1 
the nearly 2 million men rejected by aa 
tive Service Boards during World Mes 
as psychiatrically unfit because of poor 77. 
tories and evidence of psychopatholoE? 
many undoubtedly could have served. 
concluded that unless an individual is P% 
chotic or so severely maladjusted as 10 
nonproductive in civilian life, he show! 6 
accepted for service. Pratt and майа 
ter(5) compared the combat records 0 
neurotics and 75 non-neurotics on the 
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of awards and decorations, total length of 
service, and length of overseas service, Al- 
though the level of performance was slightly 
lower for the neurotic group, he concluded 
that neurotics, unless severely incapacitatéd, 
should be used for military service. Plas- 
set(6) in his careful study of 138 combat 
troops, classified as neurotics, found that 
only 4 were evacuated for psychiatric rea- 
sons after 60 days of combat; 9 had received 
Purple Hearts, and 8 received Bronze Stars 
for Meritorious Service. Sharpe(7) studied 
395 neurotics and mild psychopaths who 
were salvaged during a 2-year precombat 
period. Only r2 were lost for psychiatric 
reasons during 50 days of combat. Brill and 
Beebe(8), who doubt that we understand 
predisposition as well as we think, believe 
that superficial psychiatric screening can only 
make a limited contribution te the control of 
psychiatric casualties during a war; that in- 
duction screening should be done only to re- 
move the very obvious misfits; and that a 
trial at duty is the only real test for doubtful 
cases. They conclude that psychiatrists 
should be concerned with better utilization 
of men on duty rather than with prediction 
of break down. 

If trial at duty is to become the factor de- 
ciding a man’s suitability for military serv- 
ice, then this concept requires clearer defini- 
tion. Under the pressure of heavy induction 
or enlistment, the path of least resistance is 
to remove a maladjusted recruit from train- 
ing, study him briefly, and decide to send 
him home on the grounds that he will “crack 
up” under more stress. To keep complain- 
ing, unhappy men at duty is no easy task, 
and the simplest thing to do is discharge 
them after placating one’s conscience with 
the rationalization that prolonged stress or 
combat would only result in another psychi- 
atric casualty. Because nostalgia and poor 
motivation are such large factors in cases of 
maladjustment, no decision regarding a re- 
cruit's suitability for service should be made 
in the first 2 or 3 weeks of training. The 
initial shock of being away from home can 
magnify minimal symptomatology to alarm- 
ing proportions. So-called inadequate per- 
sonalities often do not appear so inadequate 
after this initial shock is worn off, and with 
this group it is especially easy to draw hasty 
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conclusions, Understanding, but firmness, is 
the key to keeping men at duty so far as the 
psychiatrist is concerned. Men removed 
from duty for psychiatric study must never 
be allowed to feel “that they have it made." 
They must be led to believe that the observa- 
tion wards are a place where they are studied 
and helped, that they are admitted there for 
a brief respite only, and the focus must al- 
ways be an early return to duty. Recruits 
should never be allowed to lie around idly 
for weeks with nothing to do, this only rein- 
forces their symptoms and delays their train- 
ing. They should be seen immediately on 
admission, an understanding of their com- 
plaints should be determined as soon as pos- 
sible, and a decision reached, Recruits will 
often cry profusely, beg the examiner on 
their knees, or pray for divine help. Such 
cases have been returned to duty after sev- 
eral admissions to the observation ward, and 
they often eventually adjust. If their symp- 
toms and complaints continue unabated for 
several weeks, the possibility of discharge 
may be considered. I recall one case who 
was returned to duty with a military police 
escort. This man afterward became leader 
of an honor platoon. He had originally com- 
plained of headaches and painful back; he 
cried profusely, and finally refused to return 
to duty. He had been admitted to the obser- 
vation ward twice, and twice returned to 
duty. Another case complained of “blackout 
spells," weakness, nervous tension, etc. He 
was highly unmotivated. He had been twice 
returned to duty from the observation ward, 
and once by the Aptitude Board. In the last 
weeks of training, it became unmistakably 
clear that he simply could not adjust. Both 
of these men had had an adequate trial at 
duty lasting for many weeks ; it was possible 
to arrive at an accurate decision only because 
their trials at duty had been adequate. 

In spite of the criticisms offered above re- 
garding the techniques of psychiatric screen- 
ing, and in view of the thoughts just ex- 
pressed regarding utilization of neurotics and 
mild-to-moderate character disorders for 
military service, the following recommenda- 
tions are submitted : 

(1) All incoming recruits will fill out a 
questionnaire designed to elicit neurological 
and psychiatric pathology. The standard 
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each man. 

(2) These questionnaires and GGT scores 
will be reviewed in the presence of each re- 
cruit. This interview will be done by a psy- 
chologist or some individual familiar with 
the more gross aspects of psychiatric syn- 
dromes and should not last longer than 1 or 
2 minutes. The examiner should restrict 
himself to labeling as “suspect” not more 
than 5% of the total incoming population. 
Only the grossest signs of abnormal behavior 
or the severest history should be taken as a 
basis for calling a man back for a second 
interview 2 or 3 weeks after his training has 
begun. A recruit will practically never be 
admitted to the observation ward directly 
from this initial interview unless frankly 
psychotic, regardless of how bitterly he may 
complain, 

(3) By having regular meetings with the 
company commanders and infirmary officers, 
the psychiatric staff will instruct these officers 
as to the function of the psychiatric unit. A 
system will be worked out whereby malad- 
justed recruits can be referred for psychi- 
atric evaluation. These recruits will bring 
with them a record of their performance and 
a statement of the problem as seen by their 
company officers, Infirmary officers will 
refer probable psychiatric cases on a regu- 
lar medical consultation basis. When men 
are returned to duty from their referral in- 
terview, a report should always be sent to the 
Tecruit's superiors. These reports should 
include a brief psychiatric explanation for his 
maladjustment, and must state recommenda- 
tions concisely and clearly. Such ап arrange- 
ment is highly effective, and company officers 
are often eager to carry out suggestions when 
they are dealt with openly yet diplomatically. 
Psychological testing may be done at these 
interviews to determine latent psychopa- 
thology, and especially mental defectives will 
be detected in this manner, 

(4) Recruits may be admitted to an ob- 
servation ward only after an extensive trial 
at duty, and no man should be discharged 
from service unless he is mentally defective, 
frankly psychotic, or so severely neurotic or 
suffering from such a severe character dis- 

turbance that adjustment to military life is 
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by an adequate trial at duty where feasible, 
(5) Where disciplinary action is under 
consideration for a maladjusted recruit, th 
psychiatrist should intervene only where pSy- 
chological factors are unequivocal, 


Discussion | 

The procedures described in this paper un- 
doubtedly do not apply to many recruit train-| 
ing centers, and it is entirely possible that 
the screening procedures at the 2 recruit 
training centers on which this report is based 
have since changed. The main purpose of 
this presentation therefore is to give evideno: 
and add weight to the belief that psychi 
atrists cannot detect potential psychiatric | 
casualties on the basis of a brief screening | 
interview; and, to use psychiatrists in this| 
manner is to misuse them. Psychiatric 
Screening is necessary, but it should be a 
running, continuous process throughout the 
entire training period, and the psychiatrist 
should be called in only when maladjust- 
ment occurs. Combat psychiatrists can uni 
doubtedly offer the best evidence regarding 
the suitability of neurotics and certain chat 
acter disorders for combat or for попот 
batant military service. However, on the 
basis of my experience with recruits, it i$ 
clear that many neurotics and mild-to-mot 
erate character disorders can function m4 
military organization if properly handled and 
not allowed to utilize the primary or secon 
ary gain of their symptoms. I have been fè 
peatedly amazed at the quantity of €& 
strength many neurotics have been able 0 
muster during periods of stress. As у^ 
know of no accurate measure of this reserve 


SUMMARY 


I. Psychiatric screening procedures of 
2 large recruit training centers have 
described, and a revised screening P% 
suggested. M 

2. Exception is taken to the premise 
brief psychiatric screening is of value in pre 
dicting possible psychiatric casualties, XCF) 
in certain obvious cases. It is suggested UP. 
trained psychiatrists be spared this task 97 
should devote their full attention to 
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justed recruits and to better man power utili- 
zation. 

3. It is suggested that only the obviously 
psychiatrically unfit be rejected for service 
and that decisions regarding nonpsychotics 
should be based primarily on an adequate 
trial at duty and only secondarily on history 
and impressions regarding psychodynamics, 
etc. 
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SELECTIVITY AND OPTION FOR PSYCHIATRY! 
C. P. OBERNDORF, M. D., New York Сту 


The topic for this address did not seem to 
lend itself well to extemporaneous presenta- 
tion and because of difficulty with my eyes 
which you must have noticed, I thought the 
best method of presenting my paper would 
be through the tape recorder. It not only re- 
produces the voice but it can be shut off at 
any point for spontaneous comments, 

The idea of recordings for psychiatric 
presentation occurred to me in 1935 while 
working with a case of depersonalization. It 
seemed extremely desirable to reproduce the 
patient’s dead, toneless voice. The Dictaphone 
Company kindly cooperated by constructing 
a specially designed instrument for this re- 
cording and it was presented at The New 
York Neurological Society,’ but its fidelity 
did not compare with the present improved 
tape recording, 

Terms such as option, discrimination, pref- 
erence, selectivity, and segregation are gen- 

erally in disfavor in the social scheme and 
philosophy of a democracy such as we live 
їп. So at the outset, I wish to make un- 
equivocally clear my agreement with this 
philosophy and opposition to legalized segre- 
gation in the social scheme. The latter, I 
believe, is disadvantageous to those who are 
excluded and probably ultimately automati- 
cally harmful to those who are presumably 
privileged by the segregation of minority 
groups. Usually these excluded groups, such 
as sects, cults, etc., are most likely to be alien 
to the majority in some characteristic. 

Attached to the sedate red brick wall of 
the old New York Presbyterian Hospital on 
Madison Avenue was a bronze tablet which, 
as I remember, was inscribed: “For the sick 
without regard to race, creed or color.” Asa 
youth I often stood before it, fascinated by 
its inspired and inspiring sentiment. Later, it 
became apparent how practicable and sound 
this principle could be as a social philosophy 
as well as in its clinical application. 

The drive of many forces threw my efforts 


1 Presidential address delivered before the annual 
meeting of the American Psychopathological As- 
sociation, New York, June 5, 1953. 

2 Oberndorf, C. P.: The Dictaphone As An Aid 
to Psychiatric Case Presentations, J. of Mental and 
Nervous Dis., Vol. 86, No. 1, July 1937. 
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into the realm of mental sickness—to which 
I had previously given little thought. The 
suffering of the insane in the crowded halls 
of Manhattan State Hospital was more pitia- 
ble, more enduring than aught which I had 
seen as an intern at Bellevue Hospital, with 
its anguished, lethal breathings. "These men- 
tally ill were crippled by injuries which could 
not be treated with agents universally effec- 
tive in general medicine and surgery. Quinine 
against malaria would be equally potent with 
a Buddhist or a Baptist, even with the bel- 
ligerent members of the Northern and South- 
ern branches of the Baptist Church. But in 
mental illness conditions exist which require 
special consideration of race, creed, and color 
before they can be even gently touched. Spe- 
cial knowledge in two particulars, at least, is 
necessary for effective treatment—linguistics 
and an understanding of racial heritages. Of 
course, the mere possession of such knowl- 
edge by the psychiatrist does not necessarily 
give him the skill to apply it. He also needs 
a particular quality of character and disposi- 
tion to convey confidence to a broken, suspi- 
cious, or resentful patient. 

Segregation in certain schools that exclude 
pupils of a given race, creed, or economic 
level, or social heritage is apt to react un- 
favorably upon the pupils in fostering false 
self-evaluations and fixations and in stigma- 
tizing children who are not admitted as m- 
ferior or undesirable. Perhaps this position 
may even be extended to the college frater- 
nity, an organization intermediary between а 
group formed to foster friendships among 8 
selected few and an exclusive group which 
eliminates possible members because of race 
creed, or color. Situations from which a per- 
son is pointedly excluded often crystallize 
long-harbored feelings of insurmountable 
prejudice and produce reactions which fall 
within the province of the psychiatrist. Thus 
a half-hearted attempt at suicide followed 
the failure of a Princeton student to be | 
elected to one of the more prominent undef- 
graduate clubs at the university. 

Of course, such schools, and similar forms 
of selectivity, can persist only because 0! - 
deep-seated feelings on the part of adults _ 
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(parents) who choose to support them be- 
cause they consider the standards conducive 
to the perpetuation of ideals retained by 
them. They may regard such optional modes 
of social adaptation desirable not only for 
their own good but, and perhaps sincerely, 
for the general welfare of society as a whole: 
for example, that the ruling group should 
consist of an oligarchy of the intelligent. 
Such feelings, handed down from father to 
son, cannot be altered rapidly by legislation. 
The free school system, over a hundred years 
old, has not elimirtated private or sectarian 
schools which preserve the beliefs, ethics, and 
moral standards of the parents; e.g., parents 
unwilling to accept full responsibility are apt 
to choose a progressive school for their off- 
spring, the devout Catholic a parochial school 
or college, thus extending the atmosphere of 
the home to the school. Sitpations involving 
homogeneity persist in housing in cities where 
segregation is not legalized but determined 
by individual choice, and people move away 
when "'undesirables"—]apanese, Chinese, or 
the like—infiltrate a “пісе” neighborhood. 

The topic on which I wish to focus atten- 
tion is not the merits of legalized segregation, 
such as a red-light district or the proximity 
of churches to saloons, but the therapeutic 
setting which is most advantageous for the 
restoration of persons who are mentally ill 
to social and mental health and the need for 
Such provision. In the final analysis, psychi- 
atric therapy aims toward the return of those 
who have drifted from an accepted norm to 
conduct and thinking within a scope of that 
concept. 

May I cite an outstanding example which 
came to my notice, not in any sense of criti- 
cism but because it illustrates the point strik- 
ingly. In the State of New Mexico there is 
a mixed population of Indians, Americans 
of Spanish descent, and Americans popularly 
called Anglos, who have European ancestors 
other than Spanish. Here we find only the 
One state hospital for the insane at Las Vegas. 
The population of the hospital, numbering 
something over 1,100, consists of about 70% 
Spanish-Americans, nearly all Catholics, 
about 25% Anglo-Americans, mostly Prot- 
estants, and 5% native American Indians.* 
— 


? The author is indebted to Dr. John P. Howser, 
Clinical Director of New Mexico State Hospital for 
these data, 


The staff of physicians and nurses is al- 
most entirely English-speaking, as are many 
of the attendants. Merely because of lan- 
guage difficulty, it would be almost impos- 
sible for a physician who did not understand 
Spanish, was unfamiliar with the Spanish- 
speaking American’s temperament and social 
heritage handed down for over 300 years, 
and possibly unsympathetic to Catholicism, 
to make a diagnosis and to administer any 
therapy which included linguistic communica- 
tion. In translations the idioms, nuances, and 
finesses of expression, so meaningful to a 
patient, vanish when communicated mechani- 
cally by a third person in a second language. 

The need for a second hospital for the in- 
sane in New Mexico is great, for the over- 
crowding and inaccessibility of Las Vegas 
to certain parts of the state have long been 
matters of concern to civic organizations, 
However, it is likely that should a new hos- 
pital be designated exclysively for Spanish 
and Indians, or Anglos and Indians, staffed 
correspondingly, incensed protestations 
against such segregation might arise from 
each of the three groups concerned—and this 
in the face of the obvious benefits, from the 
psychiatric angle, which such a separation 
might yield, 

It may be advanced that having psy- 
chiatrists of various creeds and nationalities 
selected on that account for services in non- 
sectarian psychiatric institutions—for exam- 
ple, Spanish-speaking physicians to take care 
of Spanish patients in an institution such as 
Las Vegas—would fulfill this need. But this 
alternative would not equate the advantages 
of treatment undertaken in a general setting 
where the patient feels at home, i.e., in New 
Mexico, a hospital where the food, language, 
and personnel are Catholic Spanish-Ameri- 
can. Indeed, a Spanish-American physician 
might well, unconsciously, feel resentful to 
the Anglo psychiatric patient, now at his 
mercy through illness, because of an inher- 
ited resentment of the conquered to their 
conquerors. A psychiatrist presumably should 
be able to maintain his equanimity and im- 
partiality in the assessment of his patient's 
psychosocial deviation. However, this isa 
practical impossibility, as has become appar- 
ent with psychoanalysts who have undergone 
prolonged analyses to free them of their 
blind spots and biases. At times, impartial 
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(if there can ever be such a thing) outside 
observers say that all private analysts are defi- 
nitely non-socially minded because their prac- 
tice, based upon fees, places them automati- 
cally in the category of capitalistic thinking. 

Certain groups to which we belong, being 
biologically determined, never change. They 
are: (1) sex, (2) age, and (3) color group- 
ings. The question of separating the first 
group (sex) in hospitalization is never ques- 
tioned and rarely is the second, namely, the 
undesirability of mixing children with adults, 
and more recently, of the ever-growing num- 
ber of old-age psychotics with the average 
adult age group. 

Some may object that segregation in in- 
stitutions would tend to perpetuate sectarian- 
ism, which forward-looking people hope will 
ultimately disappear. This criterion often su- 

persedes all others in the mind of minority 
groups. Some years ago the question came 
up in the Committee for Mental Hygiene 
Among Negroes of the impossibility for Ne- 
groes to avail themselves of treatment in the 
best private mental hospitals in the New 
York area. An ever increasing number of 
Negroes, mostly from the fields of amuse- 
ment, literature, and sports, can afford such 
accommodation. Therefore, in line with the 
contention of this presentation, I suggested 
the establishment of an endowed mental hos- 
pital for Negroes with private quarters, simi- 
lar to the one (Hillside Hospital) I had pro- 
posed in 1922 for Jews, which would cater 
to the latter’s linguistic and ritual needs. It 
was based solely upon the opinion that it is 
simpler to achieve a restitution to health 
when the patient’s confidence is gained and 
this is more readily attainable in a setting in 
general sympathy and empathy with his pre- 
vious experiences. However, a Negro mem- 
ber of this committee, a journalist, quietly re- 
plied, “Doctor, others see a different solution 
of the problem’—distinctly indicating the 
exertion of pressure to force a change in the 
position of established white institutions, 
completely misunderstanding the psychiatric 
basis of my proposal. 

It would seem, then, that an institution 
such as the Veterans Hospital at Tuskegee, 
where an all Negro staff of psychiatrists and 

nurses administers treatment to an all Negro 
patient population, serves this particular 
group more efficiently than would be possible 


with a white staff. On the other hand, I 
would be inclined to question the desirability 
of having an exclusively Negro student body 
with an exclusive Negro faculty such as op- 
erates the Tuskegee Institute which adjoins 
the Veterans Hospital. However, the mil- 
lenium is far away and the most that can be 
expected or desired in central Alabama in 
the near future would be a mixed faculty 
membership. 

Psychiatrists, as doctors, treat sick people 
but the depth of such sickness is largely de- 
termined by the degree to which patients de- 
viate from accepted values, standards, or 
norms. Indeed, capacity for adaptation and 
change to current customs may be considered 
an essential characteristic of normalcy. In 
other words, a woman of forty-five who has 
been unable to change her bathing suit from 
one consisting of bloomers, dress, and stock- 
ings to a halter and shorts would be regarded 
as decidedly peculiar. The same might be 
said of nonconformists in broader categories 
such as those persons who espouse commu- 
nism in a democracy or democracy in a com- 
munistic state. To test the validity of this 
idea I asked an intelligent layman what he 
thought of the mental condition of Commu- 
nists in this country and without hesitation 
he replied: “Certainly 75% are very odd 
people, funny people—nuts.” This opinion 
might be easily reversed where a Nazi psy- 
chiatrist selectively limited his practice of 
even accepted Jewish patients in the Ger- 
many of 1936—he would probably have been 
considered very odd, or criminal, or insane: 
There did exist during the Hitler regime 
Nazi psychiatrists, but a psychoanalyst could 
not continue and remain true to psychoana- 
lytic individualism. j; 

In the matter of racial heritage, the Ameri- 
can Spanish-speaking patients such as I have 
arbitrarily signalled out in New Mexico, and 
here one might substitute the words Negro 
Mormon, or Chinese, as well as the Seven 
Day Adyentists—a small religious 8100р 
which is native, white, Christian, and English 
speaking, but nevertheless reacts very largely 
as an alien body—are in a handicapped post 
tion through a century of exclusion by 9? 
entrenched majority of neighbors. This has 
engendered defenses which usually only the 
initiated can recognize and sympathetically 
tolerate. 


1954] 


С. Р. OBERNDORF 757 


Less obvious aspects of the same difficul- 
ties in all mental hospitals come to mind 
and they center around such general prob- 
lems as identification, appersonation, trans- 
ference, positive and negative, and cotnter- 
transference. By this it should not be 
assumed that Negroes with mental afflictions 
should be treated only in Negro hospitals by 
Negro psychiatrists, children by extremely 
young people, or Catholics, Jews or Episco- 
palians by psychiatrists of their own per- 
suasion. Nevertheless, from a therapeutic 
standpoint, transference in its positive form 
is most likely to be easily established and 
examined (analyzed) between patient and 
hospital and patient and physician if their 
psychological biases do not differ too widely. 
Sometimes the patient has been bitterly dis- 
appointed in his own group (parental set- 
ting). In such instances @ psychiatrist with 
a different background may be more effective 
in convincing the patient of the admissibility 
of the position of this group or class, which 
he is attempting to evade by renunciation. The 
fear of the stranger, originating in the young 
child’s feeling of security in the accustomed, 
and need for protection in the face of the 
unfamiliar person or place are almost instinc- 
tive. They are reactivated when in later years 
the individual finds himself thwarted in adap- 
tation to a threatening or incomprehensible 
outer world. This need is perhaps universal 
and in many cases persists and increases in 
old age, when the need for assistance at a 
childlike level returns. 

Mental hospitals differ from other hospi- 
tals in that patients are usually not confined 
to bed and are encouraged to engage in group 
social activities as part of the treatment. Most 
mental patients have experienced difficulty in 
making social contacts under circumstances 
in which they are at home. For that reason 
many private mental hospitals select their pa- 
tients because they offer a social environment 
into which the patient is most likely to fit, 
and such institutions also exercise their op- 
tion of receiving patients who will not be put 
to an additional effort of adapting to an un- 
accustomed setting. Such a homogeneity is 
conducive to social relationships and fosters 
а feeling of tacit acceptance valuable to the 
peace of mind of most mental patients. 

Similar situations exist in outpatient psy- 
chiatric clinics, such as at St. Vincent's, 


Mount Sinai, and Presbyterian Hospitals in 
New York. The services in each of these in- 
stitutions attract mostly patients—but also 
are staffed by physicians and social workers 
—of the respective theological backgrounds. 
The philosophy of each clinic is inevitably 
determined by specific traditions. 

This topic seems timely, for during the 
past decade scientists and psychoanalysts 
who regard their practice more as a science 
than an art seem less inclined to attack or- 
ganized religion, and theologians are more 
willing to draw from psychiatry “scientific” 
facts which they blend with a particular the- 
ology.t Even a special coloring of psycho- 
analysis might be expected to appear when 
administered in any national or age group, 
or religious setting. This would manifest it- 
self especially in the handling of problems of 
sex and sin, which are so often at the base 
of mental maladjustment. 

The objection may bę raised that just this 
type of individual pandering to special groups 
would tend to counteract movements to abol- 
ish distinctions, which are becoming more of 
a reality in this country at least. However, 
not only in the United States, but the world 
over, groups are influenced by heritage of 
suspicion and are isolated by language diffi- 
culties which accentuate their mental hazards. 
Until they can accept assimilation, not only 
into their own nation but into the family of 
nations—still only a remote ideal—special 
provision is desirable for those who are badly 
adapted in their own group. 

There comes a time in the process of as- 
similation of alien folk in this country when 
they voluntarily abartdon open allegiance to 
their heritage. Often this assumes an over- 
compensatory intensity which may grow into 
such tragic proportions with the second gen- 
eration that it comes to the notice of the psy- 
chiatrist. When this time arrives, the children 
of Italian or Russian parents often develop a 
pointed desire to avoid identification with 
their groups by change of name, religion, or 
residence. 

For people in transition, a hospital such as 
I have mentioned is neither intended nor de- 
signed. It might be a hindrance rather than a 
help to them in their striving to abandon 


4For example, VanderVeldt, James H, and 
Odenwald, Robert P. Psychiatry and Catholicism. 
New York: McGraw-Hill, 1952. 
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old identifications and establish themselves in 
new ones. The option should rest with them 
and they often insist upon it. This would 
also apply to private psychotherapy and one 
of its particular forms, psychoanalysis. Phy- 
sicians whose personalities strongly recall the 
ideals from which the patient is attempting 
to escape and who arouse strong negative 
feelings in the patient during the initial con- 
tact, are usually quickly abandoned by the 
patient. They will seek a doctor whose char- 
acteristics and outlook more nearly corre- 
spond with their own unconscious and con- 
scious strivings. 

If the psychiatrists are psychoanalytically- 
minded, each might find in Freud’s elaborate 
structure certain postulants reflecting the 
tenets of many philosophies and faiths. 
Freud’s pessimistic view is expressed in Civi- 
lization And Its Discontents: “I can at any 
rate listen without taking umbrage to those 
critics who aver thet when one surveys the 
aims of civilization and the means it employs, 
one is bound to conclude that the whole thing 
is not worth the effort. . . . My courage 
fails me, therefore, at the thought of rising 
up as a prophet before my fellow-men, and I 
bow to their reproach that I have no consola- 
tion to offer them.” This outlook of Freud’s 
is reminiscent of the hopelessness of Calvin- 
istic predestination, and might creep into the 
psychoanalyst’s feeling, reflecting itself in 
passive inactivity. A study group in psycho- 
analysis їп а Dominican Order in Montreal 
has been in existence for some years. A 
Catholic psychoanalyst or a psychoanalyti- 
cally informed priest will find in the catharsis 
of psychoanalysis a procedure long success- 
fully employed by their Church in the form 
of confession. They might feel inclined to 
assuage the conflict which includes guilt, and 
thoughts hitherto unconscious, by suggesting 
that the patient receive absolution. Jews, too, 
might find some solace in Freud’s thought 
that one can defend oneself against the 
dreaded outer world only by turning away 
from it, in order to attain security and peace. 

Freud, at least theoretically, was inclined 
to avoid decisions of an ethical or moral na- 
ture in the treatment of social problems 

which enter into all mental illness. He thought 
his function sufficed when the patient has 


5 Freud, Sigmund. Civilization And Its Discon- 
tents, p. 142. London: The Hogarth Press, 1953. 
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progressed to a point where he might select } 
his course of action uninfluenced by any | 
opinion of the psychiatrist. From what I 
know of Freud’s procedure and actual prac- | 
tice, he deviated frequently from this sci- 
entific, impersonal conception. The sensitive 
Ferenczi, after 20 years of allegiance {о 
Freud, and later other analysts, abandoned 
the cool, passive technique in favor of actual 
encouragement of the patient in one direction 

or the other, giving consideration to moral 
and ethical factors—of course, as he valued 
them. I think it is quite likely that a member 

of the East Indian Psychoanalytic Society 
would apply the Ferenczi technique with a 
very different slant, as would a member of а 
North American Indian Psychoanalytic So- 
ciety, should one ever be formed. 

The object of all psychotherapy is to bring 
about an integradon within the individual, 
for the lack of such integration leads the 
individual into difficulties with himself and 
his environment. The concept of an auton- 
omous individual is imaginal. He is con- 
tinually being influenced and changing, awake 
and asleep, through pressures both physical 
and psychical, from within his body and from. 
without. The same may be said of the psy- 
choanalytic categories of the mind, the Id, 
the Ego, and the Superego, which in psychi- 
atric discussions of conduct sometimes ap- 
pear to be regarded as almost autonomous. 
These categories, like the individual, are al- 
ways in flux, 

The thesis of this paper has been that the 
integration of the mentally disturbed individ- 
ual can best be achieved if he is treated by 
one of those who understand his motivations, 
rather than by one considered expert in @ 
particular form of mental illness. If both сап 
be combined in the same individual, we 
approach the ideal. With his mental equ 
librium re-established, the patient can more 
readily readapt himself to the group ™ 
which he is placed by time of his birth, 
color, or locality. Therefore it seems probable 
that for many years there will be а place fof 
the selective mental hospital which serves 9 
distinct need. In time it too may follow the 
pathway of the individuals for whom it was 
originally planned, adjusting itself to the 
ideation and customs of the majority © 
which it usually eventually yields. 


RELIGION, NATIONAL ORIGIN, IMMIGRATION, AND 
MENTAL ILLNESS * 


BERTRAM H. ROBERTS, "M. D, AND JEROME K. MYERS, Pn. D.? 
New Haven, Conn. 


In the midst of the current dynamic orien- 
tation in psychiatric theory, the investigators 
in this study have reapproached some of the 
major social variables that have been part 
of the basic etiological data of clinical psy- 
chiatry. These are long-standing regularities 
which must either be included in psychody- 
namic theory or dismissed as artefacts. The 
distribution of mental illness among religious 
and nationality groups is a subject of special 
interest since these factors undoubtedly 
create a great deal of personal conflict. 
People still tend to type theselves according 
to these labels even though this form of dif- 
ferentiation is very much discredited in the 
American ideology. Beyond this rejection 
based upon our system of values the scien- 
tist cannot disregard certain empirical find- 
ings in the distribution of mental illness 
which have turned up with considerable 
regularity. 

It has been pointed out in previous studies 
that the diagnostic categories of mental ill- 
hess are not proportionately distributed 
among the religious and nationality groups; 
also, that immigration into the United States 
has a determining effect upon the occurrence 
of mental illness. Most of the preceding in- 
vestigations have dealt with the numbers of 
first admissions to mental hospitals(2, б, 7). 
There have also been surveys of Selective 
Service examinations which represent ran- 
dom samples of the male population within 
certain age limits(4). In this study, we have 
examined the distribution of psychiatric ill- 
hess according to religion, national origin, 
and immigration in an urban center with a 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif. 
May 4-8, 1953. 

? From the Yale University Departments of Psy- 
Chiatry and Sociology, aided by USPHS Mental 
Health Act Grant MH 263 (R), "Relationship of 
Psychiatric Disorder to Social Structure." Also 
Participating in this research were F. C. Redlich, 
A. B. Hollingshead, H. A. Robinson, and L. Z. 
Freedman. 


population of approximately 250,000. Since 
the previous studies were carried out то to 30 
years ago, our findings can be expected to re- 
flect some of the trends brought about by 
advancement in psychiatric treatment and 
also some of the effects of changing social 
conditions. 


DESIGN OF THE SURVEY 


A survey was made of all patients with 
residence in the metropolitan area of New 
Haven under the treatment of a psychiatrist 
on December 1, 1950. For each patient a 
schedule was addressed ¢o his psychiatrist or 
filled out from his record in a mental hospi- 
tal or outpatient clinic. The effort to cover 
the entire population under psychiatric treat- 
ment on this particular date involved contact- 
ing all the practitioners, clinics, and hospitals 
in the state and nearby regions, as well as 
national hospitals treating New Haven pa- 
tients, In the total, 1,963 cases were found 
with 1,393 located in public hospitals, 37 in 
private hospitals, 159 in clinics, and 374 
being treated by private practitioners, 

A direct inquiry was made about the pa- 
tient’s place of birth, rearing, and religion ; 
also the nationality of his parents in order 
to determine his national origin. The psy- 
chiatric diagnosis proposed by the practi- 
tioner or the record was converted into the 
Veterans Administration diagnostic scheme 
after agreement with the opinion of members 
of our psychiatric team.’ Since consensus 
was difficult in certain of the subcategories, 
the differences were resolved by combining 
the subcategories under a more general head- 
ing. This was necessary for the psychoneu- 
rotic, psychosomatic, and character disorders. 
Alcohol and drug addictions were grouped 
together as were the affective disorders and 
the illnesses of senescence. The small num- 
ber of organic mental illnesses necessitated 


3 Adapted from the Veterans Administration No- 
menclature: TB 10A-78. 
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TABLE 1 


DISTRIBUTION OF PSYCHIATRIC AND GENERAL POPULATION Accorpinc TO DrAGNosIS 
AND RELIGIOUS AFFILIATION 


Catholic Protestant Jewish 
Wo. SA aN | N % 
General population ................. 6736 575 3,869 330 1,108 09.5 
Total psychiatric population ....... ++ 1,059 57.0 576 31.0 223 120 
Psychoneurotic and character dis- 

ЗИН ЕДИНКА Л sre mE 189 ga 122 29.8 98 240 
Alcohol and drug addiction. . бт $ 28 315 о оо 
Schizophrenia ..........- 506 бо. 245 294 8i 07 
Affective disorders 2305 86 551 53 34.0 17 109 
Psychosis with mental deficiency 56 615 23 25.3 12 132 
Disorders of senescence 100 559 67 374 з 68 
Epilepsy .....:.. 25 715 9 257 I 2.9 
Other organic .. 36 53.8 20 434 2 28 


their inclusion under one heading. The 
final form of the diagnostic scheme which 
has been carried through the entire study is 
presented in Table т. 


FINDINGS 


Religion and Mental Illness.—The analy- 
sis of the population broken down into the 
3 major religious groupings is shown in 
Table 1. Comparison of this psychiatric 
population with a control group consisting 
of a 5% systematic sample of the general 
population reveals a significant statistical 
difference in the distribution of total men- 
tal illness, the psychoneurotic disorders, 
and alcohol and drug addiction among the 
religious groups. In addition, significance 
is approached in the distribution of the or- 
ganic illnesses. However, it was found that 
schizophrenia, the affective disorders, psy- 
chosis with mental deficiency and illnesses of 
senescence were distributed in the same pro- 
portions as in the general population. Since 
it was found in a previous analysis that social 
class is also a determining factor in the dis- 
tribution of mental illness, this possibility 
was checked in all of the significant findings 
in this study(8). This was of importance in 
the finding that psychoneurotic disorder 
among Jews was 2} times above expectation. 
Our check brought out that social class ac- 
counted for this skewed religious distribution 
in the lowest socio-economic level ; however, 
only 10% of the neurotic patients were in 


4'The Chi Square test for difference was utilized 

` in all calculations in this paper and significance is 

defined at the .05 level, although in most cases it 
was less than .01. 


this level. The Catholic group was found to 
be inordinately high for alcohol and drug 
addiction, and it is remarkable that there 
were no Jews with this form of illness, So- 
cial class was of no importance in this 
instance. j А 
Our findings have been compared with 
those of Malzberg and Dayton, using first 
hospital admissions(2, 6). As would be ex- 
pected, our rates were higher for psycho- 
neurotic disorders since we had included am- 
bulatory patients. In all other categories out 
findings are substantially the same as those 
of other investigators. In contrast to what is 
stated in 2 textbooks of psychiatry(3, 9), 
we did not find a higher rate of affective dis- 
orders among Jews. This observation was 
also made by Malzberg(5) in 1930. 
National Origin and Mental Illness —The 
response to the question regarding national 
origin cannot be taken as an entirely vali 
indication of nationality. It is merely the 
respondent’s subjective impression of | the 
patient’s origin. Since our data on this item 
were crudely defined, analysis was limited in 
4 categories representing relatively distinct 
groups—the Trish, Italian, Negro, and Jew 
ish5 As national origin of the parents dif- 
fered in only 10% of the cases, that of the 
father was used as the index. As there 216 
no general population figures dealing W! 
national origin, it was necessary to compare 
the distribution of diagnoses within 60 
nationality group (See Table2). ' . 
Significant differences were found in the 
distribution of mental illness among these 4 
5 Negroes are included although strictly speak 
they represent a racial group. 
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TABLE 2 


DISTRIBUTION OF PSYCHIATRIC POPULATION Accorpinc TO SELECTED ETHNIC GROUPS 
AND DriAGNOSIS 


Irish Italian Jewish Negro 
* No % No % ‘No. % Ne % 

Psychoneurotic and character dis- 
orders 50 15.5 93 23.4 98 439 10 ILI 
Alcohol and drug addictions. 35 10.9 i OA ово 8 .99 
Schizophrenia .. 153 47.5 192 484 81 363 50 556 
Affective disorder. 23 4. A EPE TAE P E E, 9:716 I LI 
Psychosis with ment; Ха 3,7, 21 5.3 12 5.4 3 33 
Disorders of senescence 42 130 36 91 та 54 90 10,0 
Epilepsy о оо з 08 1-004 SAT LI 
Other organi: 7:522 14 3.5 2 09 8 89 
Total . 322 90.9 307 100.1 223 99.9 90 1000 


groups. Within the individual groups Jews 
were high for psychoneurotic disorder (Ta- 
ble т). The Italians were low for alcohol and 
drug addiction while the Irish were high. 
Clearly the high rate of alcoholism among 
Catholics mentioned previeusly actually is to 
be found in the Irish group since these 2 
nationalities make up the majority of Catho- 
lics in this city. A unique finding is that 
Negroes were extremely low in their propor- 
tion of affective disorders(10). Six of the 8 
Negroes with organic disease had general 
paresis ; however, this represents a dramatic 
decline in total numbers in comparison with 
earlier studies(2, 6). All other findings are 
substantially the same as previously pre- 
sented. 

Immigration and Mental Illness.—Since 
immigration into the United States has been 
very low during the last 2 decades, the aver- 
age age of the foreign-born population is 
considerably higher than the native-born. 
For this reason, analysis was limited to a 
comparison of the psychiatric and general 
population over 21 years of age. These find- 
ings are presented in Table 3. There is a sig- 
nificant difference in the distribution of na- 
tive- and foreign-born with a higher propor- 
tion of foreign-born in the total psychiatric 
population and in the diagnostic categories of 
affective disorder, illnesses of senescence, 
and the organic illnesses. A significantly 
higher occurrence of psychoneurosis is found 
among the native-born. In the remaining 
diagnostic categories there are no significant 
differences between the native- and foreign- 


9 The data on the country of birth of the general 
population were obtained in 1950 United States Cen- 
sus reports. 


born. The similarity between these findings 
and those of Dayton(2) is remarkable if 
neurosis is excluded from the computation. 

The foreign-born population was broken 
down into specific national groups (Table 4). 
It was found that the Italians were high for 
affective disorders and illnesses of senes- 
cence. The Irish were high for illnesses of 
senescence and the addictions but devoid of 
any psychoneurotic disorders. Northwest 
Europe was high for illnesses of senescence ; 
Poland and Russia for affective disorders 
and schizophrenia. These findings show the 
same relative trend reported by other inves- 
tigators. 


GENERAL DISCUSSION 


It is important to note that this survey is 
not a true prevalency study of psychiatric 
illness: it is limited to those people with 
mental illness who are under the treatment 


TABLE 3 


б 
DISTRIBUTION OF PSYCHIATRIC AND GENERAL PoP- 
ULATION, 21 YEARS OF АсЕ AND OVER, BY 
Nativity AND PSYCHIATRIC DIAGNOSIS 


Native-Born Foreign-Born 

ee Kw 

General population.... 135,568 79.5 34,900 20.5 
Total psychiatric popu- 

lation 1,363 77.0 408 23.0 

Psychoneur: 

character disorders. 313 93.2 23 68 
Alcohol and drug 

addictions .. E 70 854 12 146 

Schizophrenia ... 643 76.9 193 231 


Affective disorder: ДА 102 654 54 346 


Psychosis with men- 


tal deficiency ..... 67 848 12 152 
Disorders of senes- 
Le kai sie ras от 503 95 4 7 
pilepsy .... 32 91.4 . 
Other organic 45 682 21 318 
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TABLE 4 


DISTRIBUTION or PSYCHIATRIC AND GENERAL POPULATION, 21 YEARS OF AGE AND Over, nv COUNTRY 
or BIRTH AND Psycutatric DIAGNOSIS 


Poland Other 
N.W. and For.- Native 
Ttaly Ireland Europe Russia Born Воп 
o. % No % No % Ne Ф Ne % No. 
General population .......... 133690 7.8 3,357 20 5,723 34 7,252 43 5199 3.0 135,568 795 
Total psychiatric population.. 135 76 5I 29 64 36 97 55 6 3.4 1363 770 
Psychoneurotic and charac- 
ter disorder ............- 5 LS о оо 6 18 5 З 7 25 из p 
Alcohol and drug addictions. Y 4 49 3 gm 22. 4 
осона i ELIO MUI 56 67 23 28 27 32 60 72 27 $2 643 769 
Affective disorders ........ 25 16.0 5 32 6 38 14 9.0 4 2.6 102 654 
i ith tal de- 
Лнын К ЖАГАТ, ЖАКТ, 6 7.6 о оо т X. ү. 4 51 67 848 
Disorders of senescence.. 35 193 16 88 16 8. 10 5.5 13 7.2 Or 503 
Epilepsy ......... I 29 1 29 I 29 о оо о оо 32 914 
Other organic ... 6 91 2 30 4 61 5 76 4 бї 45 682 


of a psychiatrist. It would be inaccurate to 
infer that the distribution found here is a 
direct reflection of what might be found if 
the community were surveyed on a random 
door-to-door basis since the present findings 
refer to a selected population. It is therefore 
necessary to speculate on factors that might 
differentiate this psychiatric population from 
such a prevalency sample. For example, 
there may be significant differences among 
the religious and nationality groups in their 
recognition of psychiatric symptoms. A sim- 
ilar exclusion from psychiatric treatment 
would arise from a difference between the 
cultural groups with regard to their accept- 
ance of psychiatry as the optimal treatment 
for mental symptoms. These general impli- 
cations of this treated prevalency sample 
must be held in mind in reviewing the details 
of this study. 
The negative findings are of some interest ; 
for example the socidl variables under con- 
sideration had no effect on the distribution 
of schizophrenia or psychosis with mental 
deficiency. Among the positive findings this 
investigation showed an increased frequency 
of psychoneurotic disorders. Part of this can 
be immediately credited to the inclusion of 
ambulatory patients. The acceptance of psy- 
chiatry and psychotherapeutic treatment, 
however, is undoubtedly a growing trend in 
the United States. As a new development 
requiring some informed intellectual compre- 
hension, it would be expected that the better 
educated would have first exposure to the 
trend. This would explain the higher rate of 
psychoneurotic disorder among the native- 


born who have reached a higher educational 
level. 

Tt is our opinion that the acceptance of psy- 
chiatry probably accounts for the inordi- 
nately high rate of psychoneurosis among 
Jews. The explanation for this must be con- 
sidered in terms of the ethnic structure and 
the tradition of the Jewish group in addition 
to its religious organization. Among Jews it 
is generally accepted that there is no conflict 
between religious doctrine and рѕусћоапа" 
lytic theory. This is in contrast to a partially 
supported opposition among Catholics. From 
the standpoint of community attitude, the 
Jews exhibit a high level of acceptance of 
psychoanalytic psychiatry with a minimum 
of disturbance of their social values. The 
Jewish attitude is widely divergent from the 
Trish as is substantiated by our finding that 
not a single patient of Irish birth was receiv- 
ing psychotherapy for psychoneurosts. 
though this explanation of the rates of PSY” 
choneurosis in terms of the acceptance 0 
modern psychiatry appears plausible, we ca?" 
not definitely state that the actual occurence 
of the illness is not higher among Jews 4 

In this study there was found a Es 
diminution in organic mental disease. Pro! 
ably this is due to the fact that general bo 
sis is a vanishing clinical entity as a result a 
improved chemotherapy. This trend also 
dependent upon an enlightened acceptance 2. 
modern medicine. Our findings show Чч 
this has particularly benefitted the Мерт i 
group. Considering the mental illnesses 0 
senescence among foreign-born, it would 
our speculation that this might be explain 
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by the specific type of deficiency caused by 
this illness. The loss of recent memory 
erases the skill, learned later in life, essen- 
tial to an adjustment in the American cul- 
ture. This would create a more prevading 
difficulty for those who have immigrated to 
this country than for those reared in its 
practices. 

The high rate of alcoholism among the 
Irish population and its absence among Jews 
has repeatedly been found(1). If this find- 
ing is compared with the rates of psychoneu- 
rosis it appears fhat there is some kind of 
cultural determination in the formation of 
symptoms. This poses a challenging question 
to the conceptual framework of psychody- 
namic theory. A second finding of similar 
challenge is in the distribution of affective 
disorder. This illness was found to be higher 
among the foreign-born and apparently of 
diminishing frequency in the Jewish group. 
The trend in affective illness, which is one of 
the major forms of psychosis, is not easily 
explained in terms of our knowledge of 
etiological factors. 

The explanation for these cultural psycho- 
logical phenomena must be in terms of the 
manner in which the external environment 
impinges upon the psychological mechanism. 
There are two important junctures at which 
this is conceived to occur. The first is the 
manner in which social factors color the 
childhood experiences, and the second is in 
terms of the ego’s reaction to external reality. 
The conception of the ego’s relationship with 
external reality implies its capacity to control 
the social manifestations of internal impulses 
in deference to external pressures. Just as 
behavior is modified in this way, it can be 
expected that neurotic symptoms which are 
also interpersonal communications will be in- 
fluenced by social pressures. There is consid- 
erable acceptance by the Irish of alcohol as 
a means of tension relaxation. From the 
psychodynamic standpoint, it is remarkable 
that the Irish can find an outlet for many 
diverse forms of psychic conflict in this sin- 
gle form of escape. On the other hand, the 
Jewish disapproval of inebriety precludes 
this means for the Jewish neurotic. Our 
findings represent an example of cultural 
conditions expressing a suppressive and dis- 
placing effect upon the symptomatic mani- 
festations of psychic disorder. 


To explain the distribution of affective 
disorder we must seek it in the direction of 
the developmental process. According to 
psychoanalytic theory, the affective illness is 
based upon a fixation in the first four years 
of life. Hence, if social forces have some 
effect upon the formation of this illness, it 
must be that they are brought to bear upon 
the dynamics of the family. More concretely, 
this would mean the role and responsibility 
assumed by various members of the family 
and the quality of the parent-child relation- 
ship. If this is the case, it is conceivable that 
since the American family structure differs 
from the European there would be a different 
etiological force operating to produce affec- 
tive illness. This is plausible since early child- 
hood experience in America differs from 
other cultures, It has been suggested else- 
where that the accentuation of feeding has 
been an important factor in the causation of 
affective illness among Jews. The accultura- 
tion of the Jewish family to America has 
tended to play down this practice. We can 
only speculate that such changes as these 
operating within the family dynamics have 
brought about the diminution of affective ill- 
ness among Jews and native-born Americans. 


SUMMARY 


A survey of the prevalency of patients 
with mental illness who were under treat- 
ment in New Haven was analyzed according 
to religion, national origin, and immigrational 
status. It was found that psychoneurotic 
disorders were more frequent among Jews 
whereas the rate of affective disorder in this 
group had fallen to the average of the pop- 
ulation. Alcoholism is most prevalent among 
the Irish Catholics. There has been a general 
fall in the rate of organic mental disease, 
particularly in that of general paresis among 
Negroes. The illness of senescence and the 
affective illnesses are higher in the foreign- 
born while psychoneurotic disorders are 
more frequent in the native-born. Schizo- 
phrenia and psychosis with mental deficiency 
are not related to the social variables. 

Comparisons were made between these 
findings and previous studies. Speculative 
explanations are offered to explain the trends 
and disproportions. 
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TABLE 4 


DISTRIBUTION ОЕ PSYCHIATRIC AND GENERAL POPULATION, 21 YEARS оғ AGE AND Over, BY Country 
or BIRTH AND PSYCHIATRIC DIAGNOSIS 


Poland Other 
N.W. and For.- Native 
Ttaly Ireland Europe Russia Born Born 
No % No % Ne % Ne % Ne % No 4 
General population .......... 13,369 78 3,357 2.0 5,723 34 7,252 43 5,199 3.0 135,568 795 
Total psychiatric V чш 135 76 51 29 64 3.6 97 55 6 34 1,363 770 
i d rac- 
е E PERENA 5 15 о оо 6 1.8 5 L5 HERI 313 932 
Alcohol and drug addictions. TALS 4 49 3 37 2 24 2) 2.4 © 85.4 
Schizophrenia E 56 67 23 28 27 32 60 72 273.2 43 769 
Affective disorders ... ira 25 16.0 5 32 6 38 14 9.0 4 26 102 654 
i ith tal de- 
ЕЛЫ ГО, aah seals 6 7.6 о оо I ig TAIS 4 51 67 848 
Disorders of senescence. 35 193 16 88 16 88 со 5.5 13 72 Or 503 
Epilepsy ............ I 29 1 29 I 29 о оо о оо 32 24 
Other organic ............ 6 QI 2 30 4 61 5 76 4 61 45 682 


of a psychiatrist. It would be inaccurate to 
infer that the distribution found here is a 
direct reflection of what might be found if 
the community were surveyed on a random 
door-to-door basis since the present findings 
refer to a selected population. It is therefore 
necessary to speculate on factors that might 
differentiate this psychiatric population from 
such a prevalency sample. For example, 
there may be significant differences among 
the religious and nationality groups in their 
recognition of psychiatric symptoms. A sim- 
ilar exclusion from psychiatric treatment 
would arise from a difference between the 
cultural groups with regard to their accept- 
ance of psychiatry as the optimal treatment 
for mental symptoms. These general impli- 
cations of this treated prevalency sample 
must be held in mind in reviewing the details 
of this study. 

The negative findings are of some interest ; 
for example the socidl variables under con- 
sideration had no effect on the distribution 
of schizophrenia or psychosis with mental 
deficiency. Among the positive findings this 
investigation showed an increased frequency 
of psychoneurotic disorders. Part of this can 
be immediately credited to the inclusion of 
ambulatory patients. The acceptance of psy- 
chiatry and psychotherapeutic treatment, 
however, is undoubtedly а growing trend in 
the United States. As а new development 
requiring some informed intellectual compre- 
hension, it would be expected that the better 
educated would have first exposure to the 
trend. This would explain the higher rate of 

psychoneurotic disorder among the native- 


born who have reached a higher educational 
level. 

Tt is our opinion that the acceptance of psy- 
chiatry probably accounts for the inordi- 
nately high rate of psychoneurosis among 
Jews. The explanation for.this must be con- 
sidered in terms of the ethnic structure and 
the tradition of the Jewish group in addition 
to its religious organization. Among Jews it 
is generally accepted that there is no conflict 
between religious doctrine and psychoana- 
lytic theory. This is in contrast to a partially 
supported opposition among Catholics. From 
the standpoint of community attitude, the 
Jews exhibit a high level of acceptance of 
psychoanalytic psychiatry with a minimum 
of disturbance of their social values. The 
Jewish attitude is widely divergent from the 
lrish as is substantiated by our finding that 
not a single patient of Irish birth was receiv- 
ing psychotherapy for psychoneurosis. Al 
though this explanation of the rates of psy: 
choneurosis in terms of the acceptance 0 
modern psychiatry appears plausible, we can- 
not definitely state that the actual occurence 
of the illness is not higher among Jews. 

In this study there was found a general 
diminution in organic mental disease. Prob- 
ably this is due to the fact that general pare 
sis is a vanishing clinical entity as a result 0 
improved chemotherapy. This trend also 18 
dependent upon an enlightened acceptance 0 
modern medicine. Our findings show t 
this has particularly benefitted the Negro 
group. Considering the mental illnesses 9 
Senescence among foreign-born, it would F 
our speculation that this might be explaine 
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by the specific type of deficiency caused by 
this illness. The loss of recent memory 
erases the skill, learned later in life, essen- 
tial to an adjustment in the American cul- 
ture. This would create a more prevading 
difficulty for those who have immigrated to 
this country than for those reared in its 
practices. 

The high rate of alcoholism among the 
Irish population and its absence among Jews 
has repeatedly been found(r). If this find- 
ing is compared with the rates of psychoneu- 
rosis it appears fhat there is some kind of 
cultural determination in the formation of 
symptoms. This poses a challenging question 
to the conceptual framework of psychody- 
namic theory. А second finding of similar 
challenge is in the distribution of affective 
disorder. This illness was found to be higher 
among the foreign-born end apparently of 
diminishing frequency in the Jewish group. 
The trend in affective illness, which is one of 
the major forms of psychosis, is not easily 
explained in terms of our knowledge of 
etiological factors. 

The explanation for these cultural psycho- 
logical phenomena. must be in terms of the 
manner in which the external environment 
impinges upon the psychological mechanism. 
There are two important junctures at which 
this is conceived to occur. The first is the 
manner in which social factors color the 
childhood experiences, and the second is in 
terms of the ego’s reaction to external reality. 
The conception of the ego’s relationship with 
external reality implies its capacity to control 
the social manifestations of internal impulses 
in deference to external pressures. Just as 
behavior is modified in this way, it can be 
expected that neurotic symptoms which are 
also interpersonal communications will be in- 
fluenced by social pressures, ‘There is consid- 
erable acceptance by the Irish of alcohol as 
a means of tension relaxation, From the 
psychodynamic standpoint, it is remarkable 
that the Irish can find an outlet for many 
diverse forms of psychic conflict in this sin- 
gle form of escape. On the other hand, the 
Jewish disapproval of inebriety precludes 
this means for the Jewish neurotic. Our 
findings represent an example of cultural 
conditions expressing a suppressive and dis- 
Placing effect upon the symptomatic mani- 
festations of psychic disorder. 
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To explain the distribution of affective 
disorder we must seek it in the direction of 
the developmental process. According to 
psychoanalytic theory, the affective illness is 
based upon a fixation in the first four years 
of life. Hence, if social forces have some 
effect upon the formation of this illness, it 
must be that they are brought to bear upon 
the dynamics of the family. More concretely, 
this would mean the role and responsibility 
assumed by various members of the family 
and the quality of the parent-child relation- 
ship. If this is the case, it is conceivable that 
since the American family structure differs 
from the European there would be a different 
etiological force operating to produce affec- 
tive illness. This is plausible since early child- 
hood experience in America differs from 
other cultures, It has been suggested else- 
where that the accentuation of feeding has 
been an important factor in the causation of 
affective illness among Jews. The accultura- 
tion of the Jewish family to America has 
tended to play down this practice. We can 
only speculate that such changes as these 
operating within the family dynamics have 
brought about the diminution of affective ill- 
ness among Jews and native-born Americans. 


SUMMARY 


A survey of the prevalency of patients 
with mental illness who were under treat- 
ment in New Haven was analyzed according 
to religion, national origin, and immigrational 
status. It was found that psychoneurotic 
disorders were more frequent among Jews 
whereas the rate of affective disorder in this 
group had fallen to the average of the pop- 
ulation. Alcoholism is most prevalent among 
the Irish Catholics. There has been a general 
fall in the rate of organic mental disease, 
particularly in that of general paresis among 
Negroes. The illness of senescence and the 
affective illnesses are higher in the foreign- 
born while psychoneurotic disorders are 
more frequent in the native-born. Schizo- 
phrenia and psychosis with mental deficiency 
are not related to the social variables. 

Comparisons were made between these 
findings and previous studies. Speculative 
explanations are offered to explain the trends 
and disproportions. 
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DISCUSSION 


R. Burke Sur, M.D., Durham, N. C.—It 
is interesting and informative to learn the results 
of the well-planned, carefully conducted, and clearly 
reported survey which Dr. Roberts and Dr. Myers 
have just given us. It seems to me that the 
Paper confirms the traditional consequences of na- 
tional or racial identity and of religious affiliation, 
and obligates us to attempt to understand the opera- 
tion of these variables in a better fashion from indi- 
vidual case study, even though this is neither fash- 
ionable nor popular at the moment. The factor of 
intensity and consistency ih the religious climate 
of the home during childhood might be assumed to 
have greater effect upon an individual's future need 
of psychiatric treatment than the religious affilia- 
tion in adult life. 

The range of Protestant denominations seems too 
broad to be characterized, except as a non-Catholic 
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and non-Jewish group. An Episcopalian's religious 
background—for all of its possible range—like his 
spiritual practices, has little in common with that 
of his Baptist neighbor. The personal significance 
of changing from one to another religious affiliation, 
as eitĦer a time-consuming and deeply disturbing 
process or as a casual and convenient event, could 
scarcely emerge from a study of this scope but does 
deserve mention because it has received so little 
quantitative appraisal either in the course of healthy 
adjustment or in the development of a mental 
illness, 

The individual's religious conformity to his de- 
nomination's demands, if active, does tell us some- 
thing of his defenses, and of their limitations. The 
abreactive effects—be they illness-masking, prevent- 
ing, or healing—of snake handling cults are scarcely 
approached in more conventional means of worship. 
The ready cooperation afforded a psychiatric inves- 
tigator and his clinical photographer in a candidly 
stated objective to study such a cult in action sug- 
gests that the seriously interested psychiatrist is 
more welcome than might be supposed in a variety 
of religious exercises. А 

The findings of a low incidence of affective dis- 
orders among Negroes in the urban population em- 
ployed in this study may have been anticipated in 
the remarks of a deceased colleague. He pointed out 
that in his years as the superintendent of a large 
hospital receiving essentially rural psychotic Negro 
patients suicidal risks were negligible. This special 
search for a depressive equivalent comparable to the 
distinct modification found among the Japanese, 
made more recently by a contemporary psychiatrist, 
was rewarding to but a limited degree. In the same 
way, analysis of the psychoses among the Kenya 
Africans failed to show either the incidence of 
typicality of affective disorders as known in Anglo- 
Saxons. This study called especial attention to cul- 
tural differences operating in the two groups an 
safely referred to early childhood influences of di- 
verse sorts. 

The authors of this paper are to be congratulated 
upon correctly predicting changes from prior similar 
surveys. I feel that we are especially indebted to 
them for showing us that we are dealing with some 
differences that may have escaped understanding 
and for the inference that these differences will be- 
come more comprehensible as we sharpen ОШ 
awareness of the importance of national and reli- 
gious influences and their greater importance 11 
formative childhood experience than in adult life 
in the present American scene. 


EVALUATION OF CARBON DIOXIDE INHALATION THERAPY * 
JOHN р. MORIARTY, M. D., Los ANGELES, CALIF. 


It has now been almost 6 years since Me- 
duna published a preliminary report of his 
research on the use of СО» inhalation treat- 
ments for various types of nervous disorders. 
Tt has been almost 3 years since his complete 
monograph was published. Surprisingly 
enough, only relatively few articles on this 
treatment have appeared in the American 
literature. However, there are sufficient clin- 
ical and experimental data now available to 
form the basis for fairly extensive evalua- 
tion. 

Meduna has used CO; inhalation therapy 
as a pharmacodynamic therapy and has pur- 
posely avoided administering psychotherapy 
along with it. Probably most psychiatrists, 
including the author, have found it advan- 
tageous to combine psychotherapy with the 
chemical treatment. 

Most of the reports in the literature de- 
scribe favorable results with CO; therapy(1- 
11). In one brief report(12) describing un- 
impressive results it was apparent that the 
method was being used improperly. This re- 
port stated that only 6 of the 33 patients con- 
sistently lost consciousness with the CO; 
inhalations, although Meduna has specified 
that loss of consciousness is essential to the 
therapeutic process. 


INDICATIONS 


The present author has employed COs 
therapy as an office procedure and, occasion- 
ally, as а sanitarium treatment for about 4 
years, administering a total of approximately 
7,500 treatments to 290 patients. The psy- 
chiatric syndromes most suitable for this 
treatment are: anxiety states, phobic reac- 
tions, some types of character neuroses, and 
certain ill-defined chronic tension states with 
irritability and a tendency toward explosive 
outbursts, The response in patients with psy- 
Chosomatic problems such as spastic colitis 
and migraine headaches is often surprisingly 
good. Some alcoholic patients with strong 


1Read at the rogth Annual Meeting of The 
American Psychiatric Association, Los Angeles, 
Calif, May 4-8, 1953. 


psychoneurotic features and occasionally a 
passive type of homosexual may show favor- 
able reactions to this treatment. On the other 
hand, individuals with conversion hysteria or 
fairly pronounced depressive or schizoid fea- 
tures generally show a poorer response. As 
may be inferred, the therapeutic effects of 
CO, inhalations are very probably mediated 
through some fundamental mechanism that 
cuts across diagnostic boundaries which, in 
psychiatry, are rather ill defined at best. 
However, in the major psychoses and in 
firmly established obsessive-compulsive states 
CO, treatment is usually of no lasting bene- 
fit. The primary application of the therapy 
is to neuroses and psychosomatic conditions. 


є 
TECHNIQUE 


It is my practice to administer 30% carbon 
dioxide and 70% oxygen to the count of 10 
and then progressively increase the concen- 
tration of CO» by adding straight CO; to the 
breathing bag mixture via a Y-tube hookup. 
This reduces the period of hyperpnea and 
takes the patient to a satisfactory level of 
CO, coma rather quickly. In the series of 
treatments given an individual patient, the 
number of inhalations may be varied to 
probe different levels of unconsciousness and 
to find the most satisfactory depth for the 
particular patient. This approach is particu- 
larly useful for correlation with and facili- 
tation of a modified form of analytic psycho- 
therapy, including some of the techniques 
of “psychopenetration” described by Wil- 
cox(6). 


PRECAUTIONS 


The somatic complications of carbon diox- 
ide therapy are astonishingly infrequent. 
None of significance has occurred to date in 
my series of 7,500 treatments. Incidentally, 
pregnancy is not a contraindication as there 
is no oxygen deprivation during the treat- 
ment, and I have treated successfully 6 pa- 
tients throughout pregnancy, including one 
case with associated ulcerative colitis. 
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On the other hand, the potential psychia- 
tric complications are important. These in- 
clude an increase in anxiety to the point 
where the patient feels an impending loss of 
control and/or the release of emotionally 
charged “material” from the unconscious 
that may overwhelm his defenses and possi- 
bly precipitate a psychotic breakdown, How- 
ever, when given by a psychiatrist skilled in 
the procedure these complications can usually 
be avoided without too much difficulty. 
Rarely is it necessary to switch the patient 
to electrocoma therapy. 


REACTIONS DURING PROCEDURE 


During the inhalation of high concentra- 
tions of CO; a temporary alteration of al- 
most every nervous activity is produced, as 
fully described in previous reports(4, 5, 10, 
13). In general there is an inhibition of the 
higher (cortical) серїегз and a release of the 
lower (brain stem) centers. Inhibition oc- 
curs in reverse order of the phylogenetic 
development of the functional levels of the 
nervous system, the most recently acquired 
centers succumbing first. 


HEALING MECHANISMS 


From a neurophysiologic point of view 
the theoretical basis for the therapeutic effect 
of CO, on nervous disorders has been exten- 
sively discussed by Meduna(4). The exten- 
sive research of Lorente de No on nerve 
physiology(r4) has demonstrated that the 
action of CO, is: (1) to raise the threshold 
of stimulation of the nerve cell, (2) to de- 
crease the speed of conduction of impulses 
along the nerve, and (3) to increase the 
height and prolong the duration of the action 
potential. Lorente de No has shown that all 
3 effects are due to the action of CO, in 
raising the resting membrane potential of the 
nerve, the increases being roughly propor- 
tional to the logarithmic concentration of the 
gas. The central effects of CO, include, in 
addition to the release of the lower brain 
centers from inhibition by the higher centers, 

a marked increase in cerebral blood flow and 
an increased oxygenation of the tissues. The 
neurophysiologic and biochemical basis for 
the curative effects of CO, would seem to be 
a breaking up of pathologic reverberating 
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circuits in the nervous system and a conge. 
quent tendency toward restoration of homeo. 
stasis. My clinical experience tends to 
confirm that CO, therapy works partly 
through biochemical and neurophysiologic 
mechanisms. 

However, the effect of CO; in producing 
abreaction of repressed emotional “material” 
is exceedingly important. When this effect 
is integrated with modified analytic psycho- 
therapy the total healing process is enhanced, 
It is interesting that sometimes abreaction of 
repressed “material” does not occur until the 
patient has had 50 or more treatments. In 
my experience the effects of CO, that can be 
attributed to suggestion are minimal and 
transient, 


' 
INTEGRATION WITH PSYCHOTHERAPY 


Tt is my practice to integrate psychother- 
apeutic procedures with the CO, inhalation 
treatment whenever possible. In patients 
who show abreactions during and following 
inhalation of the gas, psychotherapy is of 
course most pertinent. Thus, certain patients 
have vivid dreams or richly colored fantasies, 
either while losing consciousness or during 
the waking-up stage. Some of these subjec- 
tive experiences give a very clear clue to 
some of the deeper emotional conflicts. For 
example, one patient with a problem of pre 
mature ejaculation repeatedly had extensive 
CO, dreams in which his penis was being 
mutilated or cut off. On other occasions the 
same patient dreamed he was being smoth- 
ered by an octopus-like female figure resem- 
bling his mother. This patient had had some 
superficial intellectual understanding of the 
nature of his problem, but the rise of viv! 
feelings from the deeper levels of the uncon- 
scious helped produce a real increase Qu 
awareness and a beginning of “emotional in- 
sight." ii 

Some patients, particularly those W! 
marked anxiety and phobic reactions, 2% 
unable to take the CO, treatment unless SUP 
portive psychotherapy and reassurance atè 
given simultaneously. Their relatively W‘ s 
ego structure makes them feel that they 47 
in imminent danger of being overwhelme 
by the feelings released by the gas. D 
even more than other patients, associate t : 
hyperpnea produced by the CO, with 
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choking sensation of their anxiety. This is 
particularly true if the period of intermediate 
consciousness following cessation of the 
breathing of the gas tends to be prolonged— 
that is, if a feeling of being “still under” 
persists for 15 to 20 seconds after they have 
seemingly awakened. On the other hand, 
the psychiatrist can sometimes turn this re- 
action to good advantage if he is able to get 
the patient to realize that it is his own buried 
feelings that he is afraid of. Sometimes it is 
necessary to give very light, or subcoma, 
treatments to wotk the patient through this 
stage. 

In contrast, about one-third of the pa- 
tients treated with CO, show very little 
overt release of tension and remember no 
dream and no change in feeling tone during 
the procedure. However, many show a 
steady, progressive decrease in anxiety, and 
in other prominent symptoms. In such cases 
very little formal psychotherapy need be em- 
ployed, except perhaps in the way of reeduca- 
tion. It is apparent, therefore, that one must 
be flexible in the manner and type of psycho- 
therapy used in conjunction with the inhala- 
tion treatments, 


SUBJECTIVE EXPERIENCES WITH СО: INHAL- 
ATIONS 


Wilcox(6) has demonstrated that if the 
therapist himself take at least a brief series 
of CO, inhalation treatments, his awareness 
of the nonverbal feelings and reactions ex- 
petienced by his patients will be increased. 


This improves his insight into some of the 


unconscious mechanisms brought to light in 
the patient by the treatment, sometimes in 
pretty much disguised form. The author’s 
personal experience confirms the thesis that 
it is desirable for the therapist to acquire an 
intimate “feel” of the effects of СО». 

My first inhalation treatment, adminis- 
tered by an anesthesiologist, brought sharply 
into focus certain subconscious and precon- 
scious feelings and brought about some tem- 
porary alteration in feeling tone of a not 
unpleasurable nature. Subsequent inhalation 
brought further clarification of some of these 
buried feelings and greatly enhanced my abil- 
ity to communicate with the patients about 
similar feelings which may puzzle or startle 


them, and which they might not otherwise 
be able to discuss. 


RESULTS 


It is difficult to evaluate precisely clinical 
results in a rather heterogenous group of 
psychiatric disorders, especially when most 
of the patients have been sick for many years. 
The following analysis of results represents 
evaluation of the first 100 patients treated in 
this study with a follow-up of 12 to 18 
months. In general, the results in these first 
тоо patients coincide quite closely with the 
results in the total series of 290 patients. 
For purposes of classification the 100 pa- 
tients are divided into 3 groups: Much Im- 
proved-42 ; Improved-29 ; and Unimproved— 
19. Criteria for classification of “Much 
Improved” included complete or nearly com- 
plete disappearance of symptoms, significant 
increase in capacity for functioning at work 
and at home, and adequate insight by the 
patient into the nature of his problem. Cri- 
teria for labeling the patient “Improved” in- 
cluded at least 50% reduction in severity of 
symptoms, significant improvement in feel- 
ing tone, and some insight into the problem. 
In the “Unimproved” group were listed those 
patients who either did not show a satis- 
factory response or did not maintain their 
improvement, This included 2 depressed pa- 
tients who later responded quite satisfacto- 
rily to electroshock therapy. Interestingly 
enough, several of the patients showed a fa- 
vorable response in terms of one condition 
(е.д.‚ migraine headache) whereas the re- 
sponse for some other concurrent condition 
(e.g., phobic reaction) was less favorable or 
unsatisfactory. Table 1 indicates the results 
by diagnostic groups and the range in num- 
ber of treatments. 

Patients with anxiety states and phobic 
reactions showed a generally good response, 
as did those with character neuroses, The 
alcoholic patients included in the fourth cat- 
egory were those with a rather prominent 
degree of neurosis, usually of the anxiety 
type. The small group of homosexual pa- 
tients showed improvement in some of their 
emotional tensions but not too much change 
in the basic psychosexual make-up. The 
small group with conversion hysteria did not 
respond too well, thus supporting the infer- 


768 EVALUATION OF CARBON DIOXIDE INHALATION THERAPY [Apr, 


TABLE 1 
Nosotocic Groups 
Range in Median 
Much no. treat- average no, 
Improved Improved Unimproved ments treatments 
Anxiety Neuroses and Phobic Reactions—48 20 23 5 80145 19 
patients Е S 

Character Neuroses—27 patients... 8 5 4to62 17.5 
Psychosomatic Reactions—14 patients 5 3 8 to 49 19 
Alcoholics—ro patients 2 3 8 to 45 21 
Homosextals—4 patients 2 2 16 to 47 17 
Depressive Reactions—3 patients. I 2 Ir to 34 24 
Conversion Hysterias—6 patients 2 3 8 to 25 13 


Nore: Twelve of the patients were listed in 
“anxiety neurosis” and “alcoholic,” 


ence that the effects of the treatment are not 
primarily due to suggestion. For the 100 
patients the total number of CO, treatment 
sessions was 2,534, but many received 2 or 
occasionally 3 treatments at certain sessions, 
In comparing the 3 groups it is interesting 
that the median average number of treat- 
ments in all 3 classes—‘Much Improved," 
"Improved," and “Wnimproved”—was sur- 
prisingly similar(21, 20, and 18, respec- 
tively). 

Some patients showed a favorable response 
with as few as 8 treatments while others re- 
quired over roo for satisfactory results, Be- 
cause of his not infrequent apprehension 
it has sometimes been difficult to get the pa- 
tient to take an adequate number of treat- 
ments. This fear of treatment usually repre- 
sents an externalization of his own anxiety 
and can often be satisfactorily handled by 
psychotherapy, 


SUMMARY 


CO, inhalation therapy produces favorable 
effects in a variety of neuroses and psycho- 
somatic conditions, especially in anxiety 
states, phobic reactions, certain ill defined 
tension states, and conditions like spastic 
colitis and migraine headaches. It cuts across 
diagnostic boundaries, but is of little value in 
psychoses and firmly established obsessive- 
compulsive states. CO, therapy lends itself 
peculiarly well to correlation with and facili- 
tation of psychotherapy of the modified ana- 
lytic type. 

Healing mechanisms are not too clearly 
understood, but a breaking up of pathologic 
reverberating circuits in the nervous system 
seems to be an important action of CO,. 


2 different diagnostic groups simultaneously—eg,, 


Perhaps equally important is the abreaction 
of repressed emotional “material” that tends 
to be released by the inhibition of the higher 
cortical centers during the inhalations. The 
suggestive effects of CO, are minimal and 
transient and play little part in the healing 
process, ч 

Аз а гше it is desirable for the therapist 
himself to undergo at least a brief series of 
CO, inhalation treatments. The sub jective ex- 
periences so produced sharpen his awareness 
of the preverbal feelings that are often re- 
leased by the action of the gas and greatly 
enhance his capacity to aid the patient in 
coming to grips with unconscious feelings 
brought close to the surface toward the end 
of the treatment. 

Over a 4-year period a total of about 7,500 
CO, treatments have been administered by 
the author to a series of 290 patients. Evalu- 
ation of the clinical results of the first 100 
patients, who seem representative of the total 
group, reveals that 42% may be classified as 
“Much Improved,” 39% as “Improved,” and 
19% as “Unimproved.” 

СО» narcosis therapy may thus be соп- 
sidered an important method of treatment 
for various types of neuroses and psycho- 
somatic conditions. In many cases it is of 
therapeutic benefit by itself, but usually it is 
most effective when integrated with psycho- 
therapy. 
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DISCUSSION 


Dr Атвевт A. LaVerne (New York City). — 
Since Dr. Moriarty reports on experimental or 
treated cases only and describes no formal control 
studies, it is difficult to evaluate his results with 
Scientific accuracy. 

He utilizes psychotherapeutic procedure with COs 
therapy in the majority of his 66 reported cases. 
Accordingly the title of his paper should more ap- 
Propriately be, An Evaluation of Psychotherapy 
with Ancillary Carbon Dioxide Therapy, rather 
than, An Evaluation of Carbon Dioxide Therapy. 
In other words, it is not possible from Dr. Mori- 
arty’s reported study to evaluate quantitatively the 
clinical results of his study whether such clinical 
results be attributed to psychotherapy, COs therapy, 
or both, 

The point may be raised that it is not possible to 


achieve such a high percentage of improvement 
(82%) by the use of psychotherapy alone, and I 
should like to point out that some enthusiasts have 
reported an even higher percentage of improvement 
with psychotherapy alone. 

Dr. Moriarty does not include in his experi- 
mental study 9 cases who received 1 or 2 treatments 
only but on account of apprehension failed to return 
to complete the series. If these 9 cases were con- 
sidered to be failures, then from the conservative 
point of view his 82% improved would be reduced 
to 68% which more closely corroborates the per- 
centage improvement reported by L. J. Meduna and 
others. 

I recognize the difficulty that Dr. Moriarty en- 
countered in using only private patients, since as a 
physician he has a primary obligation to utilize 
every beneficial facility to expedite recovery. At 
the same time however, because of these difficulties 
in reporting on private patients there is an inherent 
weakness in scientifically validating results. 

It would have been a valuable supplement to have 
had psychological studies on the 66 cases. Dr. Mori- 
arty describes in detail 66 treated cases and implies 
that comparable results were achieved in a larger 
undefined group of 213 patients. We can not accept 
such inference for scientific validation unless more 
complete details are forthcóming in this larger 
group. 

We have been conducting an extensive СО; re- 
search study at Bellevue Psychiatric Hospital, New 
York, for the past 2 years. We have used this 
therapy in 2 different techniques. We were able to 
obtain at most 55% clinical improvement for a fol- 
low-up of 12 months, by using the LaVerne Rapid 
Coma (single breath) technique on 50 unselected 
patients. The results in a group of 10 control ра- 
tients treated with 100% nitrous oxide spiked with 
carbon dioxide until coma was induced showed only 
20% improvement. There appeared to be no signifi- 
cant influence in the over-all results whether the 
patient had previously received or was concur- 
rently receiving psychotherapy. 

Since one-fourth of Dr. Moriarty’s 66 treated 
cases had received psychotherapy unsuccessfully for 
several months prior to CO; therapy, this seems to 
demonstrate an inferred eontrol and a favorable 
trend of clinical improvement in this group. 

It is suggested that Dr. Moriarty enlarge and 
establish a more scientific control group before a 
final evaluation of his larger group of patients is 
made. 


MENTAL AND ELECTROENCEPHALOGRAPHIC CHANGES 
FOLLOWING INTRAVENOUS BARBITURATES IN 
ORGANIC DISEASE OF THE BRAIN: 


PHILIP S. BERGMAN, M.D., HANS Н. STROO, M. D., лмо RHODA FEINSTEIN, B.A. 
New York City 


Tt is the purpose of this study to examine 
the relationship, if any, between the electro- 
encephalographic effects and mental changes 
induced by intravenous barbiturates in pa- 
tients with structural disease of the brain. 

Many patients with organic brain disease 
show defects in memory, orientation, and 
calculation, tend to deny their illness, and 
often describe situations that never occurred, 
On studying the EEG’s of such cases, Wein- 
stein, Kahn, and Strauss (т, 2) found that all 
of them showed bilateral slow-wave abnor- 
malities ; when such mental changes were ab- 
sent, the EEG was either normal or mani- 
fested unilateral slow activity. Furthermore, 
the organic mental syndrome, they dis- 
covered, could be induced in patients with 
organic lesions by giving sodium amytal in- 
travenously. Since disorientation did not 
occur in normal subjects following sodium 
amytal, the procedure was suggested as a 
diagnostic test(3). 

Roth (4) also used barbiturates as a means 
of provoking changes, this time in the EEG. 
Using patients undergoing electroconvulsive 
therapy, he reported that high-voltage frontal 
slow waves appeared after intravenous pen- 
tothal in records that were otherwise normal 
and that such waves did not Occur in the 
Same subjects prior to electroshock, 


MATERIAL AND METHOD 


The subjects were 48 hospitalized patients, 
Of these, 15 had no evidence of organic dis- 
ease of the brain and served as controls, The 
other 33 had indisputable evidence of organic 
brain disease, including cerebrovascular ac- 
cidents, chronic alcoholism, traumatic en- 
cephalopathy, neoplasms, and other lesions. 
Cases in which the presence or absence of 


1 From the Department of Neurology and Psy- 
chiatry, New York University College of Medicine, 
the Third Division of Neurology and Psychiatry, 
Bellevue Hospital, and the Department of Neu- 
rology, The Mount Sinai Hospital, New York. 
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organic brain disease could not be deter- 
mined with certainty were not included, 
With the EEG running continuously, tfe 
patients were interviewed according to a pre 
pared form, before, during, and after the 
intravenous administration of 2.5% sodium 
amytal. The injections were made slowly 


not exceeding 50 milligrams per minute, and 
rarely that fast, | 

Each patient was given the drug until he | 
either became disoriented or was no longet | 
able to respond intelligibly, usually to the 
point of sleep. The questions dealt with бе| 
tails of orientation, including exact location, | 
date, and time of day, and attempted to bring 
out denial of illness ог confabulation, The 
questions asked included all those relating to 
orientation and denial of illness used bj 
Weinstein and Kahn in their investigations 
(1,2,3).* 

REsurTS 

NORMAL SUBJECTS (15 CASES) 


All the EEG's were normal prior to amy- 
tal. After the injection, all showed diffuse 
symmetrical fast activity and no othe 
changes (except drowsiness and sleep 5 
these came on). The fast activity was ust 
ally of the same frequency as the patient 
fast activity (if any) before the amytal Ws 
given—usually between 15 and 25 cycles pe 
second. The electrical activity normally cf 
sociated with sleep was also altered by a 
drug, so that spindles and slow activity we 
less prominent or absent. 


ORGANIC BRAIN DISEASE (33 CASES) 


Normal Records (тг cases). —All but E. 
of these 12 subjects showed changes in 


? Denial of illness was defined, for the purpose 
of this study, as the verbal denial of an DT n 
fect, such as paralysis of an extremity, blindne: 
incontinence of urine(5). Some patients deni EC 
Sickness, even though they lay helpless in a 
tal bed. 
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tinguishable from those occurring in the nor- 
mals. The remaining patient showed marked 
asymmetry of the fast activity, which was 
nearly absent over the affected hemisphere. 

Abnormal Records (21 cases).—The most 
frequent change consisted of the reduction 
or disappearance of the slow activity previ- 
ously present. The effect in such cases was 
to produce an EEG approaching that seen 
in normal subjects after amytal. In some it 
was indistinguishable from the records of 
normals. An example of this type of altera- 
tion is shown in Figure 1. Diffuse fast ac- 
tivity appeared, as in the normal subjects, 
and the slow activity associated with sleep 
was suppressed. Even with extremely 
drowsy patients there was little or no 
slowing. 

Asymmetry of the induced fast activity 
occurred in 2 records. Both patients had focal 
lesions of the cerebral hemispheres. Fast ac- 
tivity failed to appear on the diseased side in 
one case and in the other there was a differ- 
ence in the frequency of the two sides, the 
abnormal hemisphere having the slower rate. 

In cases where there was generalized slow- 
ing with focal accentuation, the diffuse ab- 
normality was abolished first, making the 


PRE AMYTAL 


focus more evident by contrast. As more 
drug was given, the focal slowing also dis- 
appeared. 

Scattered cases showed diffuse slowing 
after amytal, not previously present or, in 
one case, the appearance of focal slowing in 
a different location from a pre-existing focus. 
It was impossible from the record to dis- 
tinguish the diffuse slowing from that result- 
ing from drowsiness, and it disappeared 
upon arousal, 

A comparison was made of the records in 
35 patients who were clear before amytal in 
an attempt to see whether the development 
of disorientation was related to the EEG 
changes induced by the drug. Of the group 
that remained clear after amytal (19 cases) 
the record did not change (except for the 
fast activity) or became less “abnormal” (the 
amount of slow activity was reduced) in all 
but two cases. In these it became more “ab- 
normal” (there was more slowing). The 
group that became disoriented (16 cases) 
showed no change or “improvement” in 14 
cases. The remaining 2 showed more “ab- 
normality.” There is no significant difference 
between these groups. Likewise, disoriented 
subjects who became more so after amytal 
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showed the same “improvement,” with occa- 
sional exceptions. 

As for the effect of amytal in confirming 
the diagnosis of organic brain disease, it was 
noted that 26 out of the 33 patients were dis- 
oriented at some time, 10 before and 16 after 
amytal was given. None of the control sub- 
jects became disoriented. 

The amounts of amytal used varied con- 
siderably (from 175 to 700 mg), but there 
was no difference in the doses necessary to 
induce disorientation and those failing to 
produce it, but which resulted instead in 
sleep or lack of cooperation. 


Discussion 


These data indicate that there is no relia- 
ble relationship between the mental changes 
induced by intravenous sodium amytal and 
the effect of the drug on the EEG, nor is 
there any satisfactory correlation between 
organic brain disease and the response of the 
normal EEG to intravenous barbiturates. In 
general, when a patient with a brain lesion 
showed clinical evidence of declining cerebral 
function, his EEG showed less of what is 
called "abnormality" or else behaved the 
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same way as in normal subjects, Several 
possibilities suggest themselves: (1) the 
EEG (as we know it) reflects a different 
aspect of cerebral function from that indi 
cated by the mental status; (2) absence of 
slow activity in the EEG is an important cor- 
relate of cerebral abnormality, difficult to 
assess for obvious reasons; or (3) the fast 
waves induced by barbiturates are so promi- 
nent that they interfere with the appearance 
of slow activity, either at the scalp or in the 
apparatus. The first two are probably both 
concerned and they may or may not be te 
solved by the application of more refined 


tration. The third possibility seems unlikely, 
since in many cases the fast activity was not 
of high voltage. Furthermore, barbiturate 
induced fast activity did not prevent the ap- 
pearance of slowing associated with uncon- 
sciousness in patients studied, for example, 
during anesthesia. è 
It is tempting to compare this behavior 
with denial of illness itself. In anosognosta, 
as the brain disease progresses, the patient 
may deny enough symptoms to appear асі 
ally “better.” In our patients, under the in- 
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methods of brain wave detection and regis- 


The 


record shows a nondescript combination of low-voltage fast activity; the slow waves have disappear?" 
(Note: Same amplification as in above figure but somewhat different leads.) 
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fluence of a drug that produced increasing 
cerebral dysfunction, the “abnormal waves” 
disappeared and the EEG looked “better.” 
Similar abolition of slow waves, of course, is 
seen in deepest sleep, anesthesia, and in near- 
terminal coma. 

In some cases, focal changes were empha- 
sized by giving intravenous sodium amytal, 
chiefly by the suppression of superimposed 
diffuse slowing and by the asymmetrical ap- 
pearance of fast activity on the two sides, 

The results were consistent with those of 
Weinstein and Kahn in regard to disorienta- 
tion produced by amytal in patients with 
organic brain disease. Seventy per cent of 
the abnormal subjects who were clear before 
amytal became disoriented, whereas none of 
the control subjects did as a result of the 
drug. 

Gottlieb, Knott, and Kimble(6) reported 
that electroshock therapy changed the type 
of fast activity that ordinarily results from 
intravenous barbiturates. Before treatment, 
barbiturates induced prominent fast activity 
with the usual frontal accentuation. After 
electroshock, the fast activity was less promi- 
nent throughout, and the fronto-occipital 
gradient was destroyed, the fast activity ap- 
pearing equally everywhere or accentuated 
posteriorly. Although this seemed to be gen- 
erally true in our records, there was such 
individual variation, both in normals and ab- 
normals, that no conclusions were warranted. 
The disagreement with Roth’s(4) results 
suggested that differences in conditions of 
the experiment might be responsible, since 
the methods and materials were not strictly 
comparable. Alemá and his associates(7), 
on the other hand, found that intravenous 
barbiturates decreased the slow activity re- 
sulting from electroshock therapy. Lennox 
et al.(8) reduced the abnormal activity in 
cases of petit mal by means of intravenous 
barbiturates. 


SUMMARY AND CONCLUSIONS 


" т. Simultaneous comparisons were made 
etween the mental state and the EEG 
changes induced by intravenous barbiturates 
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in subjects with and without organic brain 
disease. 

2. Normal subjects did not become disori- 
ented following intravenous sodium amytal 
and the EEG effects were the same as those 
noted by others. 

3. Although disorientation often followed 
the drug in subjects with structural lesions 
and normal records, the EEG changes were 
not different from those occurring in con- 
trols. In abnormal records, there was a re- 
duction or disappearance of slow activity 
after the drug concomitant with the develop- 
ment of an organic mental syndrome. 

4. Focal abnormalties were occasionally 
elicited, or, if previously present, accentuated 
by the drug. 

5. Under the conditions of the experiment, 
the mental state did not parallel the state of 
the EEG. Possible reasons for this dis- 
crepancy are discussed. 
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A CRITIQUE OF PSYCHIATRIC AND PSYCHOLOGICAL 
RESEARCH ON INSULIN TREATMENT IN 
SCHIZOPHRENIA * 


HENRY P. DAVID, Pn. D., Риттѕвовсн, Pa. 


Since the day in 1932 when Sakel(8) first 
announced the use of insulin coma as a new 
treatment for schizophrenia, insulin shock 
treatment, hereafter referred to as IST, has 
been the focus of a great deal of clinical in- 
vestigation and much discussion. This paper 
is essentially a critique and attempts to dis- 
cuss certain methodological problems rele- 
vant to psychiatric and psychological re- 
search with IST and to assess the current 
status of IST, 20 years after Sakel, with 
some suggestions for further research. 

Any attempt to evaluate the considerable 
‘psychiatric literature dealing with IST in 
schizophrenia is complicated by a seeming 
lack of research sophistication, as evidenced 
by such problems as: 

(1) Unstandardized criteria for the initial 
selection of patients for IST. Frequently, 
acute and chronic cases are mixed into the 
same group, thereby contaminating the 
findings. 

(2) Unstandardized criteria for the as- 
sessment of changes in clinical status and 
the general neglect of reporting concomitant 
physiological observations make it difficult to 
evaluate studies by different investigators. 

(3) Failure to use properly matched con- 
trol groups to gauge the importance of fac- 
tors other than IST. Not infrequently sum- 
maries are too gross to permit adequate 
comparisons. 

(4) Reporting conclusions either without 
stating the period of time elapsed between 
completion of treatment and assessment of 
clinical status or without awaiting results 
from an adequate follow-up study. 

While the intuitive insights of the practic- 
ing clinician have on numerous occasions 
opened new vistas in the understanding of 
individual dynamics, such material has only 
infrequently been stated in a way designed 


1From the Western Psychiatric Institute and 
Clinic, University of Pittsburgh. Paper presented 
before the American Psychological Association, 
1953, Cleveland, Ohio. 
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to contribute to over-all theoretical formul- 
tions. There also remains the constant 
danger of value judgments and of other 
sources of error distorting clinical ratings 
improvement. j 
There is a wide variation in the literature | 
on remission and recovery rates, rangi 
from 88% to no observed improvement 
Kalinowsky and Hoch(4), whose volume is 
the most widely quoted textbook for the 
study of the shock therapies, state that “the 
upper limit of what can be achieved with 
present day methods” is a remission rate of 
40-50%. The outlook is qualified, however, 
by the comment that “the long range pictutt 
in insulin treated schizophrenics is far from 
satisfactory.” In other words, the rate ant 
degree of improvement are directly related 
to the maintenance of improvement over tim 
It is perhaps indicative of the shortcom 
ings in IST research as well as the lack af 
time and funds available that in 20 years 
work with IST, there has been only one col 
trol study, reported in the literature, com 
paring the relative efficacy of brief р5уй® 
therapy, insulin coma, and electric shone 
the treatment of schizophrenia. Gottlieb 1 
Huston(2), whose highly original $e 
gation was in the nature of a pilot Sti! у, 
noted no significant differences between Ey 
of the 3 methods in terms of follow-up e 
ation. Similarly, there has been only M 
study comparing the effect of insulin p a 
with possible therapeutic gains derived d 
the extra care and attention usually d 
panying IST. Notkin, Niles, DeNatale 
Wittmann(5) found no significant di d 
ences in remission rates between а 81000 ^ 
patients given IST and another group 0 ў 
tients who received saline injections, VÀ i 
other treatment variables held constant 
view of the great need for more cM 
studies in the investigation of treatment e 
cedures, it would be most desirable if al 
of these research projects could be гёр 
What conclusions, then, may Ье dra 
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concerning psychiatric evaluation of IST? 
In his 1952 review, Wilcox(10) noted that 
“many experienced clinicians reiterate that 
insulin coma treatment is the treatment of 
choice for most schizophrenics.” On «the 
other hand, a 1950 survey by the Group for 
the Advancement of Psychiatry (3) observed 
that psychiatrists who have devoted them- 
selves to the psychotherapy of schizophrenic 
patients express the opinion “that appropri- 
ate psychotherapy is productive of more last- 
ing and sound results.” Much effort has 
been expended, but às Bellak(1) commented 
“по real conclusions can be drawn. There is 
much bias, much personal conviction on one 
side or another, but the objective data are 
mostly lacking.” 


PSYCHOLOGICAL STUDIES 


Most of the psychological ‘studies reported 
in the literature were initiated in clinical set- 
tings and may be roughly divided into 4 
major groups: 

(1) Observations and examinations of pa- 
tients before insulin injection and immedi- 
ately after awakening from the hypoglycemic 
state, 

(2) Evaluation of changes in test per- 
formance before and after IST, utilizing 
both nonprojective and projective techniques. 

(3) Studies aimed toward the establish- 
ment and validation of prognostic test indi- 
cators, and 

‚ (4) Investigations of possible deteriora- 
tive side effects of IST. 

It should be stated, quite candidly, that 
many of the psychological investigations are 
“test-oriented” and contribute little to the 
over-all understanding of IST. Many of the 
shortcomings previously attributed to psychi- 
atric research are equally valid criticisms of 
test-oriented research. All too frequently 
control groups were not used and the statisti- 
cal procedures employed leave serious doubts 
about the results obtained. Furthermore, in 
most of the published studies, psychologists 
have usually given more attention to measur- 
ing changes than to testing significant hy- 
potheses leading to a more basic understand- 
ing of the psychological processes involved 
in IST. 

(1) Psychological studies made immedi- 
ately before and after coma tend to substan- 


tiate the observations of most clinicians, 
namely, that as consciousness becomes 
clouded, regressive modes of behavior do 
occur in some patients. It seems reasonable 
to conclude, on the basis of the literature, 
that IST has definite physical effects, some 
of which may be traced by specific perform- 
ance tasks until the coma stage is reached. 
The patient loses his capacity for optimal 
effectiveness and regains that ability only 
slowly after awakening from insulin coma. 

(2) Attempts to evaluate changes follow- 
ing IST with nonprojective techniques have 
employed primarily tests of intelligence and 
concept formation. The literature cites about 
IO studies in this area but the results re- 
ported do not offer conclusive evidence. 
There is some question whether reported 
gains in I.Q. may be due to practice effects, 
and even whether the gains are as great as 
might be expected if the practice effect in un- 
treated patients is considered. The data re- 
ported are group findings and tend to distort 
individual performances and possible loss of 
capacity in some patients. A fresh approach, 
utilizing alternate test forms for the control 
of practice effects, may yield more conclu- 
sive evidence than is presently available. 
Published reports of changes in personality 
as measured by projective techniques, fol- 
lowing IST, have relied exclusively on the 
Rorschach test. Aside from the extensive, 
long-term investigations by Piotrowski (7), 
which were directed primarily to the prob- 
lem of prognosis, there are fewer than 10 
studies in the literature. The findings re- 
ported are not in general agreement. This 
stems, at least in part,,from the difficulty of 
comparing Rorschach ratios, which them- 
selves fluctuate with the total number of 
responses. Again, individual data tend to be 
distorted when group material is pooled. 
Thus, while the Rorschach protocols of some 
patients did reflect the clinical improvement 
reported by the therapist, other patients con- 
sidered "cured" still showed much evidence 
of schizophrenic thinking. 

The question might well be asked: what 
kinds of changes should be expected from 
projective techniques in before-and-after 
studies? It seems somewhat naive at this 
stage of research to seek specific significant 
quantitative changes in certain Rorschach 
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categories when the total number of respon- 
ses obviously influences both the qualitative 
interpretation and the statistical significance 
of any scoring category. Is it appropriate to 
group data when the patient populations may 
differ on a wide range of variables? Is it not 
time to reorient research in terms of person- 
ality theory, working with specific hypothe- 
ses, rather than continue a seemingly endless 
search for empirical “facts” that are not es- 
pecially enlightening in and of themselves? 

(3) Attempts to elicit and validate psy- 
chological test signs as prognostic indicators 
for IST rest on the hypothesis that if pre- 
and post-treatment test findings correlate 
highly with independent clinical evaluations 
of a group of patients, then it should be pos- 
sible to predict with relatively fair accuracy 
the probable result of IST in similar patients 
on the basis of pre-treatment test data. 

As has already been noted a great deal of 
the work on prognosis has been pioneered by 
Piotrowski(6). His studies have been criti- 
cized on the ground that they were not actu- 
ally predictive, but rather retrospective in- 
vestigations in which intial findings were 
analyzed in the light of subsequent results 
and follow-ups. While Piotrowski's prog- 
nostic suggestions have been largely post hoc, 
the real value of his contributions would 
seem to depend on their practical clinical use- 
fulness in repeat experiments by others. 
"This, unfortunately, has not been done to an 
extent sufficient to permit valid conclusions. 

(4) Investigations of possible deteriora- 
tive effects of IST by both nonprojective and 
projective techniques have, so far, not yielded 
any conclusive evidence, one way or the 
other. One reason for the lack of conclusive 
data is that group studies tend to obscure 
individual findings. Thus, patients with rich 
personality resources offer the most fertile 
prospects for loss in responsive Capacity, as 
measured by psychological tests, and may 
actually show up poorer after IST even 
when improvement has been noted clinically, 
Most important, however, long-term fol- 
low-up studies designed to measure possible 
deteriorative effects, while controlling prac- 

tice phenomena, have not yet been reported. 

It is a rather curious phenomenon that the 

literature on psychological investigations of 
IST does not yield a single intensive study 


which attempts to follow a small sample di 
schizophrenic patients through a course jy. 
IST under highly controlled condition, 
There have been no published reports of 
experiments designed to test specific or gen 
eral hypotheses relative to the psychologicd 
meaning of IST. It would appear then tha 
after 20 years of opportunity for research 
IST still continues to offer a major challenge 


SUMMARY 


After twenty years of research with inst 
lin treatment in schizophrenia the published 
evidence is inconclusive and contradictory, 
Wide variations in remission and recovery 
have been reported but the number of pil 
lished control studies is meagre. Psychologi 
cal tests yield no definitive data on prognosis | 
or the effects of treatment. Insulin treatment 
in schizophrenia continues to pose a major 
challenge to research. | 
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PSYCHIATRY IN AND AROUND ST. LOUIS 


EDWIN Е. GILDEA, M.D. лмо MARGARET C. L. GILDEA, M.D. 
Sant Louis, Mo. 


Medicine in St. Louis has a distinguished 
history. Its fame began when Beaumont en- 
tered practice here in 1833. This was shortly 
after he had published his classic “Experi- 
ments and Observations on the Gastric Juice 
and the Physiology of Digestion.” He be- 
came the first Professor of Surgery at the 
newly founded St. Louis University. Af- 
ter Beaumont’s death, progress in medicine 
slowed down. Many medical schools were 
organized, but they lacked both money and 
personnel, and some were “diploma mills.” 
After many failures and mergers, two medi- 
cal schools have survived. Washington Uni- 
versity Medical School is 4 privately en- 
dowed nonsectarian institution, and St. Louis 
University Medical School is the largest 
Catholic medical school in the U. S. The 
modern era for St. Louis medicine dawned 
when in 1909 Robert Brookings undertook 
the reorganization of Washington University 
Medical School and later directed its devel- 
opment along the lines recommended by 
Abraham Flexner. Not long after this, im- 
provements were made in St. Louis Univer- 
sity Medical School. It is not possible in this 
brief paper to enumerate the many people 
and the many areas in which outstanding 
contributions in medicine have been made. 
Five of these great investigators have been 
awarded Nobel Prizes. Of interest to psy- 
chiatrists is the fact that Erlanger and Gasser 
were Nobel Prize winners as a result of their 
research on nerve impulses. This tradition 
of brilliant neurophysiological and neuro- 
logical research is being continued by their 
Successors, 

Psychiatry had its beginnings with Dr. 
W: W. Graves and his investigation of the 
constitution and mental disease. Drs. Sidney 
Schwab and Borden S. Veeder pioneered in 
the field that we now call pediatric or chil- 
dren’s psychiatry, and Malcolm Bliss was the 
Pioneer in the field of mental hospital care 
and was an important leader in the educa- 
tional process that led up to the building of 
the psychopathic hospital associated with the 
St. Louis City Hospital. This has been named 


the Bliss Psychopathic Institute. It is note- 
worthy that these great advances in scientific 
medicine were made largely by privately en- 
dowed medical schools and hospitals. An 
important exception is the St. Louis City 
Hospital which has been an important center 
of clinical teaching for the 2 medical schools. 

The growth of psychiatry in this region is 
well exemplified by the growth of the Cen- 
tral Neuropsychiatric Association, which was 
founded in St. Louis in 1922. The meetings 
are held in rotation in the member cities. For 
the first 15-20 years, the membership was 
small and congenial. It met once yearly, each 
center of psychiatry taking its turn as host. 
The pleasant informal quality of these meet- 
ings was one of their great attractions. In 
more recent years, the society has grown so 
rapidly that it has had to limit its member- 
ship; and, even with its limitation, it is no 
longer the small congenial group that it for- 
merly was, There are now many more поп- 
member psychiatrists than there are mem- 
bers. With this increase in psychiatrists, 
there are now active state neurological and 
psychiatric societies, and in addition there is 
the Mid-Continent Society. 

The private practice of psychiatry has in- 
creased enormously, particularly in cities like 
Kansas City and St. Louis, and great im- 
provement in psychiatric facilities in each of 
these cities has resulted. 


DEVELOPMENT OF PSYCHIATRY IN ST. LOUIS 


Tt is noteworthy that institutions for the 
care of patients with mental disorders were 
founded in St. Louis many years before 
the medical schools participated actively in 
training physicians in this field. The Alex- 
jan Brothers Hospital, a Catholic institution 
which cares for mental patients as well as 
others, was founded in 1869. The St. Louis 
State Hospital, formerly operated by the city, 
was also founded in 1869. St. Vincent's Hos- 
pital, a Catholic institution for the care of 
short-term mental illness, was founded in 
1858. 
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When Washington University was ге- 
organized (1909-12), departments of medi- 
cine, surgery, and pediatrics were staffed 
with a nucleus of full-time members. Psy- 
chiatry was not recognized, however, until 
many years later when in 1938, with the aid 
of a grant from the Rockefeller Foundation, 
a full-time department was established. Pre- 
viously, the school had given very little time 
to psychiatry and depended entirely on vol- 
unteer teaching by psychiatrists in private 
practice. St. Louis University has not yet 
recognized psychiatry sufficiently to give it 
support necessary to make it a major depart- 
ment in the school. 

The new department of neuropsychiatry 
at Washington University began auspiciously 
in 1938 with Dr. David McK. Rioch as head, 
Dr. John Whitehorn as professor of psy- 
chiatry, Dr. Rioch as professor of neurology, 
and Dr. Carlyle Jacobsen as professor of 
medical psychology. Under these men it was 
possible to begin adequate instruction in psy- 
chiatry for medical students as well as resi- 
dents. Many kinds of research were begun. 
The problem of the shortage of personnel in 
this field is well exemplified by the fact that 
these men had scarcely organized their re- 
search and teaching programs when they 
were attracted elsewhere. Dr. Whitehorn be- 
came professor of psychiatry at Johns Hop- 
kins, Dr. Jacobsen dean of biological sciences 
at Iowa University, and Dr. Rioch became 
director of research at the Chestnut Lodge 
and the Walter Reed Hospital in Washing- 
ton, D. C. Dr. E. F. Gildea Succeeded Dr. 
Whitehorn in 1942 and has been most for- 
tunate in securing the aid of able associates to 
carry on the work in neurology, psychiatry, 
psychosomatic medicine, clinical psychology, 
and d psychiatry. An inpatient serv- 
ice of 54 beds was opened in Jam I 
in McMillan Hospital which à Ne de 
Barnes Hospital and Washington University 
Medical Center. Neurophysiology and neu- 
rology have a long tradition of important re- 
search that began with Drs. Erlanger and 
Gasser and is being continued under Drs, 
George Bishop and James O'Leary, In addi- 
tion the division of psychosomatic medicine 
has made contributions both in research and 
teaching under Dr. George Saslow. An im- 
portant advance has been made in developing 


microchemical techniques for the study of 
the nervous system under the leadership of 
Professor Oliver Lowry in pharmacology in 
collaboration with Drs. Eli Robins and David 
Smith representing psychiatry and pathology, 
Considerable progress has been made ip 
the care of psychiatric patients by both the 
muncipal and privately endowed agencies, At 
the City Hospital the new psychopathic hoy 
pital named after Malcolm Bliss was built in 
1937. This hospital was designed to accom- 
modate fewer than 200 patients. Ample space 
for outpatient clinics and for research lab- | 
oratories was provided. Thus, every building | 
facility was provided to make possible a 
modern diagnostic, treatment, and research 
center for psychiatric patients. Unfortu- 
nately, the city has never been able to provide 
an adequate budget. Research work has been 
accomplished only with aid of short-term 
grants from outside agencies. In addition 
it has been impossible to prevent overcrowt- 
ing. This has been due to the fact that al 
facilities for the care of the elderly, seriously 
ill patients are overcrowded. Over 30% @ 
the patients are now over 65, and many 0} 
these have been in the Bliss for 1-2 years. In 
spite of these handicaps, a research labore 
tory has been developed at the Bliss. It 
equipped for neurophysiological investigt 
tion. At present, the changes produced by 
the various kinds of shock and coma therapy: 
including effects of photic driving, are c 
studied. Dr. George Ulett is the director ? | 
this laboratory. | 


OUTPATIENT SERVICES 


The St. Louis Health Department, direc 
by Dr. J. Earl Smith, has recently taken | i 
the old Municipal Mental Hygiene and 
which was one of the original Con 
wealth Fund Clinics started here in 1% 
This clinic is now a part of the 2 new he 4 
centers that have been built by the a! 
gifts from David P. Wohl. 2d 

In St. Louis County there is a wel 
structed general County Hospital closely 
filiated with the Public Health Center. m 
Health Commissioner, Dr. indi pe | 
has enco: ed the development of а 
Т рашы: Health Гератта 
This consists of a child guidance clinic 2? 
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broad school-centered program offering serv- 
{сев of a mental health consultant on a con- 
tract basis to individual school districts. Mr. 
Alfred Buchmueller is director of the mental 
health program. Miss Marguerite Cannon-is 
chief psychiatric social worker. Psychiatric 
consultation and treatment are provided by 
part-time consultants. In its school-centered 
program, this division is also developing va- 
rious types of group therapy with parents of 
children exhibiting behavior problems and 
with groups of school children themselves. 
The mental health consultants in the schools 
ate psychiatric social workers and psycholo- 
gists. 

The effectiveness of the St. Louis County 

Mental Health Program is being evaluated 
bya research project supported by a grant 
from the U.S.P.H.S. Principal investigators 
are Herbert Domke, M. D., Margaret Gildea, 
M. D., Ivan Mensh, Ph. D., John C. Glide- 
well, Ph. D., and A. D. Buchmueller, М. S. 
The effect of the professionally led, school- 
centered consultation and group therapy 
method, and the discussion groups with lay 
leaders is being studied. Changes in the atti- 
tudes of parents and the behavior of their 
children are the criteria used. The effects of 
these methods used together and separately 
are being compared. 
, The St. Louis Mental Health Association 
is a comparatively new organization, Sup- 
ported at present by the Community Chest, 
to provide mental health education in Greater 
St. Louis. This association was formed in 
1950 by the union of two older societies, the 
St. Louis Mental Hygiene Society and the 
Council for Parent Education. It has de- 
veloped a program of mental health educa- 
tion for parent groups. Discussion methods 
are used with an audio-visual tool, either a 
film or skit, to act as a stimulus. The discus- 
sion leaders are lay people who have been 
trained by the Mental Health Association’s 
workshops in leadership techniques and 
group dynamics. 

A Child Guidance Clinic, an outgrowth of 
the clinic begun in 1928, was reorganized in 
1948 as a division in the medical school. This 
reorganization was financed by a grant from 
the Children’s Research Foundation of St. 
Louis. It is called the Washington Univer- 
sity Community Child Guidance Clinic. This 
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clinic has close affiliations with the George 
Warren Brown School of Social Work, a 
division of the University, with the School 
of Education, the department of pediatrics, 
the department of psychiatry, and the depart- 
ment of psychology. It is designed to be a 
teaching and service center. The service is 
financed by the Community Chest, and the 
teaching functions are supported by the med- 
ical school. Dr. Philip Starr is the present 
director, Also in informal association with 
this Child Guidance Service is a residency 
center for disturbed children called the For- 
est Park Children’s Center. This was started 
by the Junior League but has recently been 
accepted by the Community Chest. 

It should be noted that all of these out- 
patient psychiatric services are small and are 
inadequate for the needs of the community. 
The history of their finances is a chequered 
one. During the depression of 1932 and 
thereafter, the Municipal Clinic and what is 
now the Washington University Community 
Child Guidance Clinic practically went out 
of business. After the depression the private 
charities were reorganized under a Commu- 
nity Chest and a Social Planning Council. 
This has improved and stabilized finances ; 
but psychiatric services, and particularly 
those for children, being comparatively new 
still receive only token support. 

Medical education has been entirely de- 
pendent on gifts of individual donors and 
private foundations like the Rockefeller, 
Commonwealth, and Markle. Neither the 
state, the city, nor the Community Chest has 
understood the value of aiding medical edu- 
cation and particularly postgraduate training. 
"The result is a serious shortage of personnel 
for all public health facilities. 'Trained psy- 
chiatric personnel of all kinds are especially 
deficient in this area. The recent efforts of 
the Federal Government to aid medical edu- 
cation and health services has been grudg- 
ingly accepted by the State of Missouri. 
However, the little money that has come 
through has helped a great deal. Further- 
more, the direct grants from the U. S. Public 
Health Service for research and special train- 
ing fellowships have proved invaluable. Un- 
fortunately, all of these grants are on short 
term, usually on a yearly basis. Consequently, 
a great deal of the time of the directors and 
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deans of the clinics and schools is taken up 
with financial problems that they are ill- 
equipped by training to solve. 

Psychoanalysis has been slow in develop- 
ing in St. Louis. Its first representative was 
Dr. E. Van Norman Emery who became 
professor of social psychiatry in the George 
Warren Brown School of Social Work of 
Washington University in 1936. He also 
aided in teaching in the Medical School and 
conducted private practice. His death in 1953 
was a great loss to the school and to the com- 
munity. At present there are 4 psychoana- 
lysts in St. Louis. They all participate in 
teaching residents and in consultation to the 
Washington University Child Guidance 
Clinic and in other agencies, 

The allied specialties of psychiatry can be 
only briefly mentioned. The Missouri School 
of Occupational Therapy was formed in 
1919. Its permanence was ensured in 1938 
by the Rachel Stjx Michael bequest endow- 
ing a chair in occupational therapy in Wash- 
ington University. Under the guidance of 
Miss Geraldine Lermit, the school became 
one of the leading schools of occupational 
therapy. In 1947 the school was made a 
division of Washington University Medical 
School. A division for postgraduate training 


in psychiatry for nurses was established 
Washington University School of Nursing 
in 1948. This has been aided by a training 
grant from the U. S. Public Health Service 
The George Warren Brown School of Social 
Work is one of the leading schools in its field 
owing in large part to the outstanding ability 
of Professor Frank J. Bruno and, in more 
recent years, Dean Benjamin Youngdahl, 
We can conclude that psychiatry has made 


considerable progress in St. Louis since the | 


last meeting of the A.P.A. in 1936, whena 
similar article was written by Dr. Leland B, 
Alford. Much remains to be done, such as 
developing outpatient facilities in connection 
with our state and city institutions, and chil- 
dren’s psychiatric services for schools and 
courts, attracting and training personnel, and 
finally finding financial support for research 
over a long-term period. 
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THE STATE HOSPITAL SYSTEM OF MISSOURI 
С. WILSE ROBINSON, JR., M. D, Kansas Ситу, Mo. 


The State Hospital system in Missouri’ is 
one of the oldest in the country. The first 
state hospital was established at Fulton, in 
1847, 27 years after Missouri was admitted 
asa state. This was the first mental hospital 
west of the Mississippi River. Other hos- 
pitals were built at St. Joseph in 1874, Ne- 
vada in 1886, Farmington in 1899, and the 
Missouri State Training School at Marshall 
in 1899. 

In St. Louis City, due to an unusual cor- 
porate development, there is complete inde- 
pendence of any county jurisdiction, the city 
being a separate political entity. The city 
built its own hospital for the mentally ill in 
1868 and operated it independently of the 
state system for many years. It established 
its own training school for the retarded in 
1924. After World War II these institutions 
were incorporated in the state system. 

The original construction of all hospitals 
except Farmington was on the Kirkbride 
plan and the original buildings are still in 
use. Farmington started out as a "cottage 
plan" and has continued as such. Each new 
hospital was built to take care of needs re- 
sulting from population growth. This policy 
was changed and during the depression years, 
as part of the National Public Works pro- 
gram, large additions were made to all the 
hospitals except in St. Louis. This new con- 
struction was in the form of new buildings 
built on the grounds some distance from the 
original Kirkbride-type building. 

Every hospital is faced with the serious 
Problems of overcrowding as well as having 
to use antiquated, inefficient firetraps to house 
sick people, 

It was visualized in the "thirties that the 
hewer buildings, along with others that were 
Planned, would replace all the old ones. The 
War, however, stopped all new construction 
and the program was not completed. After 
the war construction costs had risen so high 
that the whole program ground to a halt 
while the political fathers attempted to de- 
cide what to do. Instead of construction 
Costs going down as expected while they 


waited, the Korean War skyrocketed them 
again and there has been no new construc- 
tion of great importance since the war. 

Missouri state hospitals have passed 
through all the throes of personnel and po- 
litical problems which have plagued many 
other states. While it is true that for almost 
тоо years Missouri was solidly Democratic, 
each successive governor came into office as 
the result of factional fights. Since the spoils 
system was the order of the day the state 
hospitals were prize political plums through 
which loyal workers—both individual and 
contractual—were rewarded. It was not un- 
usual for 90% of all employees to be turned 
out when a new governor appointed a new 
board of control every 4 years. Since the 
program was essentially «continuous treat- 
ment, this did not affect patient care to any 
great extent. Salaries were relatively high, 
living conditions moderately good, and an 
above-average class of employees was at- 
tracted to the work. 

In the area of administration the stewards, 
who were frequently in the upper political 
echelons and were placed in office to dispense 
patronage both to individuals and loyal sup- 
ply firms, wielded great power. While theo- 
retically the medical. superintendent was in 
charge, the stewards could and frequently 
did undermine his authority by going directly 
to the board of control. 

The medical superintendents in those early 
days were always political employees and 
many, if not most, had had no previous psy- 
chiatric experience. This lack of professional 
training, formal or otherwise, was no great 
handicap. The medical staffs under the super- 
intendents were adequate in number. In 1907 
the medical staff at Nevada was equal in 
number to that of today, with half as many 
patients and a medical program of super- 
vision without much active treatment. The 
program worked well until about 1920. 

Missouri is a rather unusual state. It ac- 
tually is 5 geographical and cultural groups 
living in one political entity. Approximately 
one-third of the population live in the St. 
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Louis area. Kansas City, the second city, and 
the strip bordering Kansas south of it, are 
economically and culturally more a part of 
Kansas than Missouri. In fact, but for acci- 
dent of legislation, this area would be a part 
of that state. The people of the northern 
part of the state think and live like the pro- 
gressive, prosperous farmers of Iowa; those 
of the central part along the Missouri River 
are more Southern in attitudes and politics 
than in many areas of the former Confeder- 
ate States of America, while those of the 
great Ozark uplands, the largest area geo- 
graphically and the smallest populationwise, 
have many political and cultural characteris- 
tics of eastern Kentucky, eastern Tennessee, 
and West Virginia whence many of the early 
settlers came. 

It has always been difficult to get the 
people of the 5 areas to agree on a statewide 
program and, as far as the state hospitals 
were concerned, it was especially difficult 
when St. Louis was supporting its own city 
sanitarium and was also being asked to sup- 
port financially the state hospital system 
throughout the rest of the state. Since many 
areas of Missouri are desperately poor in 
cash income, there were always Senators 
and Representatives opposed to adequate 
appropriations since, to many of their con- 
stituents, $2.00 per day cash for living ex- 
penses was almost luxury. 

The downfall of the Missouri system was 
оп the rocks of financing. Following World 
War I prices and wages rose much faster 
than appropriations and there was a slow 
disintegration of types of service, caliber of 
employees, and building maintenance and 
repairs, 

The depression years brought a respite of 
sorts. Prices and wages fell faster than 
appropriations, and once more state hospital 


work became a better than average job and. 


the demand for work exceeded the supply. 
Superintendents could pick and choose em- 
ployees. Many good workers who were em- 
ployed in those days are still in the hospitals, 
and form the backbone of the pitifully inad- 
equate staffs of today. 

Following World War II and then the 
outbreak of the Korean War, the rapid rise 
in prices and wages and cost of new con- 


struction so far outdistanced appropriation 
that the fine workers, professional people ani 
other interested parties were left helpless, 
faced with disintegration of buildings, over- 
crewding, inability to employ satisfactory 
replacements in personnel, and no funds ty 
secure adequately trained professional and 
technical help so necessary in these days of 
active treatment. 

There have been several forward steps in | 
administration. All employees are now under 
Civil Service. Attendants and nurses’ aides, 
however, are expected to start at a salary 
below that of prison guards. In fact, this 
starting salary is about the lowest on the 
Civil Service schedule. There has been te 
cently a general rise in the entire Civil Serv- 
ice schedule, but psychiatric aides are stil 
at the bottom of the totem pole. 

The salaries paid physicians are fantastic: | 
ally low and no younger men have been at 
tracted to the hospitals for some time a 
permanent members of the staff. The lack) 
of adequately trained staff physicians to at 
as teachers has seriously affected a residen | 
training program that was one of {һе bettet | 
state hospital programs before World Wat 
п. 

The state has been fortunate, however, M 
the caliber of the superintendents. АЙ? 
superintendents have been in the system for 
some time and have performed feats Dx 
seem almost like legerdemain, in spite 4 
terrific financial handicaps. At one hospiti 
with a patient population of over 2,000 20 
3 staff physicians in addition to the superi 
tendent, the discharge rate was 72% of ‘a 
missions and the budget of this hosp! 
called for about $1.75 per patient pet is 
for all operating expenses, including all typ 
of professional services. m 

Some of the superintendents have been z 
justly criticized because they have been di 
pected to provide trained, educated, int 
gent, kind, and conscientious ward atten E 
for $140.00 a month, from which the ҮШ 
ployee was expected to рау his or her i) H 
expenses. This low remuneration ma igi 
essentially impossible to employ the aa 
kind of new people. As the result, acc | 
and incidents have occurred which ate p 
tainly to be expected under the circumstam 
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But a new day is dawning. A large group 
of legislators have interested themselves in 
the situation. They have secured the advisory 
help of psychiatrists outside of the system 
and working through proper investigative 
means have recognized the true situation and 
are determined to correct it. 

Salaries have been raised, but are still too 
low. In direct opposition to the Governor's 
recommendation, a bill to increase appropria- 
tions passed the House but was held up in 
the Senate with the Governor's approval. 
After considerable legislative jockeying, in- 
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creases were finally obtained but the amounts 
were still far below the needs. 

This group of forward-looking legislators 
is not through. They are continuing their 
work and hope at the next session to have so 
much overwhelming evidence that the only 
thing wrong with the Missouri State Hos- 
pital system is lack of sufficient funds to 
provide satisfactory humane and modern 
treatment care, that it is possible there will 
be a minimum of opposition when increased 
appropriations are recommended in the next 
session. Let us hope so. 


CLINICAL NOTES | 


USEFUL ADJUNCTS IN INSULIN COMA THERAPY 
DANIEL M. WEISS, М.р, Boston, Mass. | 


At Cushing Veterans Administration Hos- 
pital, and more lately at the Boston Veterans 
Administration Hospital, over 25,000 indi- 
vidual coma treatments have been given. 
Here we shall describe three adjuncts to 
this treatment that we have found to be 
particularly useful : 

т. The bed used is a slightly altered U. S. 
Army bunk bed. The upper parts of the end 
posts have been sawed off so that no projec- 
tions are present on which the patient may 
hurt himself. Side rails of ordinary plumb- 
ers’ pipe have been added to which hand- 
restraints may be tied. The beds are sturdy, 
do not roll, and are low enough that little 
harm ensues if the patient should accident- 
ally roll off the bed. 

2. A bed-board of s-ply wood is placed 
over the spring but under the thin mattress. 
It is strong enough to give good support, 
but is still slightly resilient. This board ex- 
tends over the full length and width of the 
bed for maximum support. By having the 
board in place we found that we were able to 
give the patient an electroshock treatment 
without having to move him from the in- 
sulin treatment bed to an electroshock treat- 
ment table. This made handling the patient 
easier and lessened the risk of electroshock 
fractures. We soon noted that the patients 
using these beds seemed to have less excite- 
ment moving about during stages I and II of 
insulin coma treatment, had a more satisfac- 
tory coma, and almost no complaints of back- 
aches afterwards. Therefore the use of bed- 


? Assistant chief, closed ward section, neuropsy- 
chiatric service, Veterans Administration Hospital, 
Boston, Massachusetts and instructor in psychiatry, 
Tufts Medical School. 
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boards was extended to all insulin coma beds, 
In effect, this then becomes an orthopedic 
bed, giving a great deal of support to the 
vertebral column during coma. Through the | 
cutouts visible in the picture restraint sheets 
may be secured when needed. 

3. On the wall beside each treatment bed 
is a double clock-face with movable hands 
The clock on the left is marked COMA, that 
on the right is marked FEEDING. As each 
patient reaches,the desired level of coma, the, 
hands of the COMA clock beside his bed are 
adjusted to the correct time. In this way the 
busy therapist may keep track at a glance of 
patients in various parts of the ward. Als 
the clocks serve as a constant visual remit 
der of the time when individual patient 
should be fed. However, in no case should 
this useful adjunct become a substitute for | 
careful individual supervision. As each pr 
tient is fed, the hands of the FEEDING 
clock are adjusted accordingly. This clock 
may then serve as a visual aid in checking 
the recovery period of the patient. — | 

These adjuncts have proved their wort! | 
many times over in our experience. TS 
have greatly eased the burdens of those ie | 
sponsible for the care and well-being of t i 
patients while undergoing this type of x 
matic therapy. Accidents and injuries ee 
been reduced to a minimum. We have r 
had a single case of fracture, either of a 
extremity or of the spine, during insu! 
coma therapy, or during combined Hed 
since using bed-boards. In such an еа 
ing and potentially dangerous procedure Я 
insulin coma therapy, adjuncts and ү | 
guards such as these are of great importan® 


| 
| 
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PRELIMINARY REPORT ON THE USE OF METHYLENE BLUE TO 
TERMINATE AN ANTABUSE-ALCOHOL REACTION * 


JACKSON A. SMITH, M. D., W. RUGLEY LIVESAY, M.D., лмо DON W. CHAPMAN, М.р? 


The present paper is the report of the use 
of methylene blue in 6 patients, in an attempt 
to modify an antabuse-alcohol reaction, The 
report of Richert, Vanderlinde, and Wester- 
feld? describing the inhibition of xanthine 
oxidase in rat liver by antabuse and the abil- 
ity of methylene blue to overcome this inhi- 
bition is the basis of*the present study. Their 
purpose was to determine whether a similar 
metabolic reaction prevailed in patients, and 
if the administration of methylene blue 
would ameliorate or relieve the disturbing 
physical changes seen in the antabuse-alcohol 
reaction. The report by Richert, ef al. also 
stated that though rat liver xanthine oxidase 
was inhibited by antabuse, milk xanthine oxi- 
dase was not. This difference was explained 
thus: “either the two enzymes were differ- 
ent, or the antabuse itself was not the enzyme 
inhibitor, but was converted to an inhibitor 
by the liver homogenate.” The degree of in- 
hibition was quantitative. 

The 6 patients tested were examined physi- 
cally and evaluated psychiatrically before 
antabuse was administered. Electrocardio- 
grams, bromsulfalein liver function tests, 
and urinalyses were done. A sensitizing dose 
of 60 grains of antabuse was given orally 
over a 4-day period. The patients were then 
given alcohol until a reaction was initiated. 


Serial blood pressure determinations, apical 
ee 

1 The material for this study was furnished by 
Ely Lilly and Company. 

„2 From the Departments of Psychiatry and Medi- 
cine, Baylor University College of Medicine, Hous- 
ton, Texas. 
yy Richert, D. A., Vanderline, R., and Weoderfield, 
© W. The composition of rat liver xanthine oxi- 

ase and its inhibition by antabuse. J. Biol. Chem., 
186: 261, 1950, 


cardiac rates, and electrocardiographic trac- 
ing were taken during the reaction. The 
standard and unipolar limb leads and the 
unipolar chest leads were recorded. 

After the reaction was fully established as 
objectively determined Ьу an increase in car- 
diac rate, a fall in systolic and diastolic blood 
pressure, conjunctival injection, and cutan- 
eous flush; a 1% solution of methylene blue 
was injected intravenously in quantities rang- 
ing from 1 to 20 cc. The average dose was 
то сс. 

There was no demonstrable improvement 
in the S-t segment changes in the EEG nor 
in the pulse rate. The methylene blue gave 
the individual a bluish discoloration of short 
duration which altered the color of the ery- 
thematous blush but did not dispel it. Sub- 
jectively 2 patients stated they felt better 
and 2 others vomited shortly after the in- 
jection was given. 


SuMMARY 


The reported ability of methylene blue to 
reactivate xanthine oxidase inhibited by anta- 
buse in vitro has been tried clinically as a 
means of terminating an antabuse-alcohol 
reaction. Although there was some subjec- 
tive relief in 2 patients following the intra- 
venous injection of methylene blue, there was 
no objective evidence of its altering the anta- 
buse-alcohol reaction in the amounts given. 
From these results, iteseems unlikely that 
xanthine oxidase is of major importance in 
acetaldehyde metabolism in vivo; or else 
methylene blue in this dosage is unable to 
overcome the inhibition brought about by 
antabuse, if such an inhibition of xanthine 
oxidase occurs in the patient. 


CASE REPORT 


COMBINED INSULIN COMA AND ELECTROCONVULSIVE 
THERAPY FOLLOWING CARDIAC SURGERY 


RALPH B. LITTLE, M.D.,1 ano MANUEL M. PEARSON, M. D.? 
PHILADELPHIA, PA. 


There seems to be a progressive decrease 
in the contraindications, due to physical risk, 
in the use of electroconvulsive therapy in the 
treatment of the mentally ill. Before a patient 
should be denied the possible benefits of elec- 
troconvulsive therapy (when indicated after 
careful psychiatric evaluation), it is impor- 
tant to realize that electroconvulsive therapy 
is considered, by such well-recognized au- 
thorities as Kalinowsky and Hoch(r), as 
having very few absolute contraindications. 
They stress that the risks encountered in 
cardiovascular disease create the greatest 
problem in deciding whether or not to insti- 
tute such therapy. Williams and Barrera(2) 
feel there are few definite cardiovascular 
contraindications, but believe that (1) con- 
gestive heart failure, (2) recent myocardial 
infarctions, and (3) aneurism of the aorta 
may be considered absolute risks. Although 
Rowe, Schiete, and Labree(3) agree with the 
above contraindications, they state that many 
patients with moderately severe cardiac dis- 
ease can successfully withstand electrocon- 
vulsive therapy, and. report in 14 patients 
with cardiac lesions only one death resulting 

from this therapy. This patient had mitral 
stenosis, mitral insufficiency, auricular fibril- 
lation, history of decompensation, and car- 
diac enlargement. In a review of English 
and American literature concerning fatalities 
following electroconvulsive therapy, Will, 
Rehfeldt, and Neumann(4), reporting on 33 


1 Instructor, Department of Psychiatry, Univer- 
sity of Pennsylvania School of Medicine; Assistant 
in Neurology, Outpatient Department, Presbyterian 
Hospital, Philadelphia, Pennsylyania. 

2 Assistant Professor of Psychiatry, University of 
Pennsylvania School of Medicine; Visiting Physi- 
cian, Psychiatric Department, Philadelphia General 
Hospital; Psychiatrist, Institute of the Pennsylva- 
nia Hospital, Philadelphia. 
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deaths, indicated that 26 were apparently re- 
lated to shock, Of these patients, 12 defi 
nitely died of cardiac failure, and 2 of respir- 
atory failure. : 
In this paper, we are stressing the consid: 
eration of cardiovascular complications in the 
use of electroconvulsive therapy because of 
its more widespread application and availa- 
bility than insulin coma therapy. However, 
concerning the cardiovascular risks for in- 
sulin therapy, it is necessary to remember 
that "the risks of treatment are, in general 
less than the risks of waiting for a spontane- 
ous remission to occur,” (5) and that this 
treatment puts an added burden on the heart 
for a longer period than does electroconvul- 
sive therapy. Therefore, the decision to Ш" 
stitute treatment has to be made by consider: 
ing both the urgency of the mental disorder 
and the strength of the cardiovascular system 
Because of the remarkable advances i 
surgery of the heart and the major vessels 
in recent years, we feel that additional pres 
sures may arise to influence the indications 
and contraindications for the use of bs 
therapy in patients who have endured n 
procedures. Monke(6) reported a pate 
who had a 6 cm. aortic isograft implant 
one year earlier for the surgical corren 
of an aortic coarctation and aneurysm, M. 
successfully withstood 15 electrically induc 
grand mal seizures. Commissurotomy, к 
splitting of the mitral commissures for st 
gical correction of mitral stenosis, 1S д 
performed with greater frequency. In Ди 
1953, Likoff(7) reported that 572 cardiac n 
tients were operated on at the Hahners 
and Doctors Hospitals in Philadelphia, 2 
encouraged an earlier surgical approac that 
valvular heart disease. It seems possible a 
the new responsibilities of living after 
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relief of cardiac invalidism, may create con- 
flicts, and that these conflicts will tend to 
create symptomatology in which the shock 
therapies will be considered the treatment of 
choice. 

We are reporting a patient, the first, we 


believe, to receive combined insulin coma and . 


electroconvulsive therapies after a commis- 
surotomy operation. 


Case History 


The patient, a 28-year-old, married, childless, 
white female, had, at the age of 18, developed signs 
of rheumatic fever. There was a slow development 
of valvular involvement which became progressively 
disabling. Following this, she had 2 spontaneous 
abortions, several episodes of pneumonia, and in- 
creasing invalidism in the last 2 years, necessitating 
almost complete abandonment of housework and so- 
cial activities. She had been digitalized since 1950. 

In September 1952 at the Hahnemann Hospital, 
Philadelphia, a functionally successful mitral yalve 
commissurotomy was performed. However, on Oc- 
tober 15, 1952, the patient returned to the hospital 
with a low-grade fever, chest rash, and fatigue. She 
was treated with penicillin for suspected subacute 
bacterial ‘endocarditis, and discharged in 2 weeks, 
still complaining of fatigue and not feeling well. 

On December 27, 1952, she suddenly became 
overtly psychotic. She was agitated, her behavior 
was bizarre, and she was delusional. On admission 
to the Pennsylvania Hospital for Nervous and Men- 
tal Diseases, on December 31, 1952, she was autistic, 
denuded herself, gesticulated with her eyes closed, 
grimaced, pounded the mattress, smiled inappropri- 
ately, and was verbally retarded. She felt that she 
was in direct communication with God. 

Personal history revealed that the patient was the 
youngest of 7. Little was known of her early life, 
except that she was quiet and shy. High school ad- 
Justment was apparently good, as she was elected 
Class president several times. Following high school 
graduation, she entered, but failed to complete either 
Dürse's training or Junior, College. However, she 
engaged in office work for 2 years, She was pam- 
pered by her father, even after her marriage. Prior 
to admission, she became preoccupied and much con- 
cerned about his imminent remarriage to a younger 
Woman, of whom the patient disapproved. Her feel- 
ings were accentuated by the fact that this woman 
had divorced a cardiac invalid to marry her father. 

At the hospital staff conference, a diagnosis was 
made of schizophrenia, catatonic type. A 2-months’ 
trial of psychotherapy resulted in little change in the 
Patient. Cardiac consultation by Dr. William Likoff 
on January ro, 1953, revealed a grade II mitral sys- 
tolic murmur, no mitral diastolic murmur, and no 
evidence of cardiac failure. It was felt that she was 
ап excellent risk for shock therapy. Since there was 
ш. of improvement, insulin coma therapy was in- 
pur оп February 24, 1953. By April 8, 1953, she 

ad had 3o insulin treatments, and 29% hours of 
Soma without any lasting improvement. Therefore, 


it was decided to combine the insulin treatments 
with electric shocks. 

When treatment was terminated on May 22, 1953, 
she had received a total of 54 hours of insulin coma 
and 17 electroconvulsive treatments. Her weight 
had risen from тоз to 133 pounds. At that time she 
was їгее of psychosis. The only complication in 
treatment was а minor compression fracture of the 
upper surface of the seventh thoracic vertebra, after 
the second ECT, but this pathology was not suffi- 
cient to stop the treatments, Repeat consultation by 
the cardiologist on May 6, two weeks prior to the 
termination of treatment, revealed no change in her 
cardiac status. She left the hospital 3 days after the 
last treatment, on May 25, 1953, and was described 
by her husband as being better than before she be- 
came ill. 

Follow-up information from her referring psy- 
chiatrist, received on June 30, 1953, revealed little 
change since her discharge. Although her affect re- 
mained shallow, there was no evidence of hallucina- 
tions, delusions, or disordered thinking, and she had 
gained some insight. 


CONCLUSION 


This paper presents a patient—the first, 
we believe—who, after cardiac surgery, suc- 
cessfully endured both insulin coma and elec- 
troconvulsive therapies. We feel that with 
the rapid increase in cardiac surgery and the 
resultant new way of living, other psychotic 
reactions may develop which will require 
shock therapies. 
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NOTES FROM THE PRESIDENT 


POINTS FOR A POSITIVE PROGRAM TO PROMOTE 


MENTAL HEALTH 
KENNETH E. APPEL, M.D., PHILADELPHIA, РА. 


The magnitude and urgency of the mental 
health program in the United States led the 
Council of State Governments to hold a na- 
tional Governors’ Conference at Detroit, 
Michigan, in February 1954. In preparation 
for an address on a program of prevention 
in mental health, it was necessary to consider 
this problem in very broad perspectives. Pre- 
vention meant forestalling illness. The nega- 
tive aspects of preventing mental illness im- 
mediately involved the consideration not only 
of the facilities for treatment and reduction 
of mental illness, But also of wide problems 
of cultivation, preservation, and improve- 
ment of mental health. Many colleagues 
helped me with my thinking. The conclu- 
sions formulated for the development of a 
positive program for promoting mental 
health may be of interest to members of The 
American Psychiatric Association. They are 
submitted herewith : 


NEW ATTITUDES 


т. Promote a new, optimistic attitude to- 

ward mental health and develop a positive 
program. 
. 2. Think in terms, of treatment and cure 
instead of custodial care, In hospitals where 
newer, intensive treatment methods are used, 
as many as 60% to 70% of patients under 
60 years of age are often discharged within 
a year of admission, Make these facts public 
knowledge through planned public education, 
Mental illness is not the unchangeable 
destiny of germ plasm and heredity. It is no 
longer necessary to be caught in the coils of 
futility, pessimism, and hopelessness. 

3. Focus on mental health, not so mark- 
edly on mental disease. 

4. Mobilize community resources for men- 
tal health instead of concentrating to such 
an extent on medical and hospital aspects of 
mental disease. 
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IMPROVED MENTAL HOSPITAL SERVICES 


5. In mental hospitals emphasize personnel 
and adequate salaries, not so largely new 
buildings. Given adequate personnel ani 
facilities, much human suffering and money 
can be saved. 

6. Do not leave the care of the mentally ill 
to underpaid and inadequate staffs in central 
state bureaus and in individual state hos- 
pitals. Mental illness is a billion-dollar bus 
ness. American business corporations would 
not tolerate such a policy. | 

7. Attract more psychiatrists with greatet 
experience by increased salaries appropriate 
to а billion-dollar business. This will improve | 
the effectiveness of treatment and discharge 
rates. Hospitals that have good teaching, 
treatment, and research programs attract 
more residents and do a better job. Thi 
cannot be done without an adequate budget 

8. Concentrate trained personnel in areas 
where most effective work can be done. | 

9. Develop more acute treatment units. 
Treatment, not custody, is essential for the 
new program. j 

то. Extend the use of known effective 
methods of treatment. Psychiatry has mut 
“know-how” and the public has a right 0 
expect that it be used. te 

11. Relieve shortages in personnel by 
employment of part-time psychiatrists 
others. КІ 
12. Develop adequate rehabilitation b 
follow-up services in the communities 10 " 
duce recurrences. fate 

13. Improve effective activities of Ta 
hospitals through the help of visitors wii 
voluntary workers, Through them Pi 
information, public education, and P 


and 


relations would be extended. This wo 
help break down the isolation of $ 
hospitals. P r 


14. Enlist the interest and cooperat Ји, 
women’s clubs, church groups, service © 


е2: 
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Red Cross, Junior Leagues, and other or- 
ganizations to improve mental health condi- 
tions. 

15. In estimating the cost of new services 
for prevention and improved treatment serv- 
ices, consider the balancing savings due to 
reduction in the numbers requiring hospitali- 
zation, the fewer recurrences after discharge, 
the shortening of hospitalization, and the 
earlier resumption of work and productivity. 

16. Locate new hospitals near population 
centers. This will facilitate therapeutic visits 
with relatives in the'hospitals, home visits for 
convalescing patients, resumption of contact 
with friends, social activities, and part-time 
work, as steps in transition from hospital to 
community. 

17. Improve accessibility of mental hos- 
pitals to top medical centers, diagnostic fa- 
cilities, adequate consultants, emminent prac- 
titioners, and visiting medical school leaders. 
Employ visiting psychoanalysts and experi- 
enced psychotherapists to carry to state hos- 
pitals modern dynamic concepts which have 
80 fructified extramural psychiatry. 

18. Do not isolate state hospital personnel. 
Living in remote areas robs them and the 
community of interchange of ideas and stimu- 
lating normal human relationships. For their 
own mental hygiene they should live in 
normal communities. 


TREATMENT OUTSIDE MENTAL HOSPITALS 


19. Develop hospital facilities outside men- 
tal hospitals. Modern psychiatry has learned 
how to treat many patients in general hos- 
pitals on a short-time basis. These services 
should be extended, for individual and group 
therapy. Expand day hospitals, community 
Clinics, health centers, home visiting and 
ie to the increasing population of the 
aged, 


COMMUNITY RESOURCES AND EDUCATION 


20. Develop broad community programs 
Of public education in mental hygiene on а 
nation-wide basis. Certain principles should 
become common knowledge and as widely 
accepted as pasteurization of milk and puri- 
fication of water. Mental hygiene should be 
faught from grade school up. Provide 
Courses, clinics, and counselling facilities in 


schools and colleges. There should be dis- 
cussion groups in parent-teacher associations. 
Organize institutes for teachers, clergy, pub- 
lic health, visiting nurses, and others. De- 
velop counselling services in connection with 
prenatal and well-baby clinics. Organize 
more child guidance clinics. Establish mental 
health services for adolescents, juvenile de- 
linquents, and in the courts. Institute and 
extend premarital, marital, and family coun- 
selling services. Set up mental health, edu- 
cational, and consultation services in indus- 
trial plants. 

21. Work for the improvement of the level 
of community living. The impact of the 
wholesome community promotes mental 
health. Adequate housing, wholesome recre- 
ational facilities for children, adults and the 
aged, education for citizenship and social 
living as well as the “three R’s” are impor- 
tant health potentials. These support parents 
in helping children develop individuality and 
responsibility. 


RESEARCH 


22, Planning on a nation-wide, long-term 
scale is essential for tackling this billion- 
dollar business. Appoint a commission to 
study and develop a national program with 
a budget of $500,000, such as the recent 
Commission on Health, Hospitalization, and 
Insurance for the medical health of the na- 
tion. (Commission for Financing of Hospital 
Care organized by American Hospital Asso- 
ciation, a Life Insurance Company and the 
Blue Cross Commission.) Patch-work, stop- 
gap, sink-hole mental*health programs are 
carrying us on a treadmill and really help- 
ing to maintain mental illness. These prac- 
tices do not provide for the future. Needless 
suffering exists. Money and human re- 
sources are wasted. This is not a parochial 
problem but a national one. Tackle it and 
plan on a countrywide basis. 

23. Establish a small committee of experts 
in social and political science and in govern- 
ment and business administration to study 
factors making for breakdown and success 
of state mental health programs and adminis- 
tration. The Flexner Report on medical 
education and the American College of Sur- 
geons study on hospitals incaleulably im- 
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proved medical education and the quality of 
hospital service. A Flexner Report or Com- 
monwealth study on state mental health 
programs and administration is needed in 
this country. 

24. Promote research as the best and 
ultimate means for prevention. 


25. America has been a leader in indus- 
trial, applied, and, more recently, pure- 
Science research. Let us turn our research 
ingenuity and technological skills to the men- 
tal health problem. It is a challenge to our 
Scientific, economic, and humanitarian re- 
sourcefulness. 


COMMENT 


SOVIETIZED CHINESE MEDICINE 


The Chinese Medical Journal is the official 
organ of the Chinese Medical Association 
and is published by the “People’s Medical 
Publishers” in Peking. It is a venerable 
periodical, being now in its seventy-first year. 

The leading article in the July-August 
1953 number is titled “Learning from Ad- 
vanced Soviet Medicine” and is written by 
the president of the Chinese Medical Asso- 
ciation, Fu Lien-Chang, a Moscow-trained 
Communist. President Fu begins, “The 
Soviet Union is the Chinese people’s truest 
friend.” There follows a catalogue of medi- 
cal miracles wrought in China since the 
“Soviet friends” came in and showed Chinese 
doctors how to do things. A new start from 
scratch had to be made because the funda- 
mentals in the culture of “Old China” were 
all wrong. 


Soviet medical science is the most advanced in 
the world. It is based on the scientific method of 
dialectical materialism and its development is closely 
linked to the needs of the people. By mastering the 
science of dialectical materialism we could actually 
and correctly understand the physiological phenom- 
ena of the human body, investigate the causes of 
human disease and proceed to work out effective 
methods of prevention. . . . Our medical science of 
the past, copied from Britain, America, Germany, 
and Japan, was founded upon idealism and mechani- 
cal materialism and was therefore in many respects 
unscientific and divorced from the needs of the peo- 
01е... . We should oppose the blind worship of 
America and Britain and set ourselves against nar- 
TOW conservatism, We should fully realize that vig- 
orous growth and development of medical science in 
China is possible only through learning from the 
Soviet Union. 


The medical and public health work sup- 

` ported by Western philanthropies and carried 

on in Old China for many years previous to 

the Red invasion, but of which President Fu 

takes no notice, is too well known to require 
comment, : 

The cover of the September-December 
1952 issue of the Chinese Medical Journal— 
а thick double-number of 325 pages—bears 
the label in bold type “Special Number. 


Bacterial Warfare.” The introductory edi- 
torial note states: 

Ever since January, 1952, the peace-loving peoples 
of Korea and Northeast China have been the target 
of a cruel and inhuman bacteriological war waged 
by the U. S. armed forces. 

The material in this issue is a reproduction 
of a “Берогї of the International Scientific 
Commission for the Investigation of the 
Facts Concerning Bacterial Warfare in 
Korea and China (with appendices)." This 
report, published in October 1952, contained 
666 pages and 103 plates. The text appear- 
ing in the Chinese Medical Journal is reduced 
to half that length by the omission of many of 
the appendices. The editorial note declares: 
The evidences it contains are so overwhelming that 
no amount of denial or prevarication on the part of 
the U. S. Government can alter an iota its respon- 
sibility for its crime against humanity. 

Needless to say the Report includes “Deposi- 
tions of captured U. S. airmen admitting 
their participation in bacteriological war- 
fare.” 4 

Together with the September-December 
number, the Chinese Medical Journal pub- 
lished a 65-page Supplement, dated Decem- 
ber 1952, containing “Views of Chinese 
Scientists on U. S. Bacterial Warfare.” In 
his foreword the Editor says: 

In the Far East, the American imperialists’ ag- 
gressive war of intervention in Korea, followed up 
by the launching of bacteriological warfare, is now 
being further intensified. 

The International Scientific Commission 
came to its conclusions “reluctantly because 
its members had not been disposed to believe 
that such inhuman technique could have been 
put into execution.” And the Editor adds: 
They could not believe their eyes when they saw 
this crowning monstrosity of U. S. imperialism and 
in the goodness of their hearts they could not ac- 
cept that “man’s inhumanity to man” could assume 
such hideous proportions.” 

This combined issue of the Chinese Medi- 
cal Journal of nearly 400 pages with its 
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fantastic medley of illustrations deserves 
preservation as a collector’s item for the 
curiosa file of the medical historian. 

Tt remains to say that a quite special exhi- 
bition is staged in the March-April 1953 
issue of the Chinese Medical Journal com- 
memorating the death of Stalin. The cover 
is draped in black and a black-bordered 
portrait of Stalin furnishes a frontispiece. 
The leading article is by Mao Tse-Tung and 
is titled “The Greatest Friendship." A few 
quotations will be more than enough. 


Joseph Vissarionovich Stalin, greatest genius of 
the present age, great teacher of the world Com- 
munist Movement, comrade-in-arms of the immortal 
Lenin, has departed from the world. . . . Comrade 
Stalin represents our entire New Era.... The 
cause of justice, of People's Democracy and Social- 
ism has achieved victory on a tremendous scale over 
а territory containing one-third of the earth's popu- 
lation—more than 800 million people; moreover, the 
influence of this victory is spreading daily to every 
corner of the globe . . . an invincible force, a force 
that will guide those peoples who are already vic- 
torious from one fresh victory to another and lead 
all who are still groaning under the oppression of 
the old vicious capitalist world to strike coura- 
geously at the people's enemies, . . . The victory of 
socialist construction in the Soviet Union is not only 
a victory of the Soviet people, but also a common 
victory of the people of the whole world. Everyone 
knows that Comrade Stalin warmly loved the Chi- 
nese people. . . . He contributed his lofty wisdom 
to the problems of the Chinese revolution. Pe 
There is not the slightest doubt that the world camp 
of peace, democracy and Socialism headed by the 
Soviet Union will be still more united and become 
still more powerful . , . Any imperialist aggres- 
sion will be smashed by us; all foul provocations 
will be of no avail... the great friendship between 
the peoples of China and the Soviet Union is un- 
breakable. . . . Let all imperialist aggressors and 
warmongers tremble before our great friendship. 


Pace Ozymandias! 


There follow a few remarks by Fu Lien- 
Chang, president of the Chinese Medical 
Association, among which : 


We medical workers . . . must redouble our efforts 
to ensure the continued success of our movement to 
resist America and aid Korea, our struggle against 
bacteriological warfare and our mass health cam- 
paign. . . . The great friendship between our coun- 
try and the Soviet Union will be everlasting and 
evergrowing. To learn from the Soviet Union is 
our steadfast aim. . . . All the enemy's plots and 
machinations will be utterly smashed by us! 
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Then, in *New China's Achievements in 
Health Work" by the Director of the 
Shanghai Medical College and Vice-Presj- 
dent of the Chinese Medical Association, 
Dr. Kung Nai-Chuan informs his readers: 


In order to realize the great significance of our 
achievements in public health since the liberation, it 
is necessary to understand the state of the people's 
health and of the public medical service before 1049 
. . . the Koumintang regime was completely indif- 
ferent to the health and lives of the people. In the 
20 years of its rule only a very limited number of 
medical and health institutions was established. 
Most of them were so poorly equipped and staffed 
that they existed in name only . . . the foundation 
of health work left by Old China was indeed very 
weak. After liberation, however, under the inspiring. 
leadership of Chairman Mao Tse-Tung New China 
has made brilliant achievements in public medical 
service . . . etc. 


In characteristically restrained language the 
marvels of New: Red Chinese medicine are 
modestly set forth. Director Kung concludes: 
The achievements enumerated above, just as Chair- 
man Mao Tse-Tung has said of the victory of the 


people's revolution, are only the first step taken on 
the Ten Thousand Miles Long March. 


This number of the Chinese Medical Jour- 
nal ends with a report of the mecting of the 
Chinese Medical Association at Peking in 
December 1952 by President Fu Lien-Chang. 
His language follows the familiar pattern 0 
his statements quoted above. He does not 
omit a final salute to the United States: 
As we all know, as long as U. S. imperialism exists 
so long will there be machinations aimed against our 
safety, To protect our peaceful lives, therefore, our 
task is to continue our struggle against the enemy. 
+ « « Our scientists have rightly challenged and ех- 
posed the unscientific and prevaricating statements 
put out by the enemy in attempting to deny their 
germ war crime. U. S. imperialists will continue 
their effort to deceive the public, and our scientists 
must be ready to deal with their false propaganda. 


In all this mass of material that continues 
to occupy the pages of the official publication 
of the Chinese Medical Association and re 
flect the mass-mind of those in control there 
is of course nothing new. It is perhaps 
worthwhile, however, to place some of it 01 
record here as indicating a type of medical 
journalism unfamiliar in the West but whi 
currently dominates the formerly esteem 
Chinese Medical Journal. 
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MEDICAL WRITING 


The January 1954 issue of the Mississippi 
Valley Medical Journal (Quincy, Ш.) con- 
tains the papers comprising the Symposig on 
Medical Writing conducted at the roth 
annual meeting of the American Medical 
Writers’ Association, Springfield, Ill, in 
September 1953. 

This is a timely presentation and deserves 
the attention of contributors to medical publi- 
cations of whatever type. Contributors to 
psychiatric journals, perhaps more than 
others, can profitably seek guidance from the 
various authoritative reference texts that are 
now available, 

Manuscripts submitted to this Journal fall 

- into 3 general classes: (1) Excellently con- 
structed articles with texts so clean as hardly 
to require any editorial retouching; happily 
manuscripts in this category are numerous 
and increasing. (2) Fairly well constructed 
articles requiring a moderate amount of re- 
vision, which might be regarded as normal 


editorial obligation. This category outnum- 
ber both the others together. (3) Articles so 
poorly written that editorial revision cannot 
be undertaken. Such manuscripts, which 
fortunately are not very numerous, have to 
be declined, or, perhaps, returned to their 
authors for rewriting. 

Many reference works that writers may 
profitably consult for advice in preparing 
manuscripts and avoiding common faults of 
composition may be mentioned: 4 Manual 
of Style, Chicago: The University of Chi- 
cago Press; Recurrent Maladies in Scholarly 
Writing, edited by Eugene S. McCartney, 
Ann Arbor: The University of Michigan 
Press. 

The Symposia on Medical Writing, re- 
printed from the Mississippi Valley Medical 
Journal, mentioned above, may be obtained 
at the printing cost of 20¢ by sending stamps 
to Dr. Harold Swanberg; Secretary, Ameri- 
can Medical Writers’ Association, W. C. U. 
Building, Quincy, Ill. 


OCCAM'S RAZOR 


William of Occam said: “It is vain to do with more what can be done with fewer.” All 
scientific reasoning is based on the derived statement: “Entities are not to be multiplied 
without necessity." This rule is also called the lex parsimoniae, Complicated or involved 
explanations and procedures of all kinds are to be avoided when simpler ones suffice or 


achieve the desired results. 


WORDS " 
Words are the physicians of a mind diseased. 


—AESCHYLUS 


A word fitly spoken is like apples of gold in pictures of silver. 


—Provenss 25:11 


And many a word at random spoken 


May soothe or wound a heart that’s broken. 


—Scorr 


Think not that thy word and thine alone must be right. 


—Sornoctes 


Who is this that darkeneth counsel by words without knowledge? 


—Jon 38:2 


NEWS AND NOTES 


MENTAL HosPrTAL CONSTRUCTION.—In 
а survey by the Mental Hospital Architec- 
tural Study Project of The American Psy- 
chiatric Association, initiated in mid-1953, 
inquiries were sent to 194 public mental hos- 
pitals. Replies were received from 151 in 46 
states (78%). Tabulation of the replies 
yielded the following data: 


New Mental Hospitals (Complete Plants) 
Built since 1946. ........ 3 
Under construction 
Planned in next 5 years.. 2 

Receiving and Intensive Treatment Build- 

ings 


Built since 1946......... 
Under construction 
Planned in next 5 years.. 19 


Geriatric Buildings 


Built since 1946......... 58 
Under construction ...... 2 
Planned in next 5 years.. 15 
Medical and Surgical Buildings 
Built since 1946......... 28 
Under construction ...... 4 


Planned in next 5 years.. 11 


Continued Treatment Buildings 
Built since 1946......... 75 
Under construction 
Planned in next 5 years.. 64 


Convalescent Buildings 
Built since 1946......... 
Under construction 
Planned in next 5 years.. 4 


Buildings for Disturbed Patients 
Built since 1946......... 
Under construction 
Planned in next 5 years.. 8 


18 


Dr. John L. Smalldon, director of the 
Study Project, notes that despite the con- 
siderable new construction reported, much 
more is needed to provide adequate accom- 
modation for the mental patients requiring 
hospital care. 

Mental hospitals that are now planning 
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new construction will find it to their advan- 
tage to consult with the project staff since 
valuable data have already been collected 
which may prove helpful to them. 

Communications should be addressed to 
the Director, Mental Hospital Architectural 
Study Project, American Psychiatric Asso- 
ciation, 1785 Massachusetts Avenue, N. W, 
Washington 6, D. C. 


AGING AND RETIREMENT.— The Ате} 
can Journal of Sociology publishes in the 
January 1954 number an important sym- 
posium on aging and retirement. This isa 
valuable contribution to geriatric literature 
as well as to the study of the economic and 
social problems of persons after retiring age 

Twelve contributors deal with various 
aspect of the subject. Prof. Ernest W. Bur- 
gess, who is special editor for this issue of 
the American Journal of Sociology, con- 
tributes to the symposium a paper entitled 
“Social Relations, Activities, and Personal 
Adjustment.” 


Brooktyn Рѕүснілтвіс SocieTy.—The 
following officers have been elected for 1954" 
55: President, Dr. Joseph L. Abramson; 
vice-president, Dr. Morton Н. Hand; secre- 
tary-treasurer, Dr. David M. Engelhardt 
Elected to the executive committee for 1 year 
were: Drs. Morris Riemer and Julius Nel- 
Son; for 2 years, Drs, Nathan Beckenstei 
and Matthew Brody. Members of the coor 
dinating committee are Drs. Sam Parker and 
David M. Engelhardt. 


PROBLEMS ОЕ THE AGING.—Beginniné 
April r5, 1954, Dr. Martin Gumpert, New 
York City, will deliver a 6-lecture series 00 
problems of the aging at the Kessler Institute 
For Rehabilitation, West Orange, New 
Jersey . The lectures, to be given from 7:30" 
9:00 p.m. on consecutive Thursdays, ale 
open to the public and will be designe 
primarily for a lay audience. Ў 
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| Admission to the 6 lectures is $5.00 or 
_ $1.00 per single lecture. For further infor- 
- "mation write Miss Joyce Collins, Registrar, 
Kessler Institute For Rehabilitation, West 
Orange, New Jersey. é 


1954 INDUSTRIAL HEALTH CONFERENCE. 
—This conference will be held at the Hotel 
Sherman, Chicago, Illinois, from April 24-30, 
1954. Registration fee is $3.00. 

Associations attending the conference, 
which will include' business and scientific 
sessions, are the Industrial Medical Associa- 
tion, American Conference of Governmental 
Industrial Hygienists, American Industrial 
Hygiene Association, American Association 
of Industrial Dentists, American Association 
of Industrial Nurses, Inc. and the U. S. 
Navy Industrial Health Conference. 

For information and reservations write 
Miss Catherine Lowery, Reservations Man- 
ager, Industrial Health Conference, Hotel 
Sherman, Chicago т, Illinois. 


CARNEGIE (CORPORATION GRANTS FOR 
Epucation лмо MENTAL HEALTH.—ln its 
forty-second annual report, stressing support 
of higher education as one of its central aims, 
the Carnegie Corporation of New York lists 
grants totaling $5,037,113 for the 1952-53 
fiscal year, bringing the total amount given 
out by this foundation since its establishment 
in I91t to $236,960,147. Founded by 
Andrew Carnegie “for the advancement and 
diffusion of knowledge and understanding,” 
the Corporation makes grants only from the 
Income of its assets. 

The Teport states : “American higher edu- 
E is without parallel in the history of 

uman societies. No other nation has ever 
undertaken to provide advanced formal edu- 
E for so large a proportion of its youth ; 
a no other nation has ever tried through 
k System of higher education to serve such 
n astonishing variety of needs for the indi- 
vidual and society.” 

1 More than two million dollars went to 
"pport educational programs during the 
| Year under review, and in the social sciences, 


et major interest of the Corporation, 
771,200 supported 16 special projects. 
Mong these, $100,000 was awarded to the 


Haskins Laboratories in New York for psy- 
chophysical research on auditory patterns in 
speech perception and $50,000 to the Na- 
tional Association of Mental Health toward 
support of its educational program, 


Dr. Lawrence C. Kors ro Heap N. Y. 
PSYCHIATRIC ÍNSTITUTE.—Announced 
jointly by Dr. Newton Bigelow, Commis- 
sioner of Mental Hygience, and Dr. Willard 
C. Rappleye, dean of the faculty of medicine, 
is the appointment of Dr. Lawrence C. Kolb 
of the Mayo Clinic, Rochester, Minn., as 
director of the New York State Psychiatric 
Institute and professor of psychiatry, Co- 
lumbia University. 

At the Psychiatric Institute, which is the 
hub of the broad research and teaching pro- 
gram of the New York State Department of 
Mental Hygiene, Dr. Kolb succeeds Dr. 
Nolan D. C. Lewis who retired from state 
service last September. 

A native of Baltimore, Md., Dr. Kolb re- 
ceived his B. A. degree from Trinity College, 
Dublin University, Dublin, Ireland, and was 
graduated in medicine from Johns Hopkins 
University. Following several years as in- 
structor in neurology at Johns Hopkins Uni- 
versity, he served with the U. S. Naval 
Reserve, holding the rank of commander in 
the medical corps. Between this service 
period and that at the Mayo Clinic, Dr. Kolb 
was consultant to the U. S. Naval Hospital, 
Bethesda, Md., and director of research 
projects at the National Institute of Mental 
Health. ) 

He assumes his new duties at New York 
State Psychiatric Institute and Hospital and 
Columbia University July 1, 1954. 


OUTPATIENT CLINIC ESTABLISHED IN 
Sr. PAuL.—Dr. Clarence J. Rowe will be 
the director of a newly established outpatient 
psychiatric clinic for adults in St. Paul, 
Minnesota, according to Mrs. James E. 
Kelley, president of the Hamm Foundation, 
which is providing for the establishment of 
the clinic. 

The psychiatric center will provide free 
or part-pay treatment of mental illness for 
persons who are unable to meet the cost of 
private care. Only patients referred by phy- 
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sicians, public health agencies, other outpa- 
tient clinics, the courts, and social agencies 
will be accepted. 

Location of the clinic, not yet definitely 
determined, will probable be in a downtown 
office building. 

Dr. Rowe is an assistant professor in the 
department of psychiatry and neurology in 
the School of Medicine of the University of 
Minnesota. His appointment becomes effec- 
tive July 1, at which time the clinic is 
expected to begin operation. 


New JERSEY NEUROPSYCHIATRIC Ass. 
CIATION ELECTS OrFICERS.—For the calen- 
dar year 1954, this Association’s newly 
elected officers are: Юг. Frank Pignataro, 


Red Bank, N. J., president; Dr. Lawrence | 


Evans, Englewood, president-elect; Dr, Ira 
Ross, Newark, secretary; Dr. Evelyn Ivey, 
Morristown, treasurer. Trustees are Drs, 
Robert Garber, Skillman; Leon Reznikoff, 
Weehawken; David McCreight, Marlboro: 
Thomas Fitch, Plainfield; William Furst, 
East Orange ; and Luman Tenney, Princeton, 


VOILA LA DIFFERENCE 


An anecdote is told of Voltaire and an Englishman, which admirably illustrates [the de- 
pendence of mind upon body]. The conversation between the two happening to turn upon 
the miseries of life, the ennui of the Frenchman and the spleen of the Englishman so far 
agreed that they decided existence was not worth having, and determined to commit suicide 
together on the following morning. The Englishman arrived punctually, provided with the 
means of destruction, but the Frenchman was no longer in a suicidal humour, for on the 
other Proceeding to the execution of their Project, Voltaire amusingly interposed: “Par- 
donnez-moi, monsieur, mais mon lavement a très bien opéré ce matin, et cela а changé 


toutes ces ideés là” 


Ахову Wynter, M. D., М.В.С.Р. Lond., 


The Borderline of Insanity, 1875. 


BOOK REVIEWS 


Die KÖRPERLICHEN BEHANDLUNGSVERFAHREN IN Der 
PSYCHIATRIE. ВАмр I: Dm INSULINBEHAND- 
Luc. By Max Müller. (Stuttgart: Georg 
Thieme Verlag, 1952.) 


In a brief review, it is difficult to do jsutice to 
the comprehensiveness and general accuracy of this 
book by Doctor Max Müller, entitled “Projected 
Series of Tests and Handbooks” under the over-all 
title Die Kérperlichen, Behandlunsverfahren in der 
Psychiatrie.” In this one small volume he has 
managed to bring together the accumulation of facts 
gathered in 25 years of almost world-wide experi- 
ence with insulin therapy. It is quite unmistakably 
written out of knowledge not only of his own years 
of clinical work but also, as the bibliography testi- 
fies, out of an exhaustive acquaintance with the 
work in this field wherever it has been done. 

Professor Miiller himself belongs to that group 
of medical men who were among the first to ap- 
preciate the potentialities of this new form of psy- 
chiatric treatment, and has been employing it on a 
large scale for more than two decades. His book 
bears witness to his intimate knowledge and great 
understanding of the intricacies of the insulin 
therapy. 

Doctor Müller is not an “armchair strategist,” 
giving out advice without the prior testing of active, 
Personal experience. His descriptions of the tech- 
niques of application of the insulin treatment could 
hardly be improved. He gives a wealth of detailed 
eae information, which will be invaluable to the 
чы; applying this treatment. Only a thoroughly 
See aa of whom Professor Miiller is 
үн ee example, is aware of the enormous 
Gee ance of these details which the less experi- 

ced so frequently either overlook or do not rec- 
ognize, A careful study of this book will help the 
Conscientious therapist to achieve the success so im- 
ENSE to the recovery of his patient, since it will 
ШО. answers to a wide variety of questions that 

d y arise, as well as enriching his general knowl- 
edge of the Sakel technique. 
2999г Müller offers a thorough description of 

а еу therapeutic attributes of insulin. 

ee ations from the literature are ample and de- 
2 dividi 28 gives exhaustive information on how to 
ae е the use of insulin to achieve the great- 
Es a e therapeutic success. And he corrobo- 
Mie en re-emphasizes the distinction, to which 
writin viewer had called attention in his earliest 

" da the insulin therapy, between the useful 
TM fa angerous early convulsion and the dan- 

EE ut sometimes necessary late convulsion, at 
with Ure time giving instructions on how to deal 

Iti is later situation. 

Жш. Riese be hoped that in the next edition 
lite more d ok, Professor Müller will go into a 
called “e etail concerning the place of the so- 

ry-shock," or convulsion, in the insulin 


tr 
“теп, Of course, Doctor Müller himself knows 


that in the course of the treatment the convulsion is 
just a different physiological high-point from the 
coma, although it occurs less frequently and is less 
predictable. 

He touches on this point in scattered parts of the 
book. But in cursory reading it might be overlooked 
and therefore give rise to a false appraisal of the 
facts. If all the scattered references were brought 
together in the early part of the book, this would 
serve to emphasize more clearly the basic impor- 
tance of both convulsion and coma as the two intrin- 
sic forms of the insulin shock, Juxtaposing their 
particular different roles in achieving specific thera- 
peutic results would further reinforce this necessary 
emphasis, and avoid the serious misunderstanding 
of the vital importance of each of these factors to 
the total shock treatment. Unfortunately, this very 
misunderstanding has already become wide-spread 
as is seen by the substitution of such partial mechan- 
ics as electrical or metrazol convulsions for the full 
insulin therapy. 

Doctor Müller also discusses the rationale under- 
lying the original hypothetical assumptions of the 
Sakel treatment, namely, that the cause of schizo- 
phrenia stems from metabolic and endocrinologic, 
toxic disturbances of the brain cells. The author 
presents a significant mass of evidence confirming 
this thesis, as found in the literature. He considers 
at some length and with great clarity all the original 
major and minor clinical observations which were 
reported in the reviewer's presentation of the insulin 
treatment. He reminds his readers that from its in- 
ception, and in spite of the fact that the main effect 
of the treatment seemed to be physiological, the 
Sakel method laid emphasis on the necessity and 
value of a psychotherapeutic adjuvant to the use of 
insulin. Since this has frequently been overlooked, 
it is good to see it recalled so clearly. 

Certainly there are some minor errors in Doctor 
Miiller’s book. A man who has so long and actively 
used and advocated the Sakel treatment and keeps 
himself constantly informed on the ever-mounting 
publications concerning it, is bound to fall into oc- 
casional confusions of dates and small misinterpre- 
tations of data. However, these may well be over- 
looked in the face of the general excellence of the 
presentation Doctor Miiller has given us, his thor- 
oughness and his objectivity. The book is to be 
highly recommended and should not be missing from 
the desk of anyone who is employing the shock 
treatment. 

Manrrep SAKEL, M. D., 
New York City. 


Tue Communist Conspiracy. By Stephen King- 
Hall. (London: Constable & Co., Ltd., 1953. 
Price: 155; New York: Macmillan. Price: 
$3.00; Toronto: Longmans, Green & Co. 
Price: $3.00.) 

If psychiatry, starting out as treatment of mental 
disease, expanded to take in measures for preven- 
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tion; then further, taking a positive view, empha- 
sized all-round promotion of individual mental 
health; and if then, realizing that the individual is 
naught except as a social unit, it found a part to 
play in the field of social sanity; and if it thinks 
of “society” as meaning the people of the world, 
both those in the open fields and those hemmed in 
behind an iron curtain, then psychiatrists will profit 
by studying this book; and not only psychiatrists 
but psychologists concerned with psychological war- 
fare, sociologists analyzing the ingredients that 
make up such a compound as Soviet Russia, in fact 
everyone who requires a textbook of Communist 
aims and methods and of possible ways of averting 
the world blight that Communism threatens. 

The Communist Conspiracy is such a textbook. 
It is not too bulky for convenience (225 pages) and 
yet amply detailed to give essential facts, many of 
which are not accessible to the commonality of read- 
ers, and many of which will prove shocking, per- 
haps incredible, to those not fully informed. 

The important feature of this book is the authen- 
ticity of the data compiled—namely official state- 
ments of Communist leaders and organs. For the 
guidance of party members the Hitlerian pattern of 
plain talk is followed, for the rest of the world the 
technique of the “false flag.” 

Commander King-Hall, a former M. P., visited 

Moscow in 1045 as a member of a parliamentary 
delegation that conferred with Stalin in the Krem- 
lin, He had occasion then to observe official Com- 
munist double talk. While Stalin was expressing 
his appreciation of the invaluable help Russia had 
received from Britain and America the official Com- 
munist press was full of complaints that Russia’s al- 
lies were not fighting, 
\ Systematic double talk as an accepted Communist 
instrument of aggression—saying one thing and 
meaning the opposite—is a subject to which the au- 
thor gives extended and well-documented attention, 
Chapter ro, titled “Prostituting Peace,” describes 
the Continuous intensive campaign to advertise Rus- 
sia as the one great peace-loving and peace-promot- 
ing country in the world, while the West, and par- 
ticularly the United States and Great Britain, who 
do not see eye to eye with the Kremlin as to the 
meaning of the word “peace” are ipso facto the war- 
mongers and the enemies of world society. Peace 
organizations, Communist sponsored, have sprung 
up in various parts of the world and have attracted 
numerous careless customers who have signed their 
names probably without realizing, in some cases, 
that they were giving their adherence to Red sub- 
versive activities. Moscow has taken special pains 
to gain dupes in this way among the clergy, among 
teachers, artists and writers, among doctors and sci- 
ence workers, among women’s and youth organiza- 
tions, everywhere among the peace-at-any-pricers. 


1 Evidence is before the Un-American Activities 
Committee of the U. S. House of Representatives 
(New York Times, Sept. 12, 1953) to the effect 
that, despite disclaimers in high places, the clergy 
is no more immune to Red infection than other ос- 
cupational groups. 


From the beginning a dominating objective has 
been the communizing of the trade unions, The 
gospel according to Lenin reads: “We must be able 
to resort to all sorts of stratagems, manoeuvres, il 
legal methods, evasions and subterfuges only so as 
to get into the trade unions, to remain in them, and 
to carry оп Communist work within them at all 
costs." The guiding pattern is that of trade "unions in 
Russia—"The Party is the controlling force in all 
these organizations" (Kaganovich, 1933). Shvernik, 
head of the Soviet trade unions, described them as 
"schools of Communism, the transmission belt from 
the Party to the masses" (1933). "The Party is 
responsible for the general line adopted by the trade 
unions" (Moscow Radio, 1931). When the unions 
in the several countries have been lined up concerted 
action through the World Federation of Trade Un 
ions will be directed toward overthrowing, with 
force if necessary, national governments in all non- 
Communist countries, The early stages of the cam: 
paign are already well known—waving the false 
flag of peace, fomenting strikes and sabotage, urg- 
ing disarmament and destruction of atomic weapons 
and by preaching pacifism generally, with lurid ріс 
tures of the horrors of war, to lower morale and 
soften resistance in countries that might thus more 
easily become victims when the hour of attack sl 
strike, 

The policy of aggression is shown to have been 
followed throughout with advances and tactical re- 
cessions, infinite detail in manoeuvring, radical 
shifting in strategy to meet contingencies as they 
arise; and withal “to capture the minds of men, not 
in the belly of a Trojan horse but on the wings 
a Picasso dove cooing the word PEACE.” 

Marshalling the evidence of Russia’s Juggernaut 
progress in the subjugation of racial groups within 
and other nations without the U.S.S.R., the author 
exhibits the ultimate goal of Communist aggression 
which demands “world control and absolute En 
tralization of all aspects of the life of the ЖОШ 
Population under Moscow control. It is a #0 
imperialism.” ands of 

In the Kremlin vocabulary there are 2 kin i 
wars—wicked and holy. An example of the 1290 in 
is, of course, the "aggressive" war of the U du 
Korea. The other kind Soviet leaders explicitly ed 
fine: "We view with favor any war which is 
signed to serve the aims of Russian policy.” n 
support a liberating anti-imperialist revolut ga cil 
war despite the fact that such a war, as Hoods 
known, is not only not devoid of ‘horrors of iy 
shed,’ but eyen abounds in such horrors” (St 


- “What grandeur, beauty and nobility distinguish fe 


just, liberating people's war. The highest, mo 
noble qualities of the people's spirit are reve Я d 
the bloody trials of battle, in the soldier’s аг ie 
task...” (Moscow Literary Gazette, June à 
1951). "If war is waged by the proletariat So- 
with the object of strengthening and extending i 
cialism, such a war is legitimate and ‘holy 
Lenin). с. 
Having thus established that any war initiati b 
Russia for the destruction of capitalist states in t 
rest of the world is glorious and holy, the Kr 


шиа. Алал акы ee eee eee eee eee 
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proceeds to show that such a war, however delayed, 
is inevitable. And just here is a characteristic ex- 
ample of Communist double talk. When speaking 
with the voice of the dove they assure us that it is 
perfectly possible for Communism and capitalism to 
live peaceably side by side. When speaking with the 
voice of Lenin: “The existence of the Soviet Re- 
public side by side with imperialist states for a long 
time is unthinkable. One or the other must triumph 
in the end. And before that end supervenes a series 
of frightful collisions between the Soviet Republic 
and the bourgeois states will be inevitable.” 

The facts of Russia’s long-drawn-out and con- 
tinuing warfare with the free world Stephen King- 
Hall has clearly and authoritatively set forth in this 
textbook—authoritatively because the statements of 
facts come directly from the mouths of Communist 
leaders themselves. 

Perusing this book with its pictures of Utopia in 
the U.S.S.R. one’s thoughts turn to that other kin- 
dred Utopia horridly depicted in George Orwell’s 
Nineteen Eighty-Four and to the party slogan that 
seems like an echo from behind the Iron Curtain. 

“War is Peace. 
Freedom is Slavery. 
Ignorance is Strength.” 
C. B. F. 


Тнв Inswe Story. By Frits Redlich, M.D. and 
June Bingham. (New York: Knopf, 1953. 
Price: $4.00.) 


Every now and then those of us who take home 
from the office our daily new book to read in the 
field of psychiatry, psychology, sociology, biology, 
general science, etc, get a big surprise. This book 
is опе. It turns out to be interesting without being 
an intellectual chore. So many new ideas and 
formulations are coming out now that we have to 
ds as fast as we can to stay where we are. But 

ere is a book that doesn't tell us anything new. It 
aes їп а new way facts that are "old" to us, 
HEY and valuable to unseen thousands of readers 
gas groping for information about. themselves 
aa i can read without too much pain and with- 
“үш usion. This book, for all that it is “old 
im us, is presented in so brilliantly clever and 
it ting а way that every psychiatrist will enjoy 


А үс the idea: On nearly every page there is 
KEA Ae They are clever cartoons, taken from a 
Yorke 9 current publications such as The New 
mi and the Saturday Evening Post. They are 
this mrs in the text, apparently haphazardly, but 
and her ribution is really not haphazard; indeed, 
text in the One of the cleverest things of all: the 
very poi е vicinity of the cartoon deals with the 
is all UE the cartoon makes. “A baby sister 
Which HE t, says a little boy wheeling a pram 
"but tee been stopped by an admiring passerby, 
nd ri Wi are a lot of things we needed worse." 
тауа dd this picture is text about sibling 
Withdrawal self-love and the child's reaction to the 
ittle pla al of parental love and so forth. "It is a 
teacher ly they worked out," says the kindergarten 
in a cartoon of a bunch of little kids admir- 


ing one of their number who has undressed herself, 
and the text (pretending that it hasn't even noticed 
the cartoon), goes right along about how the small 
child's *interest in its own body usually precedes 
interest in other people's bodies. This subsequent 
curiosity. . . ." 

The text itself is written in a sprightly, lucid, 
simple English style which, even without cartoons, 
would be good; supplemented by them, it is superb. 
Perhaps nothing illustrates the intelligent planning 
of the book better than Fritz Redlich’s “prescrip- 
tion,” written on a prescription blank, if you please, 
which serves as the introduction: “Look at the 
cartoons,” it says, “enjoy them as much as you 
can. Read the text when you feel like it... . Let 
some time pass. . . . Look at the cartoons again. 
You may know more about them and yourself and 
enjoy them even more.” 

I can't end this review without commenting on 
the glossary which does the very sensible and proper 
thing of defining words in two ways—in the sense 
conveyed by the word to the doctor and in the sense 
in which it is often used by laymen. The contrast of 
this dual definition makes most interesting reading. 
Look for example at “ego.” You can imagine the 
contrast here without my quoting it, or look at am- 
bivalence, or personality, or phobia, or mania. 

There is a school of thought which holds that no 
book review is adequate if it contains no criticisms. 
The only criticism of this book I could think of re- 
lates to the bibliography. It is not bad, but I think 
it could be better. Some books are included which 
I think are too technical and some which I like are 
omitted. And it would be in keeping with the clarity 
and uniqueness of this book if the general thesis of 
some of the items in the bibliography were cited 
briefly so that the readers would have somthing to 
go on, aside from the title. And just to show how 
unfair and biased I am, there actually is some com- 
ment on two or three of the books, including a book 
I wrote, but I don't agree with the summary given 
for it. So you can write off all the rest of this 
captious criticism, and buy two copies of the book, 
one for your ofüce waiting room and one for your 
bedside table. 

Kart А. MExNINGER, M. D., 
"Topeka, Kansas. 


Hore ғов THE TRouBLED. By Lucy Freeman. (New 
York: Crown Publishers, 1953.) 


This book, written by a former newspaper re- 
porter with a strong bias in favor of psychoanalysis, 
may do much to vitiate the progress made in psy- 
chiatric research during the past 18 years through 
electrical, insulin, and other physiological methods. 
The author, who was herself “sorely troubled" be- 
fore her prolonged psychoanalysis, described herself 
and her personal problems in extremely frank detail 
in her first book Fight Against Fears, written 3 
years ago. Her utter frankness in describing her 
mental catharsis is phenomenal, and that book will 
stand as an important document that will help any 
person considering psychoanalysis, to understand 
what that treatment involves. 
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It is necessary however to consider her latest 
literary effort in the light of the bias she so frankly 
expresses. In Chapter 13 titled “There Is No 
Magic,” her hurricane-like denunciation of the vari- 
ous physiological methods that have brought a ray 
of hope to multitudes of patients and their families 
will do untold harm to many seeking help, who may 
be deterred from seeking it where it is available. 

Miss Freeman attempts to generalize on the basis 
of one case—her own—and draws wholly unwar- 
ranted conclusions which she propounds as authen- 
tic advice for all other troubled persons, neurotic, 
psychotic, or otherwise. Nothing could be more un- 
scientific or injurious than such advice. Long ago 
the medical profession learned that no single case is 
adequate for drawing sweeping conclusions regard- 
ing the treatment of others. 

The chief defect of the book therefore, is the au- 
thor’s utter lack of experience with the treatment 
methods she castigates. One would hardly expect a 
person who had never held a scalpel or observed an 
operation, to pose as an authority on laparotomy ! 
Obviously she conducted a tremendous reading re- 
search before writing this book, but from this read- 
ing she has not learned that the aim and purpose of 
all physiological methods is to aid the psychothera- 
peutic effort, psychoanalytic or otherwise, in those 
persons not amenable to this treatment, because of 
the existent psychosis. Psychoanalysis is of little 
avail if the patient suicides during the early stages 
of an attempted analysis! 

The uncritical reader will be left with the implica- 
tion that the exaggerated claims of less than a hand- 
ful of analysts are the final word in the treatment 
of schizophrenia—an opinion that is not endorsed by 
their analytic colleagues. The reader will also be 
led to believe that the information and opinions in 
the booklet Psychiatric Shock Therapy published by 
the National Association for Mental Health are to 
be rejected, though it was a careful survey reporting 
experience gained from over 250,000 patients from 
all parts of the Country, treated by shock therapy. 
He would also be led to believe that the many hun- 
dreds of scientific Papers demonstrating the value of 
shock therapies, published in medical and psychiatric 
journals during the past 20 years, should be ignored 
by present-day psychiatrists. Consider but one 
sphere where such a rash course would be tragic— 
the treatment of the suicidally inclined: Should we 
abandon shock treatment which has given the great- 
est hope in severe melancholia and regress in our 
psychiatric therapy to the higher suicidal death rate 
which prevailed before shock therapy was intro- 
duced? Would our medical colleagues in other fields 
call this progress? 

Knowing many able psychoanalytic confreres as 
I do, I believe they would share with me the con- 
viction that Miss Freeman has done to both psychi- 
atry and psychoanalysis a great disservice. It is in- 
teresting to note, by the way, that no psychoanalyst 
wrote an endorsing introduction to this book. 

The smoke pall created by the chapter “Outposts 
of Terror,” the author’s concept of our mental hos- 
pitals, should serve as a challenge for all psychi- 


atrists serving in our state, county and veterans - 
hospitals, to inform the public of the Progress oyer | 
the years, and let the public judge whether ее 
hospitals are “Outposts of Terror” ог Havens of 

Help for many troubled people. | 

The author, although inexperienced in psychiatry, 
does have a facile pen, but the lay public is not al- 
ways able to evaluate unauthentic propaganda prop- 
erly, in contrast with sound professional advice from 
a doctor who has had actual experience with psy- 
chiatric patients. 

How unfortunate that such a gifted writer should | 
allow her emotional bias to nullify the book's value 
to the laity when it’s title offers such promise! | 

Т. А. Кові, M. D, 
East Orange, N. J. 


Tue Ввітіѕн ENcvcLoPAEDIA or MepicaL Practice 
Meical Procress—1953. Edited by The Lord 
Horder, G.C.V.P., M.D., F. R. C.P. (Lon 
don: Butterworth & Co., 1953.) 


Increasing specialization in medicine puts empha- 
sis on the same problem as arises in the development 
of society—the division of labor. This means that | 
there is all the more need for greater integration | 
and co-operation among the laborers as things be- 
come more numerous, more different, and therefore | 
more complex. As Hughlings Jackson so truly said, 
"specialists have to justify their differentiation," and 1 | 
they can do this only by realizing that increasing 
differentiation without increasing definiteness would 
be only confusion though differentiation is not the 
whole of the doctrine of evolution. The factors in 
progressing evolution, according to Herbert Spencer | 
(to whom Jackson felt himself so profoundly in- 
debted) are: (1) differentiation, increasing; (2 
definiteness, increasing: (3) integration, and (4) 
increasing co-operation. А 

In the 1953 volume of Medical Progress is exo 
Pressed the realization of this theme. Part I is de- 
voted to Critical Surveys of various specialties. The 
advances in applied physiology and biochemistry 
have, of necessity, thrown the specialties of nd 
anaesthesia, obstetrics, and gynecology, etc. into ү \ | 
province of the physician and the physiologist 
Charles Wells in his Survey of Surgery points w 
the value to all concerned and to all medical fie! 5 
in the development of this closer and true заа 
ship. More than ever then does this volume il id 
trate those factors making for the progress of evoll! 
tion in the society of medical laborers—those у 
integration, co-ordination and co-operation—a ae | 
creasing. The Critical Surveys cover dicam 
lesser divisions of medicine and surgery each Jn 
so that over a time all are included. Among | 
list now is, for example, one on Paediatric Surgery, 
and one on Urethral Injuries and Diseases. i 
latter is most comprehensive. Part III as nd 
consists of a judicious choice of abstracts of 7 
literature. This volume maintains the standar 
Previous years. 


Trevor Owen, M.D» nto: 
University of Toro 
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ло eli у E ки н ий ыны ы i SS REND UNIV. a ofi 
MEDICO-LEGAL PROBLEMS IN PSYCHOSURGERY * 


MAXIMILIAN SILBERMANN, M.D. лмо JOSEPH RANSOHOFF, M.D.? 
New York Ciry 


Finding solutions to the many medico- 
legal problems raised by psychosurgery be- 
comes more important as use of this therapy 
increases. 

In September 1936, Freeman and Watts 
introduced prefrontal lobotomy in the United 
States. The total number of patients treated 
by either of the frontal lobe operations since 
that time is unknown. A recent compilation 
for the U. S. Veterans Administration(1) 
showed some 2,500 brain operations per- 
formed under their auspices. McKissock(2), 
in 1946, and Watts(3), in 1947, both passed 
the 500 mark ; one of us (J.R.) is able to re- 
port over 200 such operations in collabora- 
tion with Dr. J. Lawrence Pool at the New 
York State Psychiatric Institute in the past 
3 years. In 1949, the U.S. Public Health 
Service(4) was able to collect 8,000 cases in 
the United States—and this prior to the in- 
troduction of the transorbital technique 
which permits operations on thousands of 
cases in hospitals throughout the country 
Without the services of a neurosurgeon. 
Freeman(5) is reported to have operated 
"pon 228 patients by the transorbital tech- 
nique in a 12-day period in September 1952. 
On the basis of these and other similar sta- 
tistics, we estimate conservatively that be- 
tween 20,000 and 25,000 patients in the 
United States have undergone psycho- 
surgery, 
dore the number of patients so treated 
en increasing, the search for more se- 
*tive and less damaging frontal lobe pro- 
ш has been pressed by many investiga- 
275. Greenblatt and Solomon(6) recently 


1 
ae at the rooth annual meeting of The Ameri- 
Sychiatric Association, Los Angeles, Calif., 
ay 4-8, 1953. 
i gee the Departments of Neurology and 
Руіс 8615, Columbia University, College of 
stitute: and Surgeons, and the Neurological 
е, Columbia-Presbyterian Medical Center. 


Jr. e are greatly indebted to Ross E. Traphagen, 


Bar, § ew York City, a member of the New York 
азр ОТ his valuable contribution to the legal 
Dects of this paper. 


reported quite favorably on bimedial lo- 
botomy in a large series of cases. Superior, 
orbital, and polar topectomies have been per- 
formed by Pool(7) ; the technique of under- 
cutting of the same areas has been con- 
tributed by Scoville(8). Walker and others 
(9) have studied removals of the uncus and 
amygdaloid. These and the transorbital 
method of Freeman (то) are all examples of 
the continuing effort to achieve more selec- 
tive and yet equally effective operations. 
Hand in hand with these modifications of 
the original lobotomy has gone the broaden- 
ing of the bases for psychosurgery. While 
the major procedure was originally ap- 
plied almost entirely to severely deteriorated 
schizophrenics, a survey of the current liter- 
ature discloses that almost every imaginable 
category of mental illness has been subjected 
to some type of frontal lobe procedure. Il- 
lustrative of the wide application of lobot- 
omy is Partridge’s review(11) of 300 cases 
operated upon by McKissock, which lists 
cases of schizophrenia of all types, obses- 
sionals, psychopathic personalities, drug ad- 
dicts, mental defectives, and patients with 
mental disorders associated with organic dis- 
ease of the central nervous system. Psycho- 
surgery is also being applied with increasing 
frequency to severely incapacitated psycho- 
neurotics. Attempts to treat epilepsy(12), 
criminal tendencies, and other disorders are 
also reported(13). Transorbital lobotomy 
has been found valuable by Freeman and 
Watts(14) in hypochondriacs, obsessives, 
patients with anxiety states, and those with 
involutional depressions with well-preserved 
personalities. In addition to the above-men- 
tioned very broad group of psychiatric con- 
ditions, frontal lobe surgery is employed 
rather frequently in the treatment of intract- 
able pain, usually of carcinomatous origin. 
It is not our purpose to defend or criticize 
from a medical point of view the application 
of psychosurgery to these various clinical 
entities. The broadening range of mental 
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and emotional disorders for which some type 
of psychosurgery is being recommended, 
however, does raise some very important 
medico-legal problems. We shall mention a 
number of these problems and discuss some 
of them in greater detail. 

The initial question for consideration is 
what consent is necessary before operation. 
Surgeons have always obtained written con- 
sent, where possible, of the patient and close 
relatives, prior to any operation, even a minor 
опе. The purpose of a consent is to protect 
the surgeon from liability for assault Ef- 
fectual consent may be obtained from a pa- 
tient who is legally capable of consenting, 
ie. one who knows the nature and conse- 
quences of his act. In the case of an ordi- 
nary operation, patients generally have this 
capacity ; psychosurgery, however, is gener- 
ally applied to patients who are mentally dis- 
turbed. The question of the legal capacity of 
such patients to consent to psychosurgery 
immediately presents itself. 

The current practice in the case of lobot- 
omies has been similar to that employed in 
other types of operations. To quote from 
Freeman and Watts(15): 


Written permission for operation is obtained from 
the patient when possible and in all cases from the 
nearest relative. The usual form which is signed 
by all patients undergoing general surgical opera- 
tions in the hospital is considered sufficient. When 
patients are obviously incompetent, written per- 
mission for operation is obtained from the guardian 
or nearest relative and in some instances from the 
two nearest relatives. If there is any disagreement 
among the relatives as to whether they want a 


lobotomy performed upon the patient, we are un- 
willing to operate. 


We feel such procedures are inadequate 
and shall discuss in detail two aspects of the 
matter: (1) whose consent must be ob- 
tained for the surgeon's protection, and (2) 
what the form of such consent should be. 

As to the first, if the patient is competent 
and an adult, he alone has capacity to consent 
and his consent will be effectual as a defense 


3 Legally, any operation performed by a surgeon 
constitutes an assault and battery upon a patient 
for which the surgeon will be liable in damages 
unless he has the consent of the patient or someone 
authorized to give such consent on his behalf. 
Schloendorff v. N. Y. Hospital, 211 N. Y. 125, 105 
N.E. 92, (1914). 


to a suit by anyone against the surgeon, In 
the case of Pratt v. Davis(16) it was stated: 
Ordinarily, where the patient is in full possession 
of all his mental faculties and in such physical 
health as to be able to consult about his condition 
without the consultation itself being fraught with 
dangerous consequences to the patient’s health, and 
when no emergency exists making it impracticable 
to confer with him, it is manifest that his consent 
should be a prerequisite to a surgical operation, 


It is advisable, however, also to obtain the 
consent of any close relatives to obviate the 
possibility of suit by them predicated upon 
a hindsight finding that the person who con- 
sented to the operation was in fact incompe- 
tent at the time of consent. Consent of rela- 
tives, however, would act only as a legal 
estoppel against suit by them and would not 
be legal permission to invade the bodily in- 
tegrity of the patient or effectual as a defense 
in a suit brought by the patient. 

If the patient is incompetent, he is not 
considered by the law to have capacity 0 
consent. Section 59(1) of the Restatement 
of Torts(17) reads as follows: 

(1) If a person whose interest is invaded is at the 
time by reason of his youth or defective ment 

condition, whether permanent or temporary, I | 
capable of understanding or appreciating the const: 


quences of the invasion, the assent of such a perso? 
to the invasion is not effective as a consent thereto: 


Tn the case of an adjudicated incompetent, | 
consent of a guardian or a committee ap” 
pointed to take care of him should be suffr 
cient. In most states an insane person 1 
considered a ward of the state which acl 
through the committee or guardian ap 
pointed by it. In some states a committee 0” 
the person is charged with the care and treat | 
ment of the insane person while а commit- 
tee of the property is charged with looking 
after his financial affairs. In such cas® 
consents should be obtained from both com 
mittees, for although the committee of fot 
person is charged with responsibility E | 
consenting to treatment, a surgeon could п | 
be paid for his services unless the one 
tee of the property authorized the paymet” 
Here again, it might be advisable also to 0 
tain the consent of any close relatives. f 

The practical problem of obtaining d 
consent of these committees may be diffi! 
for it is highly improbable that either со 
mittee will consent without first obtaining 
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court order. This means, in most cases, that 
the court must be petitioned to give its con- 
sent and to allocate funds from the incom- 
petent’s estate for expenses of the opera- 
tion. Notice will probably have to be given 
to next of kin and a lengthy and expensive 
proceeding may ensue. If warranted, the 
court may appoint a special guardian of the 
incompetent to investigate independently the 
advisability of the operation. Testimony of 
independent psychiatrists and neurosurgeons 
may then be taken. All of these steps will 
delay the operation and add great expense to 
the estate of the incompetent. A further 
obstacle is presented in the case of an in- 
digent patient who cannot afford legal as- 
sistance to establish his incompetency. The 
problem is not a negligible one, for most of 
the patients undergoing psychosurgery will 
fall into this group. However, for com- 
plete protection from liability these difficul- 
ties must be overcome. 

Problems may arise when a patient’s legal 
and clinical status do not correspond. This 
situation will occur when the patient at the 
time of the operation has not been declared 
legally incompetent but is actually psychotic 
or, conversely, has been declared legally in- 
competent but is still capable of comprehend- 
ing the nature and consequences of his act. 
In the former case a surgeon, in order to be 
completely protected, should ask that pro- 
ceedings be initiated to have the patient de- 
clared legally incompetent so that consent of 
the committee can be obtained. In the latter 
case as a practical matter the surgeon should 
Obtain a consent from both the patient and 
the committee, although legally consent of 
a Committee should be sufficient unless 
there is serious doubt as to the patient’s 
incompetence. 

The burden thus rests squarely on the 
Psychiatrist and the neurosurgeon to deter- 
mine prior to operation whether or not the 
Le is in fact competent and capable of 
Dec indue and appreciating the conse- 
QUESO the operation. 1f the doctors are 
P in determining the patient to be com- 

ae no committee has been appointed, 

Bir е consent of the patient alone is suf- 

E If, however, in a borderline case the 
a ae believe their patient to be competent 

е is in fact incompetent then his con- 
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sent is ineffectual. In any situation, there- 
fore, where there is doubt of competency, it 
would not be completely safe to operate until 
the patient is first legally adjudicated incom- 
petent and consent of the guardian or com- 
mittee obtained. 

The case of Kelly v. Kipp(18) presents an 
interesting situation, although the decision is 
probably not entitled to any weight judicially 
as it is based on a legal procedural point. In 
this case, the superintendent of a state psy- 
chiatric hospital, a surgeon, operated, with 
the consent of her appointed guardian, upon 
a woman legally declared incompetent. The 
woman previously had been in mental institu- 
tionsand declared an incurable paranoic. The 
superintendent, prior to operation, had deter- 
mined the patient to be insane. Shortly after 
the operation, however, a court judicially de- 
termined in another proceeding that the pa- 
tient was then sane and could not be retained 
in the hospital. A few months later another 
doctor, who disagreed with the previous psy- 
chiatric evaluation of the case, concluded she 
was sane. The jury found that the patient 
was in fact sane at the time of the operation 
and she was permitted to recover from the 
surgeon for assault and false imprisonment 
during her confinement in the psychiatric 
hospital. It would seem, however, that the 
court erred in allowing the issue of insanity 
to go to the jury in view of the previous 
adjudication of incompetency upon which 
the doctor should have been entitled to rely 
unless he had real doubt that the patient was 
insane. 

If the patient is insane and has been com- 
mitted to a state institütion for the mentally 
ill, it might be argued that the consent of the 
superintendent of the hospital alone would 
be sufficient. The Deputy Attorney General 
of Pennsylvania in an opinion(19) in 1948 
concerning the administration of shock 
therapy in state mental institutions, made 
the following statement: 

There is nothing in the form of the foregoing 
commitments, which gives a mental patient, or his 
friends, relatives, guardian, or other person, the 
right to determine what methods of treatment, 
either with or without written consent thereto, may 
be administered in his particular case, during his 
detention in a mental hospital. 

The opinion went on to state that treat- 
ment by shock therapy could be administered 
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by the superintendent of the mental institu- 
tion without the consent of the patient or 
his guardian, The author emphasized that 
shock treatment, despite its risks, had be- 
come conventional practice; and apparently 
to a great extent his conclusion was based on 
this fact. Possibly this theory may be ex- 
tended as a legal proposition to include psy- 
chosurgery, However, ethically speaking, 
this might seriously endanger a person’s right 
to decide for himself whether or not he 
agrees to an operation, the effects of which 
are irreversible. 

Apparently little study has been given to 
the form of the consent. In cases noted by 
the authors, the consent form has been too 
broad, with only brief mention of possible 
convulsions and personality changes result- 
ing from the operation. Permission has been 
given to perform any brain operation the 
surgeons in attendance deem advisable, with 
no specific consent to perform a lobotomy. 
Loosely worded and general consents do 
not afford as much protection as specific 
consents. 

In order to protect fully the surgeon and 
the psychiatrist, the consent given should be 
specific and clearly agree to psychosurgery, 
and even to the specific kind of operation to 
be performed. A patient might agree to a 
transorbital lobotomy, for example, as op- 
posed to a full lobotomy. It would be ad- 
visable to set forth briefly a description of 
the proposed operation and its possible 
adverse affects, such as convulsive sei- 
zures, irreversible intellectual and emotional 
changes, urinary incontinance and hemi- 
plegia. Such statements would overcome the 
argument by a recalcitrant patient that the 
possibility of a personality change or other ill 
effects had never been explained to him and 
that he did not realize what he was consent- 
ing to. A statement should be inserted to the 
effect that а period of specialized postopera- 
tive care and psychotherapy might be neces- 
sary to insure best results. 

A possible form of consent might read as 
follows: 


CONSENT To PsSYCHOSURGERY AND TREAT- 
MENT IN ConNECTION THEREWITH 


агената 
The undersigned hereby consent to the perform- 
ANCE by........- eere nene [o er E tee " 
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patient, of the following brain operation: (Specify) 
which is... . 

The undersigned also consent to the performance 
of a transfusion and the use of any anesthetic op 
any other surgical or medical techniques that sur- 
geons, anesthetists or other physicians in attendance 
deem advisable in connection with the preparation 
for, the performance of, or the recovery from the 
above-described operation. 1 

The nature of the operation and the special risks 
involved have been explained to the undersigned, 
In particular a full explanation has been given of 
the possible occurrence of convulsions, personality 
or intellectual changes, loss of bowel or bladder 
control, paralysis or other weakness of the nervous 
system resulting from this operation and the consett 
hereby given is with full knowledge of these possible | 
consequences. ‘ 

The undersigned understand that post-operative 
supervision and psychotherapy may be necessary 
for the successful conclusion of psychosurgical 
therapy. 


Patient Committee 
eddie peers” a is 
Witnessed by: 


Physicians often believe that the purpos 
and legal effect of a consent are to protect 
the patient as well as the surgeon. Far from 
protecting himself, the patient by signing à 
consent waives a kind of immunity from 
operation, 

Procedures are therefore necessary to pt? 
tect the patient in certain situations as, fo! 
example, when consent is granted by à 
guardian without due deliberation. This 
might arise if a mate, who is also the legal 
guardian, becomes exhausted with the in 
cial and emotional burden of his spouse $ ilk 
ness and is therefore oversusceptible to ; 
suggestion of psychosurgery. К { 

Perhaps after thorough discussion, som 
form of legislation will be necessary ї0 E 
quire, in special circumstances, the appro 
of a panel prior to operation. This reme ] 
has been suggested Ьу Cossa and Fret i 
man(20) in cases where the patient 15 d 
mental institution. However, psychiatry 
and neurosurgeons polled by the Soc 
Medico-Psychologique de France(21) V j 
opposed to any treatment of psychosurg 
cases which would set them apart from ot 
forms of surgery. Jenis 

Postpsychosurgery medico-legal prob lj 
have recently been brought more $ 
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into focus because of the increasing number 
of such patients returning to every-day life. 
The expected rate of discharge of loboto- 
mized schizophrenic patients from state men- 
tal institutions is approximately 30%. There 
is, of course, a much higher percentage of 
noncommitted psychiatric patients, and pa- 
tients operated upon for intractable pain, 
who resume normal activities in society. In 
the case of transorbital lobotomy on the 
former, Freeman and Watts(22) state: 
“They are encouraged to return home the 
day following operation and resume their 
tasks as soon as the discoloration about their 
eyes clears up.” While transorbital lobotomy 
patients represent the ultimate in rapid post- 
operative return to social life, applications 
of topectomy, undercutting, medial lobotomy, 
ete., in less severe cases of mental illness re- 
sult in a high percentage of return to full 
social intercourse. 

То understand clearly these postoperative 
medico-legal problems, one must differentiate 
the effects of psychosurgery from other types 
of surgery. If the intent of psychosurgery is 
areduction of the emotional components ofa 
patient's psychic life or more simply a bleach- 
ing of the affect, it is an attempt to alter 
emotional patterns which make up person- 
ality. The effect of psychosurgery thus may 
be the alteration of those components which 
are factors in determining legal competency. 
This is the essence of the difference between 
ү effects of psychosurgery and other types 
of surgery. Psychosurgery may result in con- 
siderable changes in affective behavior with 
alterations іп a patient's judgment, in his atti- 
al toward his family, friends, and environ- 
ш and in his concept of abstract ideas. 
in E e a patient, whose entire wak- 
Mh Ours prior to operation are consumed 
"a unbearable pain which completely 
stil inates his , existence, after lobotomy, 

may admit feeling pain, but disre- 
pd it, does not suffer, and is able to turn 
| | нш to other matters. While this 
B €sents a good result in terms of pain re- 
whi үй demonstrates the profound effect 
үш rontal lobe surgery may produce on 

^ nt's response to life situations. 

*cause of the patient's differing outlook 
Teaction to things after operation, one 

€ most important problems is the 


amount and type of supervision to be given 
post-operative patients. Consider first the 
case of those patients with only slight men- 
tal or emotional disorders, an increasing 
number of whom are being treated by psy- 
chosurgery. Possibly many of these patients 
might, if the operation is not successful, be- 
come more overtly disturbed. While this is 
often true when the operation is carried out 
for the relief of pain, it occurs less fre- 
quently as a permanent change when the 
operation is done for psychiatric reasons. 
In many of the less severely disturbed pa- 
tients, however, and particularly after trans- 
orbital lobotomy, the patient is permitted to 
return to his every-day activities within a 
few days of the operation; that is, at a time 
when the effect of the surgery cannot yet be 
fully evaluated. Should these patients be 
discharged from close supervision by special- 
ized personnel at such an early stage? 
Difficulties will also be encountered in 
cases where the patients had been declared 
legally incompetent before operation. They 
remain legally incompetent until a proceed- 
ing establishing competency has been com- 
pleted. Results following an operation, 
however, may be very favorable and in a 
number of cases mental illnesses have re- 
markably improved. Pool(23) reports a pa- 
tient, overtly psychotic for over 3 years, who 
after topectomy was restored to complete 
control of her financial affairs, at the request 
of her guardian and by order of the same 
court that had previously committed her. 
How long should the period of supervision 


` last before we recommend that a patient seek 


a declaration of legal competency? How 
soon should a patient be restored to his full 
legal capacities when there is at least a possi- 
bility of a relapse? 

When a patient has had known criminal 
tendencies prior to the operation, the prob- 
lem of postoperative supervision is even 
more acute. It would seem exceedingly dan- 
gerous to release such a patient although he 
appears to have been freed of such tendencies 
by lobotomy. Protection of the public is our 
primary legal concern in handling these pa- 
tents. The rapid release of potentially de- 
structive individuals reveals shocking disre- 
gard for the best interests of both the 
patients and society. 
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Partridge, in his review of lobotomized 
patients, describes several pertinent cases. 
One patient, described by his family as 
cured, when interviewed by a doctor, threat- 
ened to cut off his mother’s ears and ad- 
mitted enjoying the frequent accidents he 
had with the family automobile. 

Another, committed for attempted mur- 
der of a member of his family, was lo- 
botomized shortly after this episode and dis- 
charged back to the family group 3 months 
later. Of 5 drug addicts operated upon, all 
returned to addiction and the petty crimes 
involved in obtaining drugs. 

W. W. Wilson(24) reported the results 
of transorbital lobotomy in 200 chronically 
disturbed patients. Of these, 26 were dis- 
charged from the hospital. One 38-year-old 
patient, considered the most difficult man- 
agement problem of the criminally insane 
group, with a diagnosis of paranoid schizo- 
phrenia, was discharged 6 months after oper- 
ation. In another similar case, a man who 
had been in seclusion for 7 years improved 
after the first lobotomy, relapsed, was re- 
operated and discharged 3 months later. 

While the follow-up of these patients is 
not reported, we mention them only as ex- 
amples of potentially destructive patients dis- 
charged from the hospital after relatively 
short postoperative periods of observation. 
Tn this connection, a statement by Freeman 
and Watts(20) should be remembered : 

It seems remarkable in a way that psychosurgery 


should. abolish criminal propensities while at the 
same time reducing social inhibitions. 


Mayer(20) discusses a criminal, under 
indictment for robbery, who was granted 
permission by the court to undergo lobotomy 
in an effort to change his criminal tendencies. 
After the operation the court was unwilling 
to gamble on his possible cure and sentenced 
the patient to jail.* Mayer says that from a 
survey of the literature at that time there 
was no justification for accepting the con- 
clusion that criminal tendencies could be 
eliminated by any of the several types of 
lobotomy then in use, but there were in fact 
numerous examples of criminal tendencies 
initiated by the operation. One of these, a 


4The patient later committed suicide while 
imprisoned. 
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patient of the Mental Health Clinic of Pitts. 
burgh, committed murder after lobotomy, 
Mayer’s conclusion is that until the clinical 
effects of the operation are clearly estab- 
lished, the time will not have arrived when 
psychosurgery should be accepted by a court 
as a presentence procedure. 

Do these adverse changes in a post 
lobotomy patient's reaction to his emotional 
environment also indicate, pari passu, an 
alteration in his legal capacity or in his re- 
sponsibility for criminal acts? To rephrase 
it, does psychosurgery per se cause a change 
in legal status? The simple answer to this 
question probably is that each case must be 
decided on its particular facts and will de- 
pend on the field of law involved. Each of 
these fields will then have its individual 
problems. 

Should a patient after psychosurgery be 
held responsible for his “negligent actions’? 
Will he be held to the same degree of care 
and diligence as a person who has never 
been treated by psychosurgery? How will 
psychosurgery affect a patient's domestic 16 
lations? This involves matters such as the 
patient's ability to contract marriage, to ob- 
tain divorce, and to adopt children. Should 
a spouse be able to start an action for sepe 
ration or divorce solely on the ground E 
his partner has undergone psychosurgery: 
Should failure to reveal prior psychosurgety 
be considered fraudulent concealment upon 
which an action for annulment of marriage 
may be based? Does psychosurgery change 
a patient's capacity to make, modify, or 1 
voke a will? 

Similarly, a number of problems аге en 
countered in connection with a patient's bust 
ness affairs. Is it possible for a psychos 
gical patient to make a contract, or шой 
or terminate a contract concluded prior | 
operation? Сап a contract for a person" 
personal services be broken by one coni 
tor on the ground that psychosurgery 704^ 
another contractor unreliable? Would ру 
chosurgery affect a patient's capacity D 
qualify as a fiduciary such as a trustee, 
ecutor, administrator, or director ? і said 

Several writers have argued against 12! 
legal standards which declare a person d 
either completely or not at all responsible 
his acts. Mettler(25) suggests that рабе? 
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who have undergone psychosurgery should 
be only semiresponsible for their acts, as 
should prepsychotics, psychopaths, and psy- 
choneurotics. Consideration of the degree 
of legal responsibility to be attributed to 
post-psychosurgery patients would raise the 
question of the correctness of present legal 
standards for all borderline cases. Without 
suggesting a specific solution to this problem, 
we feel that psychosurgery should certainly 
have more bearing on a patient's legal status 
than do other surgical procedures. 

Here, too, each case will probably have to 
be judged individually. L'hermitte(21) and 
Freeman(21) are of this opinion. Wer- 
theimer(21) suggests an analogy to the case 
of the "defectively cured" general paresis 
patient treated with malaria fever. 

We have described some of the medico- 
legal aspects of psychosurgery. In view of 
the novel and complex nature of these prob- 
lems and of their increasing importance, we 
would like to submit for your consideration 
the formation of a committee of The Ameri- 
can Psychiatric Association and a committee 
of the American Bar Association to study 
these problems. These groups might then 
report their findings and recommendations 
for the establishment of legal principles to 
Bovern psychosurgery cases both before and 
after operation. There is clearly а need to 
formulate such principles—to protect the pa- 
tent, physician, and public alike. 
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DISCUSSION 


Warrer Freeman, M.D. (Washington, D. C.). 
— First I would like to qualify as an expert victim 
of lobotomized patients. I’ve been threatened, 
robbed, blackmailed, and sued by them—and had my 
whiskers pulled. I have not yet been shot, a possi- 
bility that some of my colleagues could view with 
equanimity. 

Major crimes by lobotomized patients are sur- 
prisingly infrequent, considering the number of 
patients subjected to operation, I know of one 
homicide and have seen newspaper accounts of two 
others, In none of the cases was the issue of lo- 
botomy raised. Two patients were obviously relaps- 
ing and were returned to hospitals. My patient is 
serving a sentence for negligent homicide. During 
a drinking bout he shot a casual acquaintance who 
had told him that the revolver carried by the ac- 
quaintance was no good. When the patient tested 


the gun, the victim lunged for it and was shot 
through the heart. 

The man who threatened me called up from the 
railroad station to make sure I was in the office. 


- “үшүге a damn crook. You never operated on me. 


I'm coming up to shoot you.” This patient met a 
reception committee and was escorted to the psycho- 
pathic hospital. His brothers turned up en masse 
at the hearing, promising to keep Mike away from 
me. I have visited him since at his home and there 
are no hard feelings. 

The man who stole two typewriters from my 
office pawned them to get liquor money. He had 
done the same thing with the family silver before 
his lobotomy in 1935, and he Jater served two years 
in prison for robbing a poor-box in a New York 
church. Up to a year ago he was confined in a 
state hospital. 24 я 

The question of legal responsibility is an inter- 
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esting one, but, on the whole, academic. To my 
knowledge the question of lobotomy has never come 
up in a legal action. Lobotomy apparently does 
not relieve the tendency toward crimes against 
property but when successful does away with serious 
crimes against persons. Psychologically it would 
seem that the operation reduces the tendency to do 
things differently. Lobotomized patients tend to 
observe the laws and to retain the habits they have 
developed in their formative period, although what 
Golla calls the “abstract moral” is reduced, This 
is not to say that there are no examples of anti- 
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social behavior after lobotomy. Alcoholism, promis. 
cuity, and impulsive behavior are well known, but 
sex crimes are unknown, and even aggressive 
homosexuality is attenuated. The reduction of the 
drive to misbehavior more than counterbalances the 
reduction in self-control and the irresponsibility, 
Lobotomized patients tend to repeat such acts as 
forgery, shoplifting, even burglary and, to some 
extent, self-exposure. I have looked in vain for 
aggravated assault and for armed robbery. 
On the whole, lobotomized patients make rather 
good citizens. 


PAVLOVIAN STRATEGY AS A WEAPON OF MENTICIDE 
JOOST А. М. MEERLOO, M.D, New York Спү 


I 


In an article published in 1950, I called 
attention to a dangerous form of attack on 
our free minds, terming this type of attack 
menticide(7). Since then this form of men- 
tal coercion has bécome better known be- 
cause many of the American prisoners of 
war in Korea were subjected to menticidal 
techniques. 

Pavlov, the well-known Russian physiolo- 
gist, proved how it is possible to condition 
and recondition the minds of dogs. Through 
a system of ingenious training it is possible to 
change their innate patterns of reflexes and 
to influence their mechanisms of behavior. 
New patterns can be set in the dog’s brain 
through constant repetition of simultaneous 
stimuli which supposedly acquire a neuronal 
connection, Pavlov's important investiga- 
tions are well known in psychiatry and have 
contributed much to better knowledge of 
animal and human behavior. It is, however, 
much less known that Soviet psychiatry is 
based exclusively on orthodox Pavlovian 
Principles, as interpreted by Soviet academi- 
Clans, and a continual discussion is going on 
Tegarding the best use to be made of the Pav- 
lovian strategy in the service of expanding 
totalitarianism, In Soviet Russia a “Pavlov- 
ian Front" has been formed and a special 

Scientific Council on Problems of Physio- 
logical Theory of the Academician I. P. Pav- 
lov”(5); both are control agencies of re- 
a and theories. It is accepted by Soviet 

corists that just as animals can be trained 
and conditioned, so can man. The totalitarian 
Wants to train and indoctrinate his fellow 
did ìn order to form a new society of con- 
aM human insects among whom every 

tern of behavior is prefabricated. 

Pavl 's paper aims to expose this fatal use of 
а Оу!ап findings as we find them especially 
а in the process of brainwashing and 
tion cide. (This is not, of course, a perora- 
Re Pavlov and his findings; every 
ош tific finding can be used in an inhuman 
фаш) Because psychiatry is inevitably 

ed into the stage of political implica- 


tions, we have to be more and more aware 
of the principles we ourselves use, the ideals 
we invest in, and the scientific goods we 
deliver, 

Through an elaborate study on “speech re- 
flexes,” written by one of the leading Rus- 
sian psychologists, Dobrogaev(1), we get a 
better introduction to the problems of prag- 
matic usage of speech patterns in the service 
of propaganda and indoctrination. In his 
study Pavlov and Propaganda, the American 
analyst of Russian affairs, Little (4), gives a 
keen survey of the pending problems, 

The basic problem for the totalitarian state 
is rather simple: Can man resist the condi- 
tioning State? What can the individual do 
against a forceful indoctrinating collectivity? 
If possible, how can we do away with the 
last form of inner resistance? 

Alas, the answer to these questions goes 
already far beyond the theories of the college 
lecture hall. The several totalitarian regimes 
developed a devilish system of systematically 
enforced indoctrination, which was actually 
used against the prisoners of war in Korea 
to extort “confessions” valuable for propa- 
ganda(6). However, we have already 
learned much from the Nazi strategy of 
treating their prisoners. The process of en- 
forced conversion and mental torture is 
known by the шн as “brainwash- 
ing,” a term first used by the Communists in 
China and introduced into our language by 
Hunter(3). Psychologically it is interesting 
that brainwashing (hsi-nao) is always com- 
pared with anal purging, the infantile proc- 
ess that so often leads to compulsive auto- 
matic actions and neurotic behavior in man. 

According to official Pavlovian psychol- 
ogy, human speech is a conditioned reflex 
activity. Pavlov speaks of stimuli of the 
first order, which condition man directly, and 
stimuli of the second order, with weaker and 
more complicated conditioning qualities. In 
the so-called second signal system verbal 
cues replace the physical stimuli. To the lat- 
ter belongs speech, wherein first the tone and 
the sound have a conditioning quality, later 
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also the symbolic and semantic meaning. 
Pavlov had. discovered that, more than in 
animals, man’s relation to the external world 
is dominated by secondary stimuli, the in- 
ternalized speech symbols. Man learns to 
think in the speech figures given to him. As 
Dobrogaev says: “Language is the means of 
man’s adaptation to his environment.” We 
may also say it this way: man’s need for 
communication interferes with his relation to 
reality, because communication by speech is 
a conditioned tool. “Speech manifestations 
represent conditioned reflex functions of the 
human brain” (Dobrogaev). 

In the totalitarian master plan for political 
control, conditioning of behavior and its dif- 
ferent techniques have become most impor- 
tant. This political conditioning should not 
be confused merely with the euphemistic 
names of training or persuasion or even in- 
doctrination, It is more than that: it means 
to take actual possession of the simplest and 
the most complicated nervous patterns of 
man; it is coercion and enforced conversion. 
Instead of conditioning man to reality, he is 
conditioned to catchwords, verbal stereo- 
types, slogans, formulas, symbols. Pavlovian 
strategy means imprinting prescribed re- 
flexes on a mind that has been broken down. 

The technique of brainwashing and menti- 
cide makes use of simple Pavlovian condi- 
tioning such as is used with dogs. The totali- 
tarian wants first the required response from 
the nerve cells, then the control of the indi- 
vidual, and finally the control of the masses. 
The system starts with verbal conditioning 
and training by combining the required ster- 
eotypes with negative or positive stimuli— 
pain, hunger, or a reward. Often a threat of 
death is used. Such are the general experi- 
ences told by our soldiers who were prison- 
ers of war in Korea. Hunger and food were 
mostly the negative and positive stimuli. For 
resisters, other forms of torture are used 
(5). The gamut of negative stimuli consists 
of physical pressure, moral pressure, fatigue, 
hunger, chemical pressure (narcotics), bor- 
ing repetition, confusion created by seem- 
ingly logical syllogisms. And when the 
victim asks for logical sense or personal un- 

derstanding and reacts with intelligent pro- 
test he has to be broken down systematically. 
He is told that he is betrayed by his com- 
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mander, that nobody is there any more to 
help him. He can starve and die without 
anybody knowing about him and his heroism, 
He is alone and helpless. Guilt and fear are 
provoked alternately, and he receives re 
wards when he speaks and acts the right 
way. Many of the victims were first brought 
to a state of mental disintegration and con- 
fused depersonalization in order to distort | 
their sense of values, then nearly brought to 
the point of suicide or eyen to suicide itself. 
This kind of Pavlovian strategy arouses in 
everybody a “confusion neurosis” —a general 
feeling of irreality. It leads gradually to 
complete mental submission and willingness 
to play any role. 

There exists only one principle of treating 
those enforced conversions and breakdowns 
—that is psychotherapy. Military officials are 
inclined to interpret some actions of prison- 
ers of war as “treason” or, more mildly, | 
as “unforgivable weakness.” Psychiatrically 
speaking, however, such a breakdown can | 
happen to nearly everybody, though the limit 
of endurance varies with individuals. In 
everybody lives the inner traitor who gives | 
in, and there is no law prescribing that al 
people shall be heroes. 

In reviving the period of mental torture 
and endurance with a skilled therapist, the 
victim has the opportunity to find his old 
self and to recondition the coerced attitude. 

Psychiatry has gathered much experienc? 
with victims who have been broken dow! 
after years of "existence" in concentration 
camps. 

The strategy of mental coercion is used 
not only against the prisoners of wat but 
even more against the conquered people, the 
satellites, and of course against their OW? 
people. I remember so very well the daily 
verbal conditioning applied by the totalitar, 
ian Hitlerites during the days of the Nazi 
occupation, to which I was subjected on more 
than one occasion myself. Auditory and vs 
ual stimuli were given every day. When К 
got out in the morning, we found new 80 
gans painted on the streets, new catchwor А 
in the papers, newly brewed stereotype 0 
the movie screens. К 

This Pavlovian strategy as à polit я 
method, as a procedure of leveling the mn d 
(Gleichschaltung) is generally used in T 
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and by the new satellites. Special psychiatric 
points are of interest because we see that the 
Pavlovian conditioning is only applicable 
when special mental conditions prevaik I 
have mentioned this previously in another 
study(10). First, there must be the feelings 
of terror, fear, and hopelessness, of being 
alone, of standing with one’s back to the 
wall; secondly, guilt must be aroused; a 
form of masochistic submission must be su- 
perimposed on the Pavlovian conditioning. 
In China the students of totalitarianism fre- 
quently have to read their own diary aloud 
in the group. In this exposure of themselves 
they are forced to give their inner thoughts 
and can thus be attacked, corrected, and im- 
proved. It is the apotheosis of submission 
through self-accusation. For the masses, the 
same kind of conditioning is organized: 
teading meetings, browbeating and bullying, 
revision meetings, self-criticism, group con- 
fession, repentance meetings, reflection 
meetings, meetings with long and boring lec- 
tures, Even the very fact that the verbiage 
of the lecture is not understood by an audi- 
ence which is bored by long sessions condi- 
tions man to passively swallowing the doc- 
trines as if he were under hypnosis. He is 
actually under hypnosis! (Sometimes I ask 
myself if some of our scientific meetings 
which we attend perforce do not compel us 
to endure a similar strategy.) 


II 


‚ Merely mentioning the misuse of Pavlov- 
lan strategy in totalitarian countries would 
Not be honest without trying to find out if 
Part of this kind of automatizing attitude 
could be found on this side of the iron cur- 
fain also. I refuse to believe that the influ- 
UIN Which causes people to regress to a state 
Where they become submissive automatons is 
only political. I suspect that other cultural 
Nr Play a role, e.g., the intrusion of a 
та; anizing action and technique. Scientists 
к More apt to think in terms of machines 
ith their determined tools, instead of or- 

Sanisms with their own rate of growth and 
Teedom of choice. The machine takes over 
i геейот and vitality are lost sight of. Even 
d Чг own psychiatric science much Pavlov- 
Conditioning takes place. We find indoc- 


trination by special schools, each along its 
own lines and using its own specific vocabu- 
lary, thus forcing their disciples, purely 
through terminology, into specific ways of 
thinking. These schools introduce contrast- 
ing orthodox currents in a science where the 
very fact of orthodoxy should be a subject 
of research. 

However, in the totalitarian society Pav- 
lovian strategy has acquired grotesque pro- 
portions. The reflex machine is designed; 
the subjective, self-thinking man has to dis- 
appear. There is rejection of any attempt at 
persuasion or discussion. Individual self-ex- 
pression is taboo. Private affection is taboo. 

Children are taught to become haters and 
informers of their parents. The continual 
education in betrayal, in snooping and peep- 
ing, breaks through every barrier of personal 
reserve. Personal loyalty does not exist any 
more—only loyalty to the system which may 
better be called servile submission. Peaceful 
exchange of thoughts in free conversation 
disturbs the conditioned reflexes and is 
therefore taboo. No longer are there any ' 
brains, but only conditioned patterns and 
educated muscles. In such a compulsive 
training system neurotic compulsion is 
looked at as a positive asset instead of some- 
thing pathological. The mental automaton 
becomes the ideal of education. 

The actual pattern of teaching and sophis- 
tication on the other side of the iron curtain 
may make us feel rather confused about our 
own strategy of inculcation. True, since the 
Renaissance, the ideal of universal scholastic 
training has made a stéady gain. The immi- 
nent danger of all this teaching is that we 
ourselves unwittingly tend to mold minds 
into a prefabricated pattern of thinking and 
give the pupils only an illusion of knowing 
all the answers. The fallacy of half-educa- 
tion is that the so-called “alphabetics” be- 
come better followers and worse thinkers. 
The totalitarian mind is not against schools ; 
on the contrary, the more you overburden 
the mind with facts, the more passive the 
mind may become. Oversophistication does 
not make strong egos, and in our passion for 
factual education and the quiz type of ex- 
amination there hides a totalitarian streak. 
The awe with which we regard scholastic 
facts inhibits the mind so that it cannot think 
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for itself. We must become more aware of 

_ the involuntary pressure imposed on us by 
certain educational systems. Our Western 
every-day opinions are also conditioned in 
manifold ways—most of our latest ideas we 
get from the morning paper. 

This is the tremendous educational di- 
lemma of our epoch. Do we need conditioned 
adepts or free-thinking students? Scholastic 
fact-factories keep many a pupil too busy to 
think and educate him in progressive imma- 
turity, Students are caught in a compulsive 
school regimentation which imprints on them 
dependency and awe of authority—unless 
there is a pleasant, informal relationship be- 
tween students and professors. A free man 
needs free time to verify things for himself. 
Totalitarianism is too well aware that youth 
especially has a sensitive period during 
which Pavlovian conditioning may be easily 
established. The early teachings form nearly 
indestructible imprinted patterns in the 
child’s brain, eventually making up for the 
lack of innate instinctual precision, such as 
insects have. The Pavlovian automatization 
of life becomes such a new imprint with al- 
most the force of an instinct. Totalitarians 
take advantage of this fact to gain control 
of the Youth Movement, to imprint patterns 
in the still-sensitive minds, to capture their 
fantasies. The dictators everywhere want to 
organize youth. They use the same psycho- 
logical technique of conditioning the young 
mind to accept the status quo. In Pavlovian 
strategy the words connoting intelligence and 
spontaneity are not to be used. In iron cur- 
tain lingo there are tio doubts, no issues, no 
problems to think about. This strategy only 
talks about simple, emotion-arousing facts, 
about children and mothers, bread, homes, 
enemies—but not about the verification of 
facts. 

Pavlovian strategy leads to emotional os- 
sification. Oversophistication makes people 
into something resembling pots filled with 
facts instead of individuals having free, 
growing personalities. Becoming wiser and 
freer implies selective forgetting and de-con- 
ditioning of the mind. This we accept, this 
we leave behind. Alert adjustment requires 
a change of patterns, and our modern exami- 
nation compulsion and interpretation com- 
pulsion are in conflict with such forms of 
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free education. Totalitarian strategy, indeed, i 
aims to cram the mind with facts and slo- 
gans. Oversimplification seduces captive at- 
diences into easy indoctrination. That is why 
formation of the individual personality does 
not exist for the totalitarian ; he follows the 
strategy of mass indoctrination—mass ec- 
stacy and fanaticism. People become herds 
—indoctrinated and obsessed herds—and 
are continually intoxicated with enthusiasm 
and happy anticipations. 

Conditioning to this servile and submissive 
attitude may start in the cradle when parents 
imprint their automatic rules on the infant. 
They make a time maniac out of him, ora } 
cleaning automaton. They force him to speak 
or to be silent, or to sleep. They educate 
him with a continual sense of guilt and force 
him to love them when they are disagreeable, 
Then they may force him to apologize for 
misbehavior he doesn't understand. They | 
urge him to confess crimes that do not exist 
for him at his age. They interrogate him and 
tie him to their apron strings or keep him un- 
der their eyes. With their solicitous attention 
they never leave him alone to enjoy his feel- | 
ings of security. There are many subtle ways 
to condition an infant into submission. — 

Puzzlement and doubt are the beginnings 
of mental freedom but they are crimes in the 
totalitarian state. The mind that is open for | 
questions is open for dissidence. In the to- 
talitarian regime the doubting, inquisitive 
and imaginative mind has to be suppressed. 
The totalitarian slave is only allowed 0 
memorize. This is education for politica 
somnambulism. The paradox of all props 
ganda is that it is so easily made a tool o! | 
Pavlovian strategy. Propaganda conditions 
the mind, taking from it freedom and indi 
vidual initiative. It cultivates the cynical 50° | 
cial robot. 
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propaganda is that one cannot spread pu 
ganda for freedom. Freedom has to liber? 
itself from all propagandist intervention. ', 
thrives on understanding. When “freedom 
has become a catchword, totalitarian strategy | 
is behind it. d 
However, modern psychiatry has an ad 
tional task from the moment it understa”! 
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what dangerous tools it has delivered into the 
hands of ruthless fanatics. Maybe such per- 
verted conditioning of mankind is even 
worse than an atomic explosion. The human 
mind may be incarcerated for ages to come 
unless we discover where the theoretical fal- 
lacy lies. Pavlovian strategy can be undone. 
We have to show how to de-condition such 
training and to show where the totalitarian 
adepts of Pavlov were wrong. Experience 
has proven that people subjected to totalitar- 
ian hypnosis are far from being taken in 
completely by the propaganda barrage to 
which they are incessantly exposed. Under 
the appearance of unanimity, people are em- 
boldened to feel revolt and resentment. There 
is only one form of systematic immunization 
against the totalitarian attack on human con- 
victions. That is a deeply founded conviction 
of democratic freedom, a deep faith in the 
steadily growing system of checks and bal- 
ances, of laws and rights made to canalize 
the outburst of human hunger for power. 

It is not my task to elaborate here on the 
subject of oversimplification of Pavlovian 
tules by his students, but without a doubt 
part of any interpretation depends on how 
we think about our fellow beings and man’s 
Place in nature. If our ideal is to make con- 
ditioned zombies out of people, this essay has 
missed its aim. Yet, when we are ever so 
vaguely aware that in the totalitarian Pav- 
lovian picture of man the characteristic hu- 
Шап note is missing, when we see that in 
Such a scheme man sacrifices his instinctual 
desires, his pleasure, his aims, his goals, his 
creativity, his ambivalence, his paradoxical- 
ness, we turn ourselves against such perver- 
Sion of science. Such use of Pavlovianism is 
aimed only at the automaton іп man, not at 
his goal-directedness. 

Tt is interesting to read the Soviet attack 
9n the academician T. S. Beritashvili(4), 
who recanted later, but who originally tried 
to proye that there is a “psychonervous ac- 
tivity” beyond the pure reflex pattern in 
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which the reflex-pattern is not valid. His 
colleagues censured him for being so dualis- 
tic and not historic-materialistic. 

Even in animals we have found by experi- 
ence that goal-directedness spoiled the Pav- 
lovian experiment. When, during an experi- 
ment, the beloved boss entered the room, all 
the conditioned signs were suddenly lost. As 
we experienced so simply in the physiology 
laboratory, love and laughter break through 
every rigid conditioning. That the dog's 
spontaneous affection for his boss ruins the 
mechanical calculation of the very investiga- 
tor never came to the attention of the me- 
chanically thinking students of Pavlov. 
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THE RELATIONS OF PSYCHIATRY AND PSYCHOLOGY: | 
р, Р. Е. HUSTON, M.D., Iowa Спү, Iowa 


INTRODUCTION 


For the past several years we have wit- 
nessed lively interest and debate and much 
disagreement on the relations of psychology 
and psychiatry. This is not a new problem. 
More or less official recognition dates back 
at least to 1921, when a 2-day conference was 
held under the joint auspices of the Division 
of Medical Sciences and of the Division of 
Anthropology and Psychology of the Na- 
tional Research Council. A reading of the 
minutes of that conference reveals its con- 
temporary character. The intervening years 
appear only to have brought forth a greater 
demand for psychiatric services, a greater 
prestige for psychotherapy, and an increase 
in the groups interested in psychotherapy. 
As well as psychiatrists, other groups, such 
as psychologists, social workers, pastors, per- 
sonnel workers, nurses, and marriage coun- 
sellors, have become more psychotherapy con- 
scious. Because of this, the committee on 
clinical psychology of The American Psychi- 
atric Association has been compelled to con- 
sider not only the psychologist, but also these 
other groups, and has studied the problem of 
relations in a broader frame of reference. At 
the present time the most critical problem is: 
can nonphysicians engage in psychotherapy, 
and under what conditions? 

Certain general propositions, never formu- 
lated specifically as such, played a role in the 
conference of 1921 and continue to dominate 
our attitudes today. These attitudes appear 
in committee meetings, in informal discus- 
sions, and in the large volume of letters ad- 
dressed to the committee. It is my purpose 
here to present these general propositions in 
order to make clearer the psychiatrists’ atti- 
tudes toward the role of the nonphysician in 
psychotherapy. 

1. The first general proposition is that the 
care of the sick is the responsibility of medi- 
cine and the care of the mentally ill is the 
primary responsibility of psychiatry. There 
is little dissent from this proposition except 


1 Read in the panel discussion on The Relations 
of Psychology and Psychiatry, at the Iooth annual 
meeting of The American Psychiatric Association, 
Los Angeles, Calif, May 4-8, 1953. 
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from rival systems of healing, such as chiro- 
practic which is based upon a theory of ill- 
ness and healing entirely different from 
medical theories, or from such a group as 
Christian Science which holds that disease is 
the result of religious error. 

Outside these rival systems of healing, 
nonphysicians, while not opposing the propo- 
sition directly, contest it indirectly by asking 
for a definition of sickness. Sickness is а 
concept of many meanings. It has been ex- 
tended from the sick individual to the sick 
group. It may include persons with pain or 
discomfort and those without pain or discom- 
fort. It may cover personality disturbance, 
maladjustment, school failure, marital dis- 
harmony, etc. To attempt to discuss ade- 
quately the concept of sickness or illness 
would require a prolonged presentation. Suc- 
ceeding generations have thought of sickness 
in different ways. For instance, many persons 
who are now regarded as psychiatric patients 
were not so considered during the Middle 
Ages when their problems were thought of 
as religious. Faced with sickness as an elastic 
concept the committee has felt that whenever 
a person is considered sick from the stand: 
point of common usage and understanding of 
that term, and of good medical practice, then 
such a person should be examined by and be 
under the care of a physician. Further, psy- 
chiatrists have consistently held the view that 
a significant number of persons who may be 
called maladjusted, emotionally disturbed, 07 
who have a behavior or personality disturb- 
ance, may also be sick and that this sickness 
is an important contributing factor or is the 
essential basis of the maladjustment or pef- 
sonality disturbance. At the same time, be 
cause of the complexity of the field of men- 
tal disorder, the lack of tested scientific 
knowledge, and the difficulty of precise defini- 
tion of sickness, it has also been recognize 
that there are many areas of overlap ea 
medicine and other professions. This has а^ 
ways implied that there should be a pooling 
of professional efforts to help maladjuste 
and disturbed individuals. The overlap are? 
are ones in which first one then another pfo" 
fessional group may take the lead, depending 
upon training and experience. 
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2, The second general proposition flows 
from the first: persons given the responsi- 
bility of caring for the sick must be ade- 
quately trained. The emphasis here is upon 
competence, not upon prestige or economics 
or upon loyalty to professional groups or 
cults or certain theories of the nature of ill- 
ness, In its simplest terms, training for psy- 
chiatric practice means the acquisition of the 
ability to make a diagnosis, a differential 
diagnosis, and to prescribe an indicated treat- 
ment. Translated ihto principles of training 
this has reduced itself to a general formula: 
graduation from medical school, followed by 
an internship and then a psychiatric resi- 
dency. This may be followed by or include 
other specialized forms of training, such as 
psychoanalytic. The general concept back of 
this approach is that mental illness is de- 
termined or modified by a wide variety of 
factors: biologic, physiologic, neurologic, 
biochemic, psychologic, and sociologic. A 
particular illness may be related to fairly 
Specific causes or many factors may be in- 
volved. Diagnosis means to know through 
and through, and differential diagnosis in- 
volves the ability to compare and contrast 2 
or more diseases or disorders of similar signs 
and symptoms. Adequate treatment also in- 
volves this broad general background because 
diagnosis and differential diagnosis fre- 
quently continue as problems throughout 
treatment and because decisions must be 
made as to the particular type of treatment 
technique to be employed. It has seemed rea- 
Sonable, therefore, to say that the broad re- 
Sponsibility for the care of the sick should be 
given to those who have had broad training. 
A more limited training means a more lim- 
ited responsibility. 

1 {2 A closely related proposition is that, 
ideally, medical practice is a unitary whole 
and involves a comprehensive approach to the 
Patient, Influences which divide and frag- 
Азр medical practice are destructive profes- 
May and do not promote the welfare of 
» e ш The danger of specialization is 
ES anger of limited competence, though one 
ы: he highly competent in the narrower 
is talized field. The specialist easily loses 

interprofessional contacts with resulting 


f Н н 
ашу diagnoses and fruitless therapeutic 
attempts, 


In psychiatry there has been historically a 
long struggle to bring body and mind to- 
gether. It is now emphasized that mind and 
body are inseparable, that organic and non- 
organic are outworn terms, that felt emotion 
and its physiologic accompaniments must be 
considered together. The awkward term 
“psychosomatic” is an expression of this 
unity. 

Psychiatrists are apt to look with disfavor 
on any proposal which somehow seems to 
turn the clock back by diagnosing and treat- 
ing patients on a purely physiologic or psycho- 
logic basis. The question is now being asked 
whether there is the danger under the name 
of clinical psychology of raising up a sepa- 
rate system of healing. It has been said that 
this group is attempting to practice psychi- 
atry under the guise of psychotherapy. The 
training of the clinical psychologist is mainly 
under the direction of departments of psy- 
chology which have little relationship to 
medical schools ; the psychological internship 
is supervised by psychologists; the clinical 
psychology movement seems to seek inde- 
pendence from and to set itself against psy- 
chiatry. Thus psychiatrists feel that it will 
become increasingly difficult for clinical psy- 
chology to be integrated into the medical 
framework. 

4. The fourth proposition is that psycho- 
therapy is a province of medicine. This prin- 
ciple is as old as medical practice. Some 
form of psychotherapy has always been con- 
sidered an essential part of the physician’s 
treatment techniques, A wide variety of these 
techniques have been used through the cen- 
turies: reassurance, doctor-patient relation- 
ship, emotional support, ventilation, environ- 
mental manipulation, advising new interests 
and hobbies, planned vacations, etc. In the 
last half-century psychiatry has developed, 
largely as a result of the psychoanalytic 
movement, a much greater emphasis on psy- 
chotherapy and psychodynamics, АП this has 
had a vitalizing influence not only on psychi- 
atry but on medicine in general, and has 
stimulated other fields—psychology, social 
work, nursing, anthropology, literature, etc. 
Because of the ramifications of this approach 
and the magnitude of the problents of mental 
illness and emotional disorder more nonphy- 
sicians have become interested in the total 
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field. Tt is further true that much of what 
those nonphysicians may do does not by itself 
seem to be psychiatric in character. Yet, at 
the same time, whenever patients are con- 
cerned, it is the psychiatrists’ feeling that 
such aspects of psychotherapy as the nonphy- 
sician may use should be carried out under 
psychiatric control and direction. The reason 
for this is obvious. The intent of psycho- 
therapy is to relieve the patient's distress. 
The particular form that is employed is based 
on diagnosis and upon good medical practice. 
In the medical sense psychotherapy does not 
include legal advice, social case work, per- 
sonnel counselling, vocational guidance, or 
education, simply because these activities by 
themselves and divorced from a medical set- 
ting, do not have the medical intent of curing 
or alleviating an illness and because they do 
not involve a medical diagnosis or a decision 
as to whether a certain form of psychother- 
apy is to be combined with some type of 
physical treatment. "These other activities are 
not properly to be considered psychotherapy 
at all. 

5. The legal right to engage in medical 

practice should be granted only to those who 
have been adequately trained to assume the 
broad responsibilities of medicine. Licensure, 
аз we understand it, grants a right to do cer- 
tain things such as the practice of surgery 
and medicine. Certification or registration 
does not grant such rights. Certification at- 
taches to a title and is a mark of proficiency 
in a certain area. Registration records in 
Some central office the names of persons who 
have certain qualifications. Neither certifica- 
tion nor registration permits an individual to 
practice independently. The Opposition to 
licensure for nonphysicians does not mean 
that such persons may not or cannot perform 
many useful functions in the psychiatric field 
in research, in diagnosis, and in treatment, 
but because of their more limited training 
they must work in close association and 
under the direction of psychiatrists. If there 
be need for legal definitions of responsibility, 
then these definitions must be framed so that 
the limited responsibility of the nonphysician 
cannot pass for the broad responsibility of 
the physician, and that a person who can as- 
sume limited responsibility cannot function 
independently of a setting where the broad 
responsibility exists. 
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There appear to have been 2 main argu 
ments advanced against this position: tha | 
certain areas of the country are being overrun 
by psychological quacks and that psychology 
would be a captive of or subordinate to 
medicine, 

It has not seemed to us that the way to 
control the quack is by licensure of persons | 
who can only assume a more limited respon 
sibility, because a gullible public does not. 
clearly differentiate between psychology and 
psychiatry and because licensure probably | 
wotld not drive quacks out of business, A | 
quack only needs to change his name from 
that of clinical psychologist to psychological 
adviser, counsellor, faith healer, etc. On the 
contrary, we have felt that certification of 
psychologists within their own professional | 
group as a mark of acceptable standards of 
training, experience, an ethical code, anda 
self-policing system, and the restriction of the 
title clinical psychologist by legal certification 
is the preferred device which eventually 
would lead to better status and public recog- 
nition, This has appeared to us to have an e 
during quality that would outlast the quack 

In the many discussions on the subject Di 
clinical psychology there has never been al 
expression of the thought of making P 
chology a captive of medicine. The ethica 
physician is a captive of a patient and his 
illness. To cure this illness the phys 
must be adequately trained. It is the patien 
who dominates the scene. All other consi 
erations are subordinate. m. 

6. The sixth general proposition 18 tha 
psychiatry has felt an obligation to encourage 
other professions that may wish to m 
the care of the mentally ill. The need fo 
services and for research is great, опе Wi 
cannot now be met by psychiatrists along 
There are many jobs where the regular И 
chiatric training is not necessary. It 1S i 
feeling that these other groups should b 
fitted into the total professional structure m 
such a way that the welfare of the pud 
will be protected. The arrangement 01 ^" 
physician assuming responsibility for the 5 
tient and delegating certain procedures y. 
other professions, if necessary, does ke i 
patient's welfare as the primary focus. t 
plan is effective; it has a long tradition. 
proposals will be questioned unless they 9 
certain of safeguarding the patient. 
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INTELLECTUAL AND AFFECTIVE CHANGES IN 
ESSENTIAL HYPERTENSION: 


RALPH M. REITAN, Pu. D.? ?, INDIANAPOLIS, IND. 
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Apter, Halstead, and Heimburger (4, 5) 
have recently presented for the first time ob- 
jective measurements of organically impaired 
adaptive capacities (intelligence) that may 
occur early in the course of essential hyper- 
tension and in the absence of neurological 
signs. Their method of study combined medi- 
cal, neurological, experimental psychological 
and psychiatric techniques in an effort to ob- 
tain an integrated and correlative view of the 
symptoms shown by these patients. Hal- 
stead’s battery of neuropsychological meas- 
ures of biological intelligence was used for 
obtaining quantitative results in relation to 
which the other sources of evidence could be 
studied, The intellectual and affective per- 
sonality changes found in certain patients 
with essential hypertension were mild judg- 
mental and memory defects, insomnia, loss of 
energy, and anxiety symptoms. Patients with 
impaired biological intelligence also showed 
а distinct tendency to relinquish perfectionis- 
tic drives which had previously been present. 

Apter, et al., interpreted these changes as 
Psychological symptoms of diffuse brain dis- 
сазе associated with hypertension. Their 
brief though poignant review of the literature 
Presented evidence strongly suggestive of 
pathologic vascular changes before neurolo- 
gic changes are discernible. The recent work 
of Scheinker (23, 24), based on a study of 
More than 365 cases of hypertension, de- 
Scribes in some detail the pathophysiology of 
шш vascular disturbances. He says 
ts tee number of cases of arterial hypertension 
Шана and stasis are among the most 
ls Eus e served vascular changes. These Moa 
Ob rare M e y are accompanied by small foci 
tissue, The n and edema of the surrounding nerve 
nomena Кдн vasoparalytic vascular phe- 
YasoconstHicto y initiated by a brief angiospastic 
period of tim n of repeated occurrence over a 
Veina ie, result in stasis and congestion of 

and capillaries, It may be assumed that these 
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vascular phenomena are first transient and reversi- 
ble in nature. It is obyious that such reversible 
changes as vasoparalysis, if sustained, may lead to 
permanent organic alterations of the vessel wall 
characteristic of hypertensive arteriolopathy. . . . 
(pp. 302-303). 

The importance of a standardized and 
quantitative method for measuring the psy- 
chological effects of impaired cerebral func- 
tions in essential hypertension is obvious. 
Halstead's tests of biological intelligence rep- 
resent such a method, and have a distinct ad- 
vantage over most other psychological tests 
in that they were constructed and standard- 
ized specifically for measurement of psycho- 
logical functions in brain-damaged rather 
than in normal people. While representing 
the most complete battery for measurement 
of the abilities and disabilities of patients with 
known or suspected cerebral involvement, 
their present general unavailability makes 
them more a research tool than an adjunct 
to clinical evaluation. 

The problem in the present investigation is 
to study the results obtained with the Ror- 
schach test upon the same patients studied by 
Apter, Halstead, and Heimburger (4, 5). The 
extensive use of the Rorschach test should 
add to the value in clinical practice of any re- 
sults pertinent to the evaluation of psycho- 
logical functions in hypertensive patients. A 
recent study (20) has shown distinct relation- 
ships of Rorschach test results to the Ab- 
straction. factor of biological intelligence as 
well as the Halstead Impairment Index. 
Since impairment of biological intelligence 
was found in some instances of hypertension 
by Apter et al., it seems possible that similar 
results might be obtained with the Rorschach 


test. 


POPULATION 


Thirteen of the 14 subjects reported by 
Apter, et al.(4, 5) were used in this study. 
These patients were described individually in 
tabular form in one of these reports(4) in- 
cluding sex, age, marital status, date of first 
examination, weight, height, presenting com- 
plaints, blood pressure range, duration of 
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high blood pressure, heart size, EKG studies, 
urinalysis, urea clearance, opthalmological 
studies, associated medical diseases, neuro- 
logical signs and symptoms, the Halstead Im- 
pairment Index, psychiatric diagnosis, com- 
ment, and follow-up. It is obvious from in- 
spection of this table that the patients were 
not greatly deteriorated. Neurological signs 
and symptoms were absent in all patients ex- 
cept 4, who had, respectively, occasional dip- 
lopia, blurring of vision, right hemiparesis, 
and hyperactive deep reflexes on the right, 
tinnitus, and transient hemiparesis. Average 
of the blood pressure range in the group was 
157-202/99-130. The Rorschach test was 
administered at the same time as the tests 
of biological intelligence, and while the pa- 
tients were being studied medically and 
psychiatrically. 

Two other groups were used for compari- 
son. These were 13 neurotic patients, suf- 
ficiently disturbed to seek psychiatric assist- 
ance but without evidence of organic central 
nervous system damage, and 13 persons with 
verified organic brain damage or dysfunction. 
The diagnostic classification of the patients 


in the neurotic group was as follows: depres-- 


sion, 9; alcoholism without deterioration, 2; 
anxiety neurosis, 2. The large proportion of 
depressed patients was deliberate as a con- 
servative procedure. It was felt that if super- 
ficial similarities such as slowness of reaction 
were roughly equated between the groups, 
any differences found would be apt to be 
more reliable and have more general signifi- 
cance, The primary criterion for a patient’s 
inclusion in the brain-damaged group was 
that he present incontrovertible evidence of 
organic brain damage and/or dysfunction, 
The diagnostic distribution of the patients se- 
lected for this group was: postoperative 
brain tumors, 5; cerebral vascular accidents, 
2; epilepsy, 2; traumatic head injury, 2; gen- 
eral paresis, 1; and aneurysm of the right 
middle cerebral artery, т. 

The subjects in the 3 groups were individ- 
ually matched on the basis of color, sex, 
chronological age, formal education, and І.О, 
The diagnostic distribution of the 2 control 
(neurotic and brain-damaged) groups was 
influenced somewhat by selecting only those 
patients who matched one of the hypertensive 
patients on the basis of these 5 criteria, but 
the requirements of brain-damage or no 
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brain-damage were adhered to rigidly, It 
was felt necessary to use a matched-pairs de. 
sign because of the small number of hyper- 
tensive patients. The means and standard 
deviations for each group on age, education, 
and І.О. are presented in Table т. | 

The mean values above are closely equiva- | 
lent in each group. The mean differences 
were tested for statistical significance by Stu- 
dent's technique, and none reached signifi- 
cance at the .05 level. It would seem that the 
3 groups are sufficiently Well equated to rule 
out any systematic intergroup differences 
with regard to the equated variables. 


PROCEDURE 


Generally stated, the procedure was to 
compare the Rorschach records in the j 
groups to determine whether or not the test 
describes any reliable differences between pa- 
tients with essential hypertension and those 
with neurosis and organic brain damage. The 
2 control groups were selected for compati- 
son with the thought that they should st 
reasonable limits within which the results for 
the hypertensive group could be assessed. 
There is much evidence to support the thesis 
of neurotic personality characteristics in & 
sential hypertension (3, 9, то, 11, 15, 21,2% 
25, 26). The papers by Apter, et al.(4 5) 
describe intellectual impairment characteris 
tic of organic brain damage in addition t0 
personality changes. This present experimen: 
tal design should contribute additional infor- 
mation to the extent that the Rorschach test 
indicates the respects in which the hyperteti 
sive patients resemble the neurotic and brain 
damaged ones. The Rorschach test is ай 2 
propriate experimental instrument for t F 
purpose in that it has long been used 0 
evaluation of both affective personality д, 
turbances(7, 8, 14) and the psychological к 
fects of brain damage(1, 13, 16, 17, 18, 19) 

The Rorschach was administered to & 


TABLE 1 an 
DISTRIBUTION Constants FOR 3 EQUATED Grow! 
Edd 
Group N Age tion 
Neurosis ....... 13 Mean 4554 123! p 
SD. пао 393 go 
Hypertension .. 13 Mean 4354 1223 т 
S.D. 1265 329 8960 
овие, 13 Mean 4269 11.92 108 
SD. 927 445 | 
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of the subjects individually and the scoring 
was completed [Beck's method(7)] before 
any of the groups were composed or the sub- 
jects matched on the controlled variahles. 
The means and standard deviations for the 
quantitatively scored Rorschach variables 
were calculated. Intergroup statistical com- 
parisons of the means were made by use of 
Student’s ¢ technique, employing the method 
for correlated groups. Comparison of the 
frequency of occurrence of various Ror- 
schach “signs” of organically impaired cere- 
bral functions in the 3 groups was made by 
use of the chi-square test with Yate’s correc- 
tion for continuity. Finally, the Rorschach 
records were reviewed individually in an ef- 
fort to discover consistencies in interpretation 
of personality factors that would differentiate 
or characterize the 3 groups. 


RESULTS AND DISCUSSION 


Table 2 presents the means and standard 
deviations for the 3 groups on various Ror- 
schach variables. 

The mean values in Table 2 quite consist- 
ently fall into the following order from high- 
est to lowest: neurosis, essential hyperten- 
sion, and organic brain damage. This trend is 
more easily observable in a graphic represen- 
tation of the mean values. Figure 1 portrays 
the mean values for the groups, with each 
variable being placed on an equivalent scale. 

For ease in comparison, Fig. 1 presents a 
Sübfigure for each combination of pairs 
among the 3 groups with a summary subfig- 
Ше in the lower right corner. The equivalent 
scales for the Rorschach variables were con- 
Structed by combining the 3 groups and con- 
Verting the raw scores for each variable into 
rere The ordinates for the graphs in 

18. 1 аге, therefore, T-score scales. The raw 
Т means for each group were plotted on 
| graphs in accordance with their equiva- 
ent T-scores, The major advantage of an 
"quivalent or standard score scale is that it 
ушы an evaluation of the general trend in 
mparing 2 or more groups. 

\ It will be noted that the mean scores for 
the Spee group regularly exceed those for 
: rain-damaged group (upper left). The 
rm erences are obviously rather considerable 
Се то points on either side of the mean for 
© 3 groups (a T-score of 50) represents 1 


TABLE 2 
DISTRIBUTION CONSTANTS For 3 DIAGNOSTIC GROUPS on RORSCHACH TEST VARIABLES 
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standard deviation. The means for the hyper- 
tensive subjects also generally exceed those 
for the brain-damaged group (lower left), 
but the differences are not nearly as great. 
This becomes more apparent in the neurosis 
vs. hypertension comparison (upper right). 
Although each of these groups regularly ex- 
ceed the brain-damaged group, the neurotic 
patients also have higher means than the hy- 
pertensives. The general trend, as summa- 
rized (lower right), is obvious. The neurotics 
have the highest mean values, the brain-dam- 
aged patients the lowest, and the hyperten- 
sive group consistently falls in between. 

The nearly complete lack of overlap in the 
3 graphs in Fig. 1 argues strongly that there 
is a real difference in these 3 diagnostic 
groups as measured by the Rorschach test. 
The fact that some of the Rorschach variables 
are interdependent measures introduces some 
difficulty in interpretation of the graphs in 
Fig. т. For example, the number of whole 
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INTELLECTUAL AND AFFECTIVE CHANGES IN ESSENTIAL HYPERTENSION 


Graphic Presentation of Mean Rorschach Test Scores Converted to "t" | 
Scores for Each of Three Diagnostic Groups 
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responses (W) is limited by the total numb 
of responses (R), and when R is higher in 
one group than another, one would expe 
that W might also be higher. While depend. 
ency of this type undoubtedly makes some 
contribution to the trend shown in the graphs, 
a number of the variables are independent | 
measures. The lack of reversals among thes | 
independent measures suggests that the 
graphs do portray a trend that is more than 
statistical artifact. 

Table 3 presents the ¢ ratios which indicate 
the probability that the mean differences cor- 
sidered individually are due to factors other 
than chance. 

For 12 degrees of freedom a t ratio of 3.06 
is needed to reach the .o1 confidence level, 
2.68 for the .о2 level, and 2.18 for the 05 
level. Relatively few of these ratios reach 
statistically significant levels. The majority 
occur іп the comparison between the neurosis 
and brain-damaged groups, 7 exceeding the 
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up SS S .05 confidence level. Only 2 mean differences 
Min (R and F-) reach the .05 level in comparing 
БЕК neurosis vs. hypertension, and опе (YF ) 
@ ooa a reaches the .от level in brain damage vs. hy- 
EUR pertension. Two factors are responsible for 
$ gon the paucity of statistically significant differ- 
á "ad ences: the small size of the groups and the 
- 92838 relatively great intergroup variability of raw 
| A чан score differences. These factors in turn iden- 
| ? Bere шу the variability of the intergroup raw 
4 па score differences as large in relation to the 
= 39258 size of the mean differences. Provided the 
кй яа” trend shown by the mean differences con- 
2 0998 tinued, increasing the size of the groups 
2 ван would bring more of them into the range of 
© wee statistical significance. The statistical analysis 
воени in the present experiment, however, indicates 
A 3 ююв an inadequate basis for interpretation of the 

| 8 5 чая differences shown on individual variables. 
1242 ‘As another approach to possible quantita- 
LE tive differentiation of the 3 groups, the Ror- 
+ хаз schach records were studied with reference 
Bada to the frequency of occurrence of various 
“Б “signs” of impaired psychological functions 
© нн due to organic brain damage. Fourteen signs 
Hj Ony were used: 5 of the 10 proposed by Piotrow- 

d ERIS с 1 Y 

a ava ski(16) and 9 proposed by Aita, Reitan, and 
GA shee Ruth(1). Only those 5 of the Piotrowski 
чн signs that had been previously found to dif- 
3528 ferentiate between brain-injured and control 
чк subjects(1) were used, Although the psycho- 
EAS logical meaning of these signs has not been 
Hw completely established or clearly differenti- 
geg ated, their relevance to intellectual functions 
ey dependent upon the organic condition of the 
а $ g brain is indicated by their significant relation- 


ship to Halstead’s(12) measures of biological 
intelligence(20). 

Figure 2 presents a graphic comparison of 
the relative frequency with which the signs 
occurred in each group. Each sign is indi- 
cated on the horizontal axis. “Most,” “mid- 
dle,” and “least” along the vertical axis indi- 
cate their comparative frequency in the 3 
groups. When the same number of persons 
in 2 groups showed a particular sign, both 
groups are indicated at an average of the 2 
positions not occupied by the third group. 

In Fig. 2 the definite trend noted in Fig. 1 
is again present. The brain-damaged group 
consistently has the greatest number of indi- 
viduals showing the various signs. The hy- 
pertension and neurosis groups overlap very 
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definitely, and it would appear that the signs 
are of little value in differentiating these 
groups, 

A statistical evaluation of the comparative 
frequency of these signs is presented in Table 
4. The chi-square test was used, computed 
with Yate's correction for continuity because 
of the small groups. 

Relatively few of the chi-square values in 
Table 4 are significant, Only 3 signs (impo- 
tence, concrete responses, and catastrophic 
reaction) differentiate the neurotic and brain- 
damaged groups at acceptable confidence 
levels. This suggests that the results in the 
present experiment underestimate the differ- 
ences in the populations of which the groups 
are samples, since all of these signs have pre- 
viously been found helpful in differentiating 
larger brain-damaged and nonbrain-damaged 
groups, Although the curves in Fig. 2 indi- 
cate that the signs occur more frequently in 
the brain-damaged than the hypertension 
group, only one of these frequency differ- 
ences (Unclear Definition of Responses) 
reaches the .05 level of confidence. The re- 
sults suggest, however, that if the groups 
were larger and the use of Yates’ correction 
unnecessary, more of the differences would 
have been significant. No individual signs 
significantly differentiated the neurosis and 
hypertensive groups. When the total number 
of signs shown in each group are compared, 
the brain damaged have more signs than 
either the neurotics or hypertensives at the 
.oo1 level. The neurotics compared with the 
hypertensives, however, show no significant 

difference in the total number of signs, It 


TABLE 4 
CHI-SQUARE VALUES COMPARING THE FREQUENCY OF OCCURRENCE oF RomscHAcH Test “Sicns” or BRAIN DAMAGE IN 3 Diacnostic Groups 
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would appear that the hypertension group re- 
sembles much more the neurotic than the 
brain-damaged group with regard to the fre- 
quency of Rorschach test signs of brain 

damage. 
The individual Rorschach protocols were 
studied in an effort to determine any out- 
standing features in interpretation with re- 
spect to which the 3 groups might be similar 
or different. The protocols in the neurosis 
group consistently .give indications of neu- 
otic difficulties, particularly anxiety and de- 
pression, Comments such as, “I’m not much 
good at this game; I can’t get into the spirit 
of it” ; “My imagination isn’t so good ; I just 
can't seem to think"; frequent deep sighs, 
self-depreciative remarks and other indica- 
tions of self-judged failure to do well were 
present in many of the records, The brain- 
damaged subjects much more frequently ex- 
pressed doubt as to the adequacy of specific 
responses to the ink-blots than doubt of their 
abilities generally. This feeling of inadequacy 
to respond properly would sometimes build 
up into an overt catastrophic emotional reac- 
tion, They also tended to give either very 
specific and concrete responses of an “easy” 
type, or else vague responses which they 
could not clearly define during the inquiry 
period. Often they felt that the ink-blots rep- 
resented actual objects which they were to 
locate and describe, in spite of being told be- 
forehand that the pictures were nothing more 
than inkblots. The inflexibility of the brain- 
damaged subjects was manifested in their 
tendency to repeat associations from one ink- 
blot to another without close regard for the 
form of the ink-blot, to use a particular part 
of any ink-blot for only one association, and 
to cover parts of the ink-blot not being ob- 
served so as to isolate a particular detail 
үш suggested an association. These fac- 
ors seemed to be the main subjectively ob- 
Served behavioral characteristics differentiat- 
ing the neurotic and brain-damaged groups. 
The records of the hypertensive patients 
T. evidence of anxiety, depression, and hys- 
ар tendencies. Although they resemble 
like DURS in this respect, they also are 
of the brain-damaged group. The presence 
сне indications in the Rorschach pro- 
а of brain-damaged patients has been de- 
ed in other publications(1, 6). In addi- 
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tion to the diminished associative output de- 
scribed quantitatively, there is a qualitative 
similarity in the brain-damaged and hyper- 
tensive groups which is not as striking in the 
neurotic group. The hypertensive patients 
gave an unusual proportion of responses 
which ascribed damage, deterioration, or dis- 
ease to the association. Responses occurred 
such as, “А badly aged or worn crawfish” ; 
“A bee . . . with its wings pulled out . . . 
апа... ће... Ше... bleeding at the 
... the... part of the body where the 
wings were pulled out" ; “An artist's illustra- 
tion ... depicting . . . ће...а.. . onset 
of a .. cold, hard winter... with a 
promise of suffering and a . . . some 
hunger” ; “Well, that kind of looks like fig- 
ures I’ve seen in illustrated medical books. I 
saw an awful book on cancer the other day. 
Lovely colors, but . . . »; “This looks like 
a bat. The bat is aged with frayed wings 
_. . or a butterfly badly beaten"; “Could it 
be а fly... with outstretched wings .. - 
exhausted? As if going through some kind 
of conflict because the wings are . . . tat- 
tered.” Although it has been noted that 
brain-damaged persons frequently give re- 
sponses similar to these, in the present study 
relatively few were noted. These responses 
seem to indicate a deep anxiety in certain hy- 
pertensive patients regarding the adequacy 
of their physical status and personal effici- 
ency. The fact that the morbid associations 
involved only non-human animals may indi- 
cate that the anxiety is not consciously recog- 
nized or verbalized. 

The Rorschach pretocols of each of the 
hypertensive patients were rated subjectively 
on 4 scales: organic brain damage, depres- 
sion, anxiety, and hysteria. Three points were 
used to indicate the estimated intensity of 
positive evidence on each scale: mild, moder- 
ate, and strong. Since this report presents 
evidence neither of the reliability of the scale 
nor of any general agreement on the meaning 
of the intensity points, the scale suffers dis- 
tinct limitations. Nevertheless, in the author’s 
opinion, the Rorschach presented the results 
shown in Table 5. 

Seven of the 13 patients gave evidence of 
mild brain damage in the subjective interpre- 
tation of the protocols. Six of the hyperten- 
sives gave no indications differentiating them 
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ТАВГЕ 5 


SusJEcrivELY Јорсер DIAGNOSTIC INDICATIONS 
PRESENT IN RORSCHACH RECORDS OF 13 PATIENTS 
WITH ESSENTIAL HYPERTENSION 


Bei Апх- Hys- 

ОВО sion iety teria 
No indication........ 6 3 o 4 
Mild indication...... 7 6 7 6 
Moderate indication.. о 4 4 3 
Strong indication.... о о 2 о 
Totals .......... 13 13 13 13 


from neurotics. While signs of anxiety and 
depression stood out clearly in nearly all of 
the records, the indication of brain-damage 
in 7 substantiates the impaired associative 
ability in essential hypertension which was 
indicated earlier. 

The results of the present study seem to 
confirm Apter et al.(4, 5) in their finding of 
possible organic impairment of intellectual 
functions in essential hypertension, and indi- 
cate that the Rorschach test is of value in 
measuring the impairment. A larger group 
than in the present study should be used, 
however, in attempting to define in greater 
detail the nature of the changes measured by 
the Rorschach. 


SUMMARY 


The Rorschach test was administered to 3 
diagnostic groups of patients with neurosis, 
organic brain-damage, and essential hyper- 
tension. The subjects were individually 
matched with respect to color, sex, age, 
formal education, and I.Q. Intergroup sta- 
tistical comparisons wére made of the mean 
values on each of the Rorschach variables, 
The relative frequencies of Rorschach 
“signs” of organic cerebral damage in the 3 
groups were compared using the chi-square 
technique, The results indicate that the mean 
scores of the hypertensive group consistently 
fall between those of the other 2 groups. The 
Rorschach “signs” of brain damage occur 
more frequently in the brain-damage than 
hypertensive group, but there was no signifi- 
cant difference in this respect between the hy- 
pertensives and neurotics. An interpretative 
review of the protocols in the 3 groups in- 
dicates a considerable amount of neurotic 
symptomatology in each group, but confirms 
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the quantitative results which indicated in. 
tellectual impairment due to organic brain 
damage in some of the patients with essential 
hypertension, 
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COX AND TROTTER—TWO PSYCHIATRIC PRECURSORS 
OF BENJAMIN RUSH * 


WINFRED OVERHOLSER, M.D, Sc. D.,2 Wasuincton, D. С, 


Much has been written concerning Benja- 
min Rush and his influence upon American 
psychiatry. His volume entitled Medical In- 
quiries and Observations Upon the Diseases 
of the Mind, published in Philadelphia in 
1812, is thought of by many as the first vol- 
ume on psychiatry to appear in the United 
States, Shryock (1) refers to it as “the first 
systematic treatise published in the United 
States”; Bunker(2) as “the first textbook of 
psychiatry on this continent”; Zilboorg (3) 
as “the first American textbook of psychia- 
try’; and Deutsch(4) as the first American 
general treatise on the subject.” Neverthe- 
less, in spite of these accurate descriptions, 
the notion has become quite general that no 
book on the topic of mental disorder ap- 
peared in the United States prior to the ap- 
pearance of Rush’s volume. This communi- 
cation is intended to rescue from relative 
oblivion the authors of two books which ap- 
peared in this country before that date, even 
though the authors themselves were English- 
men. I refer to Thomas Trotter, whose View 
of the Nervous Temperament was reprinted 
at Troy, New York, in 1808, and Joseph Ma- 
son Cox, whose Practical Observations on 
Insanity appeared in Philadelphia in 1811. 

" Олу the briefest outline concerning Ben- 
Jamin Rush and his pronouncements on psy- 
chiatry is called for here. 

Rush, who was born in 1745 and died in 
1813, received the degree of Doctor of 
Medicine at Edinburgh in 1767. He studied 
there under Cullen and Gregory, to both of 
whom he refers in his writings, The cause 
of madness, he says, “is seated primarily in 
the blood vessels of the brain and depends 
Upon the same kind of morbid and irregular 
schon, which constitute other arterial dis- 
Cases" Logically, therefore, although some 
Passing mention is made of occupation, 
~ 


1 
Yel on an address to Vidonian Club, New 
25 ity, October 27, 1951. 
неща of Saint Elizabeths Hospital, 
E ssor of Psychiatry, George Washington Uni- 
ty School of Medicine, Washington, D. С. 


music, and amusements, we find Rush’s em- 
phasis laid particularly upon depleting treat- 
ments, notably blood-letting (which he ad- 
vocates ardently), and also blisters, emetics, 
and purgatives. After enumerating these 
various types of treatment and mentioning 
the necessity of “looking the patient out of 
countenance,” dignified conduct on the part 
of the physician, and the administration of 
acts of kindness, Rush continues (p. 181) : 


...if all the means that have been mentioned 
should prove ineffectual to establish а government 
over deranged patients, recourse should be had to 
certain modes of coercion—1. confinement by means 
of a strait waistcoat or of a chair which I have 
called a tranquillizer—2. privation of their cus- 
tomary pleasant food—3. pouring cold water under 
the coat sleeve, so that it may descend into the arm 
pits and down the trunk of the body—4. the shower 
bath, continued for fifteen or twenty minutes, If all 
these modes of punishment should fail in their 
intended effects it will be proper to resort to the 
fear of death.—By the proper application of these 
mild and terrifying modes of punishment chains 
will seldom, and the whip never, be required to 
govern mad people. I except only from the use of 
the latter those cases in which a sudden and un- 
provoked assault of their physicians or keepers may 
render a stroke or two of a whip or the hand a 
necessary measure of self defense. 


Mention has already been made of the 
tranquillizer. Rush is also remembered for 
his gyrator. He speaks of exercise as a treat- 
ment and says (р. 224): 


e 
...this should consist of swinging, see-saw, and 
an exercise discovered by Dr. Cox, which promises 
more than either of them, and that is subjecting the 
patient to a rotatory motion, so as to give a cen- 
trifugal direction of blood towards the brain—I have 
contrived a machine for this purpose in our hospital, 
which produces the same effects upon the body 
which are mentioned by Dr. Cox. These are vertigo 
and nausea and a general perspiration. I have 
called it a Gyrator. 


‘Another method which he quotes from Dr. 

Gregory, his former teacher at Edinburgh, is 

a form of occupational therapy ; namely, (р. 

202) “yoking a number of madmen in a 

plough and compelling them by fear or force 

to plough his fields.” This remedy acted, Dr. 
825 


Gregory said, “by reducing and expending 
the morbid excitement of the system.” 

Rush makes several mentions of Dr. 
Joseph Mason Cox, the English writer to 
whom we have already referred. He speaks 
of some observations made by Cox on the 
pulse of mental patients and the result of 
digitalis, which not only slowed the pulse but 
improved their mental state. He speaks in 
another instance of three cases cited by Dr. 
Cox in which fright from a runaway horse 
brought about a recovery. Again, he quotes 
Dr. Cox as mentioning (p. 229) “an in- 
stance of chronic madness being cured by 
trepanning, and of the same good effects be- 
ing produced by accidental contusions of the 
head.” 

Although Victor Robinson(5) refers to 
Rush as unscientific, dogmatic, and mis- 
chievous in his influence on American medi- 
cine, the fact remains that Rush was the first 
American to write a treatise on mental dis- 
order, a volume which had no American 
competition of any sort for about 70 years. 
He is very properly considered, with all his 
shortcomings, the father of American psy- 
chiatry, and the "patron saint" of The Amer- 
ican Psychiatric Association, whose seal his 
bust adorns. 

Not only was the work of Joseph Mason 
Cox familiar to Benjamin Rush, but it must 
have been familiar to at least some of the 
other physicians in the United States through 
its reprinting here. Cox was born at Fish- 
ponds, near Bristol, England, in 1762, and 
received his degree of Doctor of Medicine at 
Leyden in 1787. He then returned to Eng- 
land, where as we are'told in the “Advertise- 
ment" of his book, he devoted himself ex- 
clusively and assidously to the care and cure 
of maniacal patients, apparently in a private 
hospital at Fishponds, He died in 1822. The 
first edition of his Practical Observations on 
Insanity appeared in London in 1804, with 
subsequent editions there in 1806 and 1813. 
French editions appeared in Geneva in. 1805 
and 1815 and a German edition (translated 
by Reil) at Halle in 1811. The views of Cox 
thus had a wide circulation in England and 
on the Continent, and it seems strange that 
so little about the author appears in the Bri- 
tish literature. His name, for example, is 
not found in the Dictionary of National Bi- 
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ography, although there are brief ай 
about him in the Dictionnaire Encye 
dique des Sciences Medicales (Paris 
and the Biographisches Lexikon of 
Hirsch (Berlin & Wien, 1930, vol. 2 
latter article deprecates the “Darwin 
swing” with the comment that the 
was known to Avicenna. 

It is, however, the American 
(Philadelphia: Thomas Dobson, 1811, @ 
decimo, pp. 238+xi) that interests US. 
now. Zilboorg (op. cit, p. 411) Te 
briefly to Cox as believing that too й 
blood in the brain is the cause of ment? 
ness and purgation the cure, and he also# 
tions what appears to be an early d 
tion by Cox of a case of general рагезів 
makes no mention, however, of the fact th 
the volume was published in America as ¥ 
as in England. Cox's book, to be sure, # 
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practical handbook rather than a systematic 
treatise, but he discusses at considerable 
length delirium, mania and melancholia, and 
hypochondriasis, together with the treatment 
of these disorders. 

Most medical writers, says Cox in his 
preface: 


...in detailing the morbid phenomena of the 
human mind, and the means of removing them, 
appear to have been more anxious to display their 
own ingenuity and the result of their abstruse specu- 
lations than to furnish the inquiring student with a 
plain practical manual, to direct his judgment in the 
treatment of maniacal patients. To supply this 
desideratum in some degree... is the principal 
object of the present work, in which all abstract 
reasoning is purposely avoided, the result of my 
own observation and experience stated, and an 
attempt made to point out a rational and successful 
method of treating diseases of the intellect. 


Although he takes it for granted that some 
morbid changes of the “brain and its emana- 
tion, the nervous system,” exist “in every 
case in insanity,” and subscribes with Rush 
to the doctrine that the fundamental difficulty 
is an increased “circulation in and about the 
brain,” he refers to the influence of heredity 
and of religion and love as exciting causes. 
He speaks of vomiting as taking (p. 116), 
Precedence of every other curative means,” 
but recommends also bleeding, purging, blis- 
ters, and setons, as well as the use of some 
drugs, such as camphor, opium, and espe- 
cially digitalis. He is far, however, from 
confining himself to drastic therapies of this 
Sort. He advocates cold baths, either the 
shower or the tub, and sudden immersion 
tn the acme of the paroxysm,” something 
Similar to the bath of surprise. He adds that 
Management is important, and that in many 
cases medicines may not be necessary. He 
emphasizes the importance of sympathetic 
tenderness, of music, colors, pleasing odors, 
and of pleasant surroundings in general ; di- 
Viding his treatment into the moral and the 
Medical. He considers the straitjacket 
Proper, but adds that punishments are never 
ке Tn view of the present prevalence of elec- 
Oshock therapy, it is interesting to note the 

ollowing statement (p. 150) : 
shone the stimulants used in paralytic infections, 
sometimes БУ mental derangement, recourse has 
seen any last had to electricity ; but I have тег 
ing advantages following its applica: 


WINFRED OVERHOLSER 


827 


tion, except in those maniacal cases which arise 
from uterine obstruction. 


Cox is known, inter alia, for his develop- 
ment of “swinging” as a treatment, although, 
he gives credit not to himself, but to Dr. 
Erasmus Darwin. This procedure he recom- 
mends to be employed in (p. 152) "either the 
oscillatory—or circulating form,” the patient 
being fastened with a straitjacket and tied 
into a Windsor chair which is suspended by 
a hook from the ceiling. Cox is evidently 
very much taken with this method of treat- 
ment. He says, (p. 154) : 


After a very few circumvolutions, I have witnessed 
its soothing lulling effects, tranquillizing the mind 
and rendering the body quiescent; a degree of 
vertigo has often followed, which has been suc- 
ceeded by the most refreshing slumbers; an object 
this the most desirable in every case of madness, 
and with the utmost difficulty procured. [He even 
suggests that it might be more effective if] con- 
joined with a passion of fear. I have no doubt it 
would afford relief in some very hopeless cases, if 
employed in the dark, where, from unusual noises, 
smells, or other powerful agents, acting forcibly on 
the senses, its efficacy might be amazingly increased, 


He adds a word of caution to the effect 
that (p. 155): 


The employment of such Herculean remedies re- 
quires the greatest caution and judgment, and 
should never be had recourse to but in the imme- 
diate presence of the physician. [He concludes : 
(p. 159)] The impressions made on the mind by 
the recollection of its action on the body is another 
very important property of the swing, and the 
physician will only have to threaten its employment 
to secure compliance with his wishes, while no 
species of punishment [sic!] is more harmless or 
efficacious. 


We have already seer! that Benjamin Rush 
was greatly impressed with efficacy of this 
treatment also, and that he gives credit to 
Cox for inspiring him to develop the “gy- 
rator.” 

In addition to 21 brief case histories, we 
find in Cox’s volume two appendices, one on 
the mode of granting certificates and one on 
medical jurisprudence in cases of insanity. 
He tells us (p. 222): 

Medical jurisprudence forms a neglected part of 
the physicians education, though there is no branch 
of science more necessary or important, [and he 
gives this sound advice: (p. 224)] It is the duty 
of every medical man, consulted on legal questions, 


to divest his mind of all prejudice, and his system 
of all theory; to direct his unbiased judgment to 
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ascertain the important point required ; and in cases 
of suspected insanity, to compare the reported his- 
tory of them with the then existing symptoms. 

The volume concludes with some “Hints 
on the Treatment of Insane Persons,” chiefly 
drawn from the experience of the “Retreat 
near York.” It has been found there, he 
says, that drugs are very little needed, but 
that a warm bath is useful, that a full meal 
is better than opium to obtain sleep, that no 
corporal punishment is used at York, and 
that the only method of coercion used is the 
straitjacket or belt. Throughout this section 
of the volume “moral treatment” is stressed. 

Tn general, we may summarize to the effect 
that Cox’s approach to the problem of treat- 
ment of mental disorder emphasizes slightly 
more than does Rush the “moral” or psycho- 
logic treatment, as opposed to the physical, 
even though his thesis is fundamentally simi- 
lar to that of Rush, namely, that mental dis- 
order is due to an overdetermination of blood 
to the brain. 
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a larger niche in the psychiatric Hall of 
Fame than he has achieved. Sir Humphry 
Rolleston, in an interesting article(6) con- 
cerning Dr. Trotter, speaks of our interest 
in the lives “of those who have striven and 
deserve but have not obtained success as ordi- 
narily estimated. Though included in the 
Dictionary of National Biography,” he adds, 
“Trotter is practically forgotten, and it is 
only too obvious from his writings that he | 
was not satisfied with his lot.” 

Trotter was born in 1760 or 1761 in Rox 
burghshire, England, studied medicine at 
Edinburgh and received his degree of Doctor 
of Medicine there in 1788, 21 years later 
than Dr. Rush. Interestingly enough, lis 
doctoral thesis was on a topic that had nevet 
before been discussed at Edinburgh, namely: | 
Tnebriety. He served a considerable part of 
his life with the Fleet, wrote a 3-volume 
study entitled Medicina Nautica, and after 
his retirement from naval service, in 1802 
practiced medicine at Newcastle until hit 
death in 1832. He wrote on a number oi 


Thomas Trotter was an ingenious com. | 
mentator upon mental problems who deserves 


other topics, such as chemistry and gene? 
sanitation, and he advocated the use of citit 
acid as a preventive of scurvy. His particular 
interest to us is his volume entitled A Vial 
of the Nervous Temperament, which М8 
published first in London in 1807, with ү! 
later edition in 1812. The 1807 edition wa 
reprinted the following year in 1808 in Wi j 
New York, by Wright, Goodenow and St 
well (duodecimo, 338 pages). m 
The book is not so much a discussion ? 
mental diseases in the sense of those dayi 
that is, the psychoses; rather it is an extet 
sive study of the neuroses, with partici 
reference to the various complaints now gn 
erally subsumed under the name of psy 
somatic. It is dedicated to James Оте 
M. D., who was professor of the practic? н 
medicine at the University of Edinburgh 
and who is mentioned by Rush. The intr 
duction commences : ; 
The last century has been remarkable for at P. 
crease of a class of diseases, but little know? 
former times, and what had slightly еп бе aye 
study of physicians prior to that period. They ; 
been designated in common language, by the id 
nervous, spasmodic, bilious, indigestion, 0 
complaints, low spirits, vapours, etc.—In the P 
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day, this class of diseases forms by far the largest 
portion of the whole, which come under the treat- 
ment of the physician. Sydenham, at the conclusion 
of the seventeenth century, computed fevers to con- 
stitute two-thirds of the diseases of mankind. But, 

' atthe beginning of the nineteenth century, we do 
not hesitate to affirm, that nervous disorders have 
now taken the place of fevers, and may be justly 
teckoned two-thirds of the whole with which civil- 
jzed society is afflicted. Dr. Cheyne, who wrote 
about the year 1733, in his work entitled The 
English Malady, makes nervous disorders almost 
one-third of the complaints of people of condition 
in England: from which we are led to believe that 
they were then little known among the inferiour 
orders, But from causes to be hereafter investi- 
gated, we shall find that nervous ailments are no 
longer confined to the better ranks in life, but 
rapidly extending to the poorer classes. 


| He then paints an idyllic picture of the “ѕау- 

| age state" in order to contrast the lot of 

civilized man. “It is notorious,” he says, 

(p. 16) “that all the savage tribes of the 

continent, when compared to European man- 

ners, appear to be chaste, temperate, and 
abstemious." 

He then proceeds to paint a sad picture of 
the degree to which mankind has degenerated 
nervously as civilization has increased. Much 
of the troubles, we are told, are due to idle- 
ness, the sedentary life, and high living, 
dO pepper, and other seasoned food, 
alcohol and tea being notoriously bad. His 
Commentary on the overfed, high-pressure 
executive is interesting (p. 67) : 

There are some persons of the nervous tempera- 
ae that are much addicted to high seasoned food, 
ich T call luxurious living. This custom is often 
st acquired by indulging in the use of hot articles, 
ш a view to obviate flatulence, and other dyspep- 
s feelings ; but insensibly gains ground, and by 
үе it is confirmed into habit; and the excita- 
[M or vital power of the stomach, is speedily 
d апей and worn out. Such persons commonly 
N n apoplexy, after a voracious repast, or linger 
ut ile under incurable palsies of the limbs and 
ег organs, and idiotism. 


que physical evils enumerated are the tight 
Pod of stays and inadequate bathing. 
here is, Trotter says (p. 80); 
: + species of sympathy among certain organs 


0) 5 Py 
our body that points out a more intimate con- 


Necti m A * 5 
SED with the mind than what is possessed with 


Hia 
m use the lungs, the heart, the stom- 
; the intestines, liver and the other viscera. 


Thi 
i т Un of the violent passions on the chylopoie- 
scera is to destroy appetite, disturb digestion, 
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invert the peristaltick motion of the stomach and 
bowels, and render the alvine discharge variable 
and irregular. 


Та connection with the effect of the pas- 
sions on the physical frame, Trotter cautions 
against novel reading as being: 


‚ . . one of the great causes of nervous disorders. 
The mind [p. 88] that can amuse itself with the 
love-sick trash of most modern compositions of this 
kind, seeks enjoyment beneath the level of a ra- 
tional being. . . . The drama [he adds] is another 
hot bed of disease sensibility. ... We are very 
little obliged by the late importation of a few loose 
German plays on the English stage. They are the 
offspring of a new school, and communicate poison 
in a new way; such poison as has no antidote on 
the shelves of the apothecary. 


Intense study and severe mental application 
depress the nervous power, this being espe- 
cially true of school teachers. 

Trotter considers the nervous tempera- 

ment largely hereditary and he therefore 
looks with considerable alarm upon the like- 
lihood that the diseases dependent upon it 
"must multiply in prodigious proportions." 
Indeed, he thinks they have already acquired 
(p. 149) "that growth which nothing but a 
general revolution in all ranks of society 
can check." Admitting that these conditions 
do not as а rule cause death, he adds that 
(p. 150) : 
... if constant pain, mental disquietude, and ap- 
prehension of dying, are to be considered as evils 
in this stage of existence, then are nervous afflictions 
to be held as the chief cause of them. And it is to be 
remembered that the most frightful part of the cata- 
logue of diseases, such as apoplexy, palsy, madness, 
melancholy, epilepsy; convulsions, cholick, iliack, 
passion, atrophy, and dropsy are often ushered in 
by nervous affection, before they assume their own 
character and shape. 


Constantly we find Trotter emphasizing the 
physical effect of emotional disturbances (р. 
205): 

All those passions of the mind which have been 
narrated among the causes, act immediately on the 
nervous system; whence a train of sympathetick 
affections instantly commence throughout the whole 
body, but especially in the chylopoeietick organs. 
And again, those causes which induce nervous dis- 
orders through the body, affect first the digestive 
and the assimilating powers; and are from them 
reflected on the nervous system, whence commences 
a train of inverted sympathies and false perceptions, 
which show how far the mental part of us is con- 
cerned in this general tumult of sensation and 
motion. 
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Since the fundamental basis of these ner- 
vous disorders is backsliding from the primi- 
tive state of nature, prevention and treatment 
lie in a simple hygiene, that is, a return to 
nature, The avoidance of stimulants and of 
condiments, a simple diet, regular exercise, 
fresh air and change of climate, together 
with what he refers to as a “reversed mode 
of living,” are recommended. As for drugs, 
various preparations of iron and Peruvian 
bark are suggested, but the accent through- 
out is laid upon the general hygiene of the 
patient. Mention of aerated soda water (then 
something of a novelty) is found. Trotter 
(p. 328) says this: 

. . . has now become a fashionable morning draught 
for the cure of acidity, after a debauch of wine. It 
is really to be met with in coffee-houses, as if it had 
never been manufactured by apothecary, and it is 
humiliating to the physical vigour of Britons to see 


such degeneracy: a medicine converted into a 
tavern beverage! 


There is caution too, about the undesirability 
of repelling eruptions on the skin by any 
severe means, since (p. 329) 


‚+. when [these] are imprudently forced from the 


surface, [they] never fail to aggravate the internal 
disorder, 


Finally, in the concluding footnote, Trotter 
says (p. 338) : 

A perfect knowledge of the temperament, in my 
opinion, forms the only basis for a successful treat- 
ment for all nervous and bilious diseases so called; 
it leads to the fountain head; unfolds the source 
from which the evils flow, and puts us in possession 
of the only means for prevention and сиге. 


р Trotter’s reprinted, work, then, constitutes 
in all probability the earliest discussion of 
psychosomatic problems published in the 
United States. Although not a treatise on 
mental diseases, as is Rush's volume, it con- 
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stitutes a discussion of the relatio 
tween the soma and the psyche and 
deserves more attention in the 
psychiatric literature than it has 
is not mentioned, for example, in Zil 
History of Medical Psychology, it 
Hundred Years of American Psye 
in Albert Deutsch’s History of the 
Ill in America. It is not at all 
Trotter’s work was known to Rush, al 
he was a fellow alumnus of Edini 
had studied under some of the 
cians. Certainly there is not much 
contributions to indicate that he | 
great deal of consideration to the 
emotional disturbances upon the p 
Rush did know Cox’s work, рег 
English edition, and he gave due 
Cox for some of his contributions, 

Very few ideas spring full fle 
was the child of his time, the heir 
ditions of Cullen and the other Eu 
Continental writers. The fact tha 
volumes just discussed had appe: 
country before Rush's Observatio: 
quiries does not, in the last analysis, 
substantially from Benjamin Rush's. 
tion as the Father of American 
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PARTICIPATION IN INSTITUTIONAL TREATMENT BY 
SELECTED RELATIVES? 


FERNAND COTE, M.D., Т. E. DANCEY, M.D., anp JEAN SAUCIER, M. D.,? 
MowrnEAL, Р. О., CANADA 


This paper describes the benefits and dis- 
advantages arising from a scheme whereby 
selected relatives remain with patients in a 
psychiatric hospital. 

During the days of financial stringency, 
some two decades ago, the Sanatorium Pre- 
vost in Montreal, an open voluntary psychia- 
tric hospital, found that many patients could 
no longer afford the services of private 
nurses to safeguard and care for them dur- 
ing the acute phase of an illness, Contrary to 
previous hospital regulations, a close member 
of the family, who continued to maintain a 
good relationship with the patient, was per- 
mitted to accompany him to the hospital and 
to remain with him at all times except when 
he was under specific therapeutic procedures, 
With the return of comparative prosperity, 
the plan was retained since it was recognized 
that there were important advantages arising 
from it other than merely economic. 

Since there has been little variation in the 
extent to which the method has been used in 
the past few years, this report, for the sake of 
brevity, is based upon our findings in those 
cases admitted over a 12-month period 
(January т to December 31, 1951). The 
total admissions during this time were 970 
cases, of which 230 were participants in the 
relative care scheme. The relative is charged 
$3.00 per day during the time he remains in 

Spital ; this sum amounts to approximately 
one-third of the charge levied on the patient 

or his room and board. It is estimated that 
relatives of 2 patients are present in the hos- 
Pital at all times; obviously there is a con- 
siderable fluctuation in these numbers since 
x times as many as 6 relatives are in resi- 
Tomar No difficulty has arisen due to over- 
5i of ing because of the presence of relatives 

Solar as either dining-room or common- 
1907 space is concerned. 


1 
ican d at the rooth annual meeting of The Amer- 
May M uan Association, Los Angeles, Calif., 
240.2 1954. 
Кы Psychiatrists Sanatorium Prevost, 


Since the provincial statutes of Quebec do 
not permit commitment to private sanatoria, 
it is often necessary to persuade patients that 
they require therapy and should enter hos- 
pital for this purpose. This is particularly 
true of those suffering from an episode of de- 
pression but also applies to some early and as 
yet relatively mild cases of schizophrenia. 
When the patient is informed that a member 
of his family is permitted and even encour- 
aged to accompany him to hospital and to re- 
main with him, his objections frequently fade 
and he leaves home relatively willingly. 

At the time admission is being arranged 
for the patient, the relative is selected and in- 
terviewed. He is briefed concerning his 
duties and responsibilities. He is informed, 
for example, that he must accompany the pa- 
tient to meals, that he must sleep on a cot in 
the patient's room or, if so instructed, must 
remain awake at night and sleep during the 
day when the patient is occupied with psycho- 
therapy and other treatment measures, 

After the patient has been admitted, the 
relative is interviewed regularly and given 
full opportunity to ask questions concerning 
his role. He may be advised to encourage the 
patient to go for walks, to participate in oc- 
cupational therapy, and to do as much as pos- 
sible to entice him to take part in the recrea- 
tional program of the hospital. In those 
instances where the patient's apprehension 
about being in hospital disappears rapidly, 
the relative may be permitted to go home 
after a few days; in other instances, however, 
the relative may remain with the patient 
throughout the course of his hospitalization, 

We have been impressed by the difference 
in family attitudes towards institutional 
treatment for psychiatric illness as manifested 
by relatives who have resided in the hospital 
as compared with those who have not done 
so. The frequently voiced fears about ill 
treatment, neglect, poor meals, and inade- 
quate nursing services are no longer ques- 
tions that must be dealt with by the psychi- 
atrist since there is no need for them to arise. 
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In addition, a greater understanding of {һе 
individual patient’s illness and an acceptance 
of mental disease as an illness in general be- 
come apparent in persons who have been sub- 
jected to what might be termed a short period 
of practical education in these matters. After 
all, it is the unknown that is frightening to 
most people. 

An important point relates to the members 
of the hospital staff. It is undoubtedly true 
that when they are aware of critical scrutiny 
by persons other than the patient population, 
there is a tendency for residents, nurses, and 
the housekeeping staff to show more care in 
the way they speak to patients and in their 
deportment in general than when this stimu- 
lus is not constantly present. Obviously the 
diatetic department is likewise stimulated to 
provide a menu that can withstand criticism 
and to make certain that the dining room 
service is efficient. 

The principal disadvantages of the scheme 
arise from the occasional errors made in the 
selection of relatives. Sometimes, for exam- 
ple (as in case D) a mother may believe that 
she is the proper person to accompany her 
daughter to hospital and the ambivalent atti- 
tude of the patient to the mother may not be 
fully recognized by the psychiatrist ; the true 
state of affairs invariably becomes apparent 
following admission, whereupon it is neces- 
sary to make more suitable arrangements. In 
addition it has been noted at times that the 
relative who volunteers for this duty may at- 
tempt to hide the fact that he himself has 
suffered from a fear of mental disease for 
many yeats but, in his desire to help the pa- 
tient, may temporarily persuade himself that 
he can overcome his apprehension about find- 
ing himself їп а traumatic environment (asin 
case C). As soon as it becomes apparent that 
he is an unsatisfactory companion, his serv- 
ices must be dispensed with since the patient 
will not profit by his help, 

This scheme affords an excellent oppor- 
tunity for observing the relationships that 
exist between members of the family, One 
can obtain a penetrating glimpse into the 
psychopathology in the family constellation 
and can use this knowledge during the thera- 
peutic sessions that take place after the pa- 
tient has been discharged from hospital, 


RELATIVE PARTICIPATION IN TREATMENT 


The following brief case su 
ther demonstrate the value of this s 


Case A.—This 52-year-old married w 
veloped hypomanic symptoms following a 
ectomy. She demonstrated euphoria, a d 
attitude, and the irritability so commoni 
this state and at the same time refused 
the general hospital where the operation 
carried out and where treatment for het 
condition could have been provided. 
on going home but retained sufficient 
consent to go to the Sanatorium Prevost ; 
her husband could accompany her. 
interviewed it became evident that he was) 
age stability and that the marriage had b 
tively free from conflict. He arranged | 
2 weeks’ holiday in order to be with his wife 
stayed in the hospital only these 2 wi 
which he remained constantly with her, 
she was receiving modified insulin ti 
psychotherapy. At the end of this time Ї 
toms had disappeared and she has rem 
for over a year. 


Case B.—A 41-year-old woman was si 
after the development of symptoms simila 
occurring on 2 previous occasions and indi 
presence of an acute depressed state. She 
ful and apprehensive lest she be placed 
hospital. As in case A, after the husl 
interviewed and found to be a logical 
accompany his wife to hospital, this sug 
made to her. Evincing some suspicion 
the measure as she was afraid that there’ 
trickery involved, she grudgingly consen! 
hospitalized. Her husband was able {0 
to carry on his professional activities 
hospital so that he did not lose time from 
She received modified insulin treatment | 
electroshock treatments. In addition she Wa 
psychotherapy and following each intervie 
carry on the discussion with her husband 
be termed “a good listener.” After 23 
symptoms having disappeared, she was d 
to her home. Approximately 1 year latet: 
toms reappeared but her husband then 
their significance and spent a great dea 
talking with her. д, 

The psychiatrist saw her on only one € 
for an hour interview. Aside from this amt 
sedative regime he appeared in the case only 
the medium of the telephone. The patiens 
toms faded over a 2-week period 
necessity of any other therapy. 


Case C.—A 56-year-old professional. 
brought to Montreal by his wife from th 
country where psychiatric facilities were | 
mum. He was seen by a number of PS 
all of whom recommended commitment to 
hospital because of symptoms of an acute 
state and because of his refusal to be tre 
this would separate him from his wife. 
was absent he developed so much agita! 
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could not be controlled. His wife refused to have 
him committed to a mental hospital but they both 
consented to take advantage of the plan at the 
Sanatorium Prevost where they remained for 2 
months. He made a full recovery, returned to his 
own country, and has been carrying on satisfactorily 
at his profession for several months. 


Case D.—A 20-year-old white girl was admitted 
to the psychiatric ward of the Montreal General 
Hospital but became more and more disturbed since 
her mother was not permitted to visit her constantly. 
Since it was apparent that she was the subject of 
early schizophrenic symptoms and was urgently 
in need of treatment, arrangements were made for 
her mother to stay with her at the Sanatorium 
Prevost where she received insulin shock therapy. 
When almost immediately it became apparent that 
her attitude towards her mother was one of con- 
siderable ambivalence it was necessary to terminate 
the arrangements and to utilize special nurses. This, 
of course, fits in with some of the more recent 
psychological concepts in relation to schizophrenia. 


Case E.— This 45-year-old man had suffered from 
recurring bouts of anxiety and depression for ap- 
proximately 20 years. His wife seemed a satis- 
factory person to be with him at hospital where 
he was afraid to go alone. It soon became evident, 
however, that her insecurity with respect to her 
own mental health was so great that these fears 
and her consequent behavior constituted an unneces- 
Sary concern to the patient. Since this was more 
readily recognized by him than by his wife, a con- 
siderable amount of diplomacy was required in order 
to terminate the arrangement and to develop a more 
satisfactory one, 


The above cases demonstrate both the ad- 
vantages and disadvantages of having the 
telative remain with the patient throughout 
the period of hospitalization. 
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In many instances the relative resides in 
hospital for only a few days. The following 
cases are submitted to demonstrate the value 
of this limited stay. 


Case F.—This 33-year-old woman developed an 
acute depressed condition following the birth of her 
second child. Commitment to a mental hospital was 
considered, but the family hesitated to accept such 
a recommendation; the Sanatorium Prevost was 
acceptable. The husband was unable to accompany 
his wife and his income was so limited that special 
nurses were out of the question. A cousin in whom 
the patient had confidence agreed to go with her 
to hospital. Following 2 treatments with electro- 
shock the patient’s symptoms became less manifest 
and the cousin was able to return home. 

Case G.—A 45-year-old man, who for some years 
had indulged in periods of alcoholic excess, whose 
income did not permit the utilization of special 
nurses, but who required constant observation be- 
cause of his suicidal urges, was accompanied to 
hospital by his wife with whom he remained on 
good terms. After 2 days of treatment his acute 
symptoms had faded and he was content to remain 
in hospital alone for a longer period so that his 
wife was able to leave. 


SUMMARY 


This paper demonstrates the value of a 
rather simple plan whereby a selected relative 
accompanies a patient to a private voluntary 
psychiatric hospital. The advantages are eco- 
nomic, educational, and, in some instances, 
therapeutic. The only significant disadvan- 
tages arise from the improper choice of the 
participating family member. Brief case re- 
ports are included. 


SOME OBSERVATIONS ON AMNESIA? 
WILDER PENFIELD, M. D.,? MONTREAL, QUEBEC 


The founder of this lectureship, Menas 
Gregory, was a good psychiatrist who did 
not lose the common organic touch nor for- 
get the language of neurology. For years 
he worked in New York’s old Bellevue Psy- 
chopathic Pavilion, striving to rescue the 
forlorn men and women who drifted in there 
as though into an eddy of this great city’s 
vast life—the human wrecks of wrong think- 
ing, despair, and disease. 

The Armenian immigrant Krikorian be- 
came at last the American psychiatrist Greg- 
ory who, in spite of success, preferred to 
labor with the poor rather than to treat the 
rich. When the City of New York made a 
grant of millions to build its Psychopathic 
Hospital, it was in truth the realization of 
Gregory’s dream. 

On his death he endowed this lectureship 
for all time. But surely it was not to give 
immortality to the name of Gregory, although 
it will do that. It was, I suppose, to encour- 
age men from various disciplines to offer 
contributions to psychiatry, Perhaps you 
will accept from me some remarks on the 
neurological mechanism of amnesia. 

Amnesia, as it is so often described by 
culprits and by novelists, is no more than 
fiction, The memory records, that seem to be 
stored in the cortex of both temporal lobes 
under normal conditions, are relatively per- 
manent. Memory recall may become difficult 
as the result of brain disease or brain injury, 
or senescence, 


1 Notes from the Menas S. Grego: Lecturi 
New York University, December то, 1953. " 

? From the Department of Neurology and Neuro- 
surgery, McGill University, and the Montreal Neu- 
rological Institute, 
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A patient suffering from temporal 10% 
epilepsy may have true amnesia for all that 
happened during one of his minor attacks, 
although he did not appear to be unconscious 
in that attack. He moved about, perhaps 
fumbling and smacking his lips, confused and 
resistant to reason. Or, slightly confused, he 
might have carried out complicated activity 
which showed that he had not lost memoy 
of past experience. t 

Such attacks are called psychomotor si | 
zures or temporal lobe automatisms. Th 
automatism is produced by localized ер 
tic discharge in the inferior-mesial margin 
the temporal lobe. We have reproduced it 
repeatedly, in conscious patients, by stimul- 
tion in the vicinity of the uncus and ашу 
loid nucleus. Sclerosis (incisural sclerosis) 
of this portion of the temporal lobe is com 
mon as the late result of birth compresso) 
of the head. : 

It is apparent that this gray matter, W 
each temporal lobe, is in close functio 
relationship with the subcortical mechanls# 
that lays down memory records in the cort 
of the superior and lateral surfaces of A 
temporal lobes. Epileptic discharge 1, E 
electrical interference with, that шейш 
results in temporary loss of capacity t0 | 
cord present experience. E ai 

This produces epileptic automatism * a 
results in true amnesia. Since the р E 
cannot record present experience he a J 
amnesic for that period. And since he 
not make this record he is unable, hei. А 
attack, to compare present exper! 
the past and {из is confused and not їй 
gether open to reason. 


SUPERVISION OF RESIDENTS IN PSYCHOTHERAPY: 
A COMPARISON OF THE PROBLEMS OF RESIDENTS 
IN PSYCHIATRY AND MEDICINE* 


CAPT. MORTON F. REISER, M. C, U.S.A? амо MILTON ROSENBAUM, M. D.? 
CINCINNATI, Ono 


There is a continually increasing demand 
for psychiatrists to provide supervision in 
psychotherapy for medical residents being 
trained in the psychosomatic approach to 
medical problems (т, 2, 3). Not infrequently 
such supervision is initiated with sincere, mu- 
tual enthusiasm but later “bogs down,” to the 
dismay and disappointment of the supervis- 
ors and residents alike. While it is undoubt- 
edly true that many of the difficulties are a 
result of developing resistance to psychiatric 
concepts on the part of residents, it may be 
unwise to make this diagnosis too quickly, or 
to ascribe to it all the trouble which may be 
encountered. The tendency to evoke this 
ready and feasible explanation may lead to 
the oversight of other important factors that 
can be directly attacked and corrected rela- 
tively easily. 

For 5 years the authors participated in a 
psychosomatic teaching program for resi- 
dents in medicine at the College of Medicine, 
University of Cincinnati. This experimental 
program, carried out under the auspices of 
the Commonwealth Fund, included group 
and individual supervision of the residents’ 
ре with both hospital and clinic patients. 
eed many difficulties were encountered 
Ofte as they arose, were carefully studied. 
vm r the course of review the residents 
E. se d were consulted for their opinions 
CM the sources of trouble. Е requently it 
285 possible to see in retrospect where mis- 


1 
ү en the Departments of Psychiatry and Inter- 
edi ledicine, University of Cincinnati College of 
ch Sdn and the Army Medical Service Graduate 
13, D cl Neuropsychiatry Division), Washington 
aH at the тод annual meeting of The Ameri- 
5 ast Association, Los Angeles, Calif., 
E С , 1953. This work was supported by а 
PAL poa the Commonwealth Fund. 
торгу Medical Service Graduate School (Neu- 
cal бегу Division), Walter Reed Army Medi- 
è ee Washington, D. C. 
 Tofessor of psychiat iversi in- 
nati, College of Medicine. eee 


takes had been made, on the basis of which 
supervisory procedures were changed in an 
attempt to correct past errors, From these 
experiences it became clear that many prob- 
lems could be traced back to certain distinct 
differences in the attitude toward supervision 
of the residents in medicine and the residents 
in psychiatry. The frame of reference, inter- 
ests, and goals of each of these two groups 
are quite different in many respects. Because 
of this, the use of teaching methods that are 
usually quite effective with psychiatric resi- 
dents may lead to disappointing results with | 
the medical group. On the other hand, cer- 
tain modifications in teaching methods which 
take these factors into account may help to 
avoid difficulties and lead to more satisfac- 
tory results. 

The differences to be taken into account in 
comparing the residents of these 2 disciplines 
are related to such factors as: (1) the ulti- 
mate goals and expectations of the trainee; 
(2) his familiarity with psychiatric concepts, 
ie., the extent of his background knowledge 
and current reading in psychiatry; (3) the 
kinds of teaching and learning techniques 
with which he is familiar and those best 
suited for his needs; (4) his motivation for 
becoming proficient in psychotherapy—how 
important the mastery ‘of psychotherapeutic 
techniques is for the successful pursuit of his 
central professional interests ; (5) the nature 
of the clinical problems with which he must 
deal ; the difficulties, frustrations, and gratifi- 
cations involved; and the psychotherapeutic 
goals appropriate for the majority of his 
patients. à 

Furthermore, the factors that tend to fa- 
cilitate or block empathy and identification 
between resident and supervisor are quite 
different in the two groups. 

Perhaps the contrast can be best illustrated 
by a thumbnail sketch of the trainee in medi- 
cine and his problems in relation to those 
characteristics in which he differs from the 
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resident in psychiatry. The medical resident 
wants to learn from the psychiatrist things 
that will be directly helpful and useful to him 
in dealing with medical problems, but he does 
not have any immediate reason to emulate 
him, or to identify with him, as does the resi- 
dent in psychiatry. Frequently he is relatively 
unfamiliar with psychiatric concepts and has 
little time for extensive reading in psychiatry 
and psychosomatic medicine, He is more ac- 
customed to bedside teaching—ward rounds 
and conferences built around discussion of 
problem cases brought into the amphitheater 
for demonstration, And he is relatively less 
familar with seminars that deal with more 
abstract concepts and in which disputed 
points are less frequently amenable to settle- 
ment by laboratory or physical examinations 
of the patient. Although he may be interested 
and even intrigued by psychodynamic theory 
and concepts of the participation of psycho- 
logic stress in the etiology of certain medical 
disorders, he is not apt to feel that the de- 
velopment of psychotherapeutic proficiency 
is a sine qua non for success in the practice 
of medicine. (In this he may find ample sup- 
port from many of his medical colleagues and 
teachers; and it should be recognized that 
such skills, although highly desirable, are not 
actually prerequisite to financial or profes- 
sional success in medical practice.) 

It is generally agreed that patients with 
psychosomatic disorders and patients with 
chronic debilitating diseases frequently ex- 
hibit extremely deep, complicated, and difü- 
cult problems in the sphere of personality and 
psychologic adjustment. The difficulties in 
attempting definitive and deep-going psycho- 
therapy with such patients are well known. 
Many of them, possibly the majority, are not 
appropriate candidates for this kind of psy- 
chotherapy. For those who are, it is correct 
for such treatment to be administered bya 
psychiatrist. The internist then must be pre- 
pared to deal with the larger group who need 
help, but with whom it is often quite frus- 
trating and difficult to deal. It isa group that 
offers little opportunity for the deep satis- 
factions that go with definitive and palpable 
basic improvement. 

Surely the atmosphere, methods, and con- 

tent of psychiatric supervision require some 
modification—mainly in emphasis and bal- 
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ance—in order to meet effectively the neet 
of the medical residents. 


THE ATMOSPHERE OF SUPERVISION: SUPER 
VISOR-TRAINEE RELATIONSHIP 


It is axiomatic that the capacity for mw 
tual empathy is essential to effective com- 
munication in the teaching-learning proces, 
and that identification plays a central and 
crucial role in education. Hence a considera- 
tion of the attributes desirable in the in 
structor seems іп order.’ It is of paramount 
importance that he evince a genuine, contint- 
ing curiosity and interest in the medical a 
pects of the cases brought to supervision, anl 
for several reasons. First, it should be re 
membered that interest in the “whole person 
includes his physiologic medical status as wel 
as his psychologic problems. Second, placing 
the central focus of the case discussions Шр 
the practical, immediate clinical problems fe 
cilitates empathic understanding in the rest 
dent, and orients the sessions to his cet 
interests. Third, communication is establ | 
in an area familiar to the resident and th 
facilitates interchange of ideas as the s 
tance" between the supervisor and trainee $ 
reduced. Fourth, occasional opportunity 5 
provided for the resident to play an author! 
tative role in the relationship. The narcissi 
tic gratification so provided may he Бері 
in neutralizing some of the inevitable ame 
ties and feelings of inadequacy that d 
pany the approach to material that 8 
fhreatening and strange and sometimes 
most incomprehensible. or E 

This means that the psychiatrists S€ 
as supervisors should have an i: 
broad curiosity regarding medical prob і 
It is not necessary that they be experti? 
field, but they should take the time to d 
certain that this aspect is adequately Шу 
stood, and that competent consultation ® 
tainable when needed. Individuals who™ 
no real interest in medical problems cii 
not be employed as supervisors, БОП 
for work with beginning residents. 
vanced trainees who have developed 20 
tive interest in psychiatric problems 
such supervisors may be more effective, У 

The instructor should Бе prepared tiit 
ceive less in the way of positive 2 vib 
“transference” attitudes in working 
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medical residents since he does not, even in 
fantasy, represent the appropriate profes- 
sional ego ideal. Although this role may be 
his in teaching psychiatric residents, for, the 
medical group, it is filled by someone on their 
own staff. Unless the supervisor recognizes 
this he may find less narcissistic gratification 
in his work with the medical residents, and 
without realizing it develop hostile counter- 
attitudes of condescension, depreciation, or 
impatience which will block effective work. 


METHODS AND CONTENT OF SUPERVISION 


In approaching this topic it may be worth- 
while to consider briefly some aspects of the 
role that identification may play in learning, 
Healthy and mature identification may be 
considered to consist for the most part in the 
Students’ identifying with or emulating those 
aspects of the instructor’s working person- 
ality that will be of real and constructive 
value to him in the pursuit of his professional 
interests. The desire to do so is in part moti- 
vated by a realization or appreciation of the 
value of the teacher’s skills and attributes. It 
Serves as a stimulus for active self-education. 
The. instructor's assets are in the process 
modified to fit with the student's own person- 
ality and needs, It is clear that the resident 
in psychiatry will find more to emulate in the 
Psychiatric supervisor, and will have more 
immediate motivation to do so, than will the 
resident in medicine. For example, the psy- 
chiatric resident will have an active interest 
i the supervisor's skill in understanding and 
formulating psychodynamic-genetic patterns, 
in his interviewing technique, and in his fund 
of knowledge relating to basic theory and the 
Psychiatric literature. The medical resident 
will be тоге selective in his interests, using 
as à criterion their practical utility for his 
own work, 

Three major points are to be made here. 
{ irst, teaching methods that are familiar to 
ce medical resident should be used insofar 

к practicable and the major emphasis should 
in Tid upon seeing patients together, do- 
in ings together, and teaching by example, 
E than upon discussion fer se. Second, 
н of immediate and practical import 
3 occupy the foreground. Consideration 
е Те abstract concepts and background 

cory should be allowed to evolve naturally 
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from the more concrete problems, instead of 
receiving initial attention as points of de- 
parture for discussion. Third, development 
of understanding and skill in handling the 
doctor-patient relationship should be re- 
garded as the main and ultimate goal of 
supervision. This is the area in which a 
bridge between the practical and theoretical 
can be logically built, and where the internist 
can become most effective in his future 
endeavors. 

In the authors’ experience, large confer- 
ences and seminars in which patients are pre- 
sented in absentia are for the most part 
frustrating for the medical residents and dis- 
appointing to the supervisor. Individual su- 
pervision, smaller conferences and ward 
rounds, in which the patient is brought in for 
interview, have proved to be more effective 
and stimulating. In the clinic it is desirable 
for the psychiatrist to be available for “on- 
the-spot" consultations in which he can inter- 
view the patient with the resident. There is 
also a very practical reason for seeing the pa- 
tient, The case résumés presented by resi- 
dents who are relatively inexperienced in 
dealing with psychiatric problems are often 
confusing and misleading. Frequently, on di- 
rect contact with the patient, more accurate 
impressions and clinical diagnosis become 
possible. In instances of this sort, failure to 
see the patient might well lead to time spent 
in discussing irrelevant and tangential issues. 

In working with the psychiatrist, the resi- 
dent can see at first hand that he may acquire 
from him skills that will actually improve his 
effectiveness with patients. For example, in 
the supervisor's interview, certain important 
and relevant points in the medical history 
that had previously been overlooked, blocked, 
or withheld may emerge. When the resident 
attends an interview in which a fact such as a 
history of tuberculosis in a parent, or a pre- 
vious head injury, or past venereal infection, 
is brought out, he may see more reason for 
studying carefully the supervisor’s methods, 
Or, seeing a distraught, anxious, and unco- 
operative patient calm down in response to а 
talk with the psychiatrist may evoke curiosity 
as to the rationale for the remarks made to 
the patient, as well as for the tone of voice 
and manner in which they were made. These 
are things he would like to do—skills he 
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would like to have; they bear promise of be- 
ing helpful in the practice of medicine. — 

Starting, then, with immediate practical is- 
sues such as problems in history-taking, clini- 
cal diagnosis, attempting to understand irra- 
tional reactions to illness, dealing with pa- 
tients who wish to sign out or refuse neces- 
sary surgical procedures leads quite naturally 
to an interest in psychologic phenomena and 
to discussions of the psychodynamics of in- 
dividual cases, and finally to an interest in the 
principles of understanding human behavior. 

Supervision should, of course, always be 
flexible. The appropriate time for serious 
consideration of psychodynamic theory will 
depend largely upon the individual case. 
Some residents will show more interest and 
aptitude than others. In dealing with this 
material, it is probably wise to continue to 
use actual episodes and events with patients 
as the starting point. Dynamics and genetics 
are often best understood in relation to the 
doctor-patient relationship, and it is useful 
to point out how their understanding can be 
applied to augment the effects of the medical 
procedures. The following case is an excellent 
example of this. 


A young woman with thyrotoxicosis had twice 
previously refused operation and had signed out of 
the hospital. From a study of her life history it 
became apparent that one of her central character 
defenses had been to gain dependent security through 
the device of doing things for and taking care of 
Others, It seemed clear that the enforced passivity 


tion she be allowed out of bed and, further, that she 
be encouraged to help in tidying the ward and in 
ministering to the comfort of the other patients. 


this instance, discussion of the details of th ient’ 
DS. y ie patient's 


This experience illustrates another point— 
the importance of emphasizing the concept of 
setting limited goals. The goal of helping this 
patient to accept treatment was practical, at- 
tainable, and within the scope of the intern- 
ist. The experience, needless to say, was 
gratifying. It is important that this concept 
be emphasized lest undue frustration and dis- 
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couragement develop as the result of unregl | 
istic expectations. This topic has been dis 
cussed at greater length elsewhere(4), ani 
will not be further expanded here. A con. 
siderable amount of attention, too, should be 
devoted to acquainting the resident with the | 
proper use of skilled professional people in 
such related fields as social work, occupa 
tional treatment, nursing, clinical psychology, 
etc., and with the opportunities provided by 
community resources in the care of the ill. 


Discussion 


In a sense, much of the discussion so far 
has centered about the task of preparing tt 
medical resident for those aspects of supet- 
vision of psychotherapy with which most a! 
us аге familiar—dealing with transfereme 
and countertransference. If, as we believe, 
it is in the area of the doctor-patient relatio 
ship that the internist can function most e 
fectively, this phase of supervision must nt 
be neglected. It is at this point that the prob- 
lem of resistance comes up for reconsider 
tion, The methods for dealing actively vil 


transference and countertransference | 
nomena are much the same for the tw 
groups. The main point is that the residet | 
in medicine must be handled differently, Re 
sistance is a defense against anxiety, 1 
working through it is necessarily an ш 
fortable and psychologically painful on 
ence. To do so, the individual must be үн 
motivated ; he must be willing to undergo 
comfort for some useful end. The res! 
in psychiatry has already committed hi s 
to the task of learning psychotherapeutic P 1 
cedure, and has already identified ve | 
with psychiatrists. He is initially in 2 5. 
position to form a trusting, secure T€ ie 
ship with the supervisor. The reasst Я 
and support necessary for arriving ata tion 
understanding of the therapeutic inter? 
between doctor and patient can be © ‘ti 
only when the supervisor-student тешүү d 
is itself in proper order. The psychiatr 
dent soon realizes that he must tac КОП 
difficulties or abandon his plans to dant 
psychiatry as a specialty. The res! i 
medicine, on the other hand, is often " d 
tain and sometimes even distrustful i i 
psychiatrist—he may not form a secu" oft 
trusting relationship easily. Further, po | 
feels that he can reject the whole P | 


. Е. REISER AND М. ROSENBAUM 


ee M P REISER AND A ROSENBAUM  _—>= 


without in any way jeopardizing his chances 
for a successful career in internal medicine. 
The modifications of procedure we have 
proposed (and undoubtedly others could be 
added) may serve to obviate some of these 
differences. By taking these factors into ac- 
count, realistic motivation may be generated 
in the medical resident and the development 
of a workable supervisor-resident relation- 
ship facilitated. When this is accomplished 
the stage is set for more effective supervision, 
and a continuing experience that is reward- 
ing to both the resident and the supervisor. 
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ETERNAL LIFE AND SELF-DEFINITION AMONG THE 
AIVILIK ESKIMOS* 


EDMUND S. CARPENTER, Ри. Р, Toronto, CANADA 


Time has been said to be the great problem 
for philosophers ; nor is it otherwise with the 
silent believers. How, and with what, does 
man fill ime? How, and how far, does he 
pass out of time? Apostates are those who 
have abandoned the problem ; saints are those 
who have solved it. Their solution, the solu- 
tion to the problem of eternity, is, in effect, 
theology. 

The Aivilik Eskimos have remained faith- 
ful to the problem, refusing to give it up. 
They have sought the meaning of life in the 
problem of time, and the answer to both in 
the nature of man and the definition of life. 

Their theology does not distinguish be- 
tween the two systems of metaphysics which 
in Western thought govern separately illu- 
sion and reality. In their daily lives these 
are bound together by a thousand crossing 
strands and threads. But they clearly dis- 
tinguish between “self” and that which is 
“other-than-self” ; it is from this distinction 
that their unique concepts of subjective and 
objective derive. 

The Aivilik’s view of self appears to be as 
clearly demarcated as ours, but is remarkably 
different, and its precise limits often vary 
according to different situations. At times 
it is open at the back, as it were, and over- 

flows into spheres external to the body both 
in time and space ; it embodies in experience 
events which, remembered and related in the 
clear light of day, ought actually to have 
remained hidden in the imagination, 

But then, just what do we mean by “ac- 
tually”? The Aivilik assert that man’s ego 
is not a thing imprisoned in itself, sternly 
shut up in boundaries of flesh and time. 
They say many of the elements which make 
it up belong to a world before it and outside 
it, while the notion that each person knows 


1 Published by permission of the Secretary 
Arctic Institute of North America. Field ne 
financed by the Arctic Institute of North America 
and the University of Toronto. In a forthcoming 
book, Time and Space in a Primitive Society, I 
discuss at greater length the temporal and spatial 
orientation of the Aivilik, 
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but one life and can know no other is con- | 
trary, they maintain, to everyday experience, 
It is significant that, among these people, 
what belongs to consciousness generally is 
thought to constitute the self. 

The nature of human life is not clearly 
defined by Aivilik thinkers, except on two or 
three points. Beliefs are uncodified, hardly 
precise enough to be called doctrines, andit 
is difficult to outline what the individual 
Aivilik considers the history and destiny of 
his own soul to be, and what relationship his 
present life has to that long career through | 
eternity. However, the following appear 0 | 
be the outstanding features: 

Tungnik, described as representing some 
thing close to our notion of the human soul, 
is the dominant spiritual element in man 
Immortal, it is periodically embodied in the 
flesh at the baptismal. Thus, an infant dos 
not become an individual until he is named 
for though the body, teme, and the mind 
ishuma, are present, until the tungnik ap 
pears, life is not thought to be complet | 
Once tungnik has taken possession of tit) 
body, it does not become localized in ay 
particular part of the individual, but #0) 
blood, is everywhere.” Tungnik can M: 
its corporeal home during life, usually АП 
night, and engage in adventures in 0 H 
estates. All Aivilik agree that at dea by 
permanently separates from the body. id 
yond this, opinion differs, for tradition 4 
not specifically state where all ghosts p 
during intervals between their earthly ive 

There are those who identify tungni W 
a person's formal name. Hence, shortly? 
the birth of a child, an elder may Say A 
before all present, “Spirit of [decease fel 
tive or friend] be with us now. nter ge 
body of this child.” Individuals art M 
addressed by the kinship term assign? 0 


Sa 


them in their earlier lives, and are n. уй 
to live up to reputations formerly kr. pa 
One sometimes hears individua renmin 
about prenatal experiences; others jjj 
rebirth: “One cannot get you in this неа 
one will be revenged later.” Ч 


| 
] 


| 
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Jt sometimes happens that two children 
born into isolated families about the same 
time may be named after the same individual. 
It then becomes a problem to determine 
which body the known spirit actually entered. 
To cite an example, both Ooquorluk, born at 
Povungnetuk, and Evalooaryuk, born a year 
later at Lyon’s Inlet, were named after 
Kahyukyuk, a deceased hunter whose ex- 
ploits still figure in the legends of the North. 
For years now Ooquorluk and Evalooaryuk 
have engaged in friendly competition—foot 
races, wrestling—to determine “who is the 
teal Kahyuk.” 

Aivilik take new names when they are old, 
sick, or beset by misfortune. When Tomah 
suffered a series of severe misfortunes, he 
accepted another name. This was done at a 
“gift-scramble” held in his honor. His father 
placed about two dozen small family posses- 
sions in a caribou skin, stepped outside the 
igloo, and, casting them to the assembled 
members of the camp, announced Tomah’s 
new name, Tomah tested his new powers 
the next day by entering, and winning, a 
Specially arranged dog sled race. Thus it is 
possible for an Aivilik to change, in a sense, 
his very identity, 

Others deny baptismal reincarnation, and 
hold that the deceased person’s spirit merely 
looks after its namesake, guiding it through 
life and speaking directly to it should the 
namesake be an angakok or shaman. A man 
may have several names, each serving as a 
Spirit helper. The principal one is usually ac- 
quired along patrilineal lines, but others may 
come from either side or from friends. There 
18 а certain mystery in these names. Most 
Aivilik recall the case of a hunter at sea who 
noticed that he was being followed by a great 
bird, He paddled as fast as he could, but the 
bird kept pace. Then the frightened man 


called upon his sacred name and soon outdis-' 


fanced the bird. The majority of Aivilik feel, 
think, that the tungnik somehow resides in 
ny names, but they never clearly state the 
е. 
Christian theology does not seem to have 
h tified the problem, for some converts now 
old that at death a tungnik has three 
Choices: to roam this world as either а be- 
ac olent or malevolent power as long as 
Quaintances worthy of aid or vengeance re- 
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main; to go beneath the sea and there be tor- 
mented eternally by the goddess Sumna ; or 
to remain forever in the company of the good 
and the saved in the nonterrestrial, eternal, 
and heavenly City of God. But the question 
is essentially irrelevant, for in spite of a gloss 
of Christian dogma, the natives remain un- 
der the thrall of pagan beliefs. They continue 
to believe that at death the soul merely va- 
cates its temporary home and then waits to 
re-enter another. Its fate is of no concern to 
its owner since continuity of life's journey is 
guaranteed. Until missionaries came, Aivilik 
theology contained no theme of soul jeopardy 
or retributive judgment, and therefore no 
religious observances for soul salvation. 
Even today the natives remain uninterested 
in thoughts of after-life or ultimate destiny. 
Cessation of the heart beat remains but part 
of the cycle of life and death where, sooner 
or later, the body disappears as an entity, and 
the soul re-enters the cycle. The why of all 
this does not concern the Aivilik ; ihey claim 
no transcendent ability to understand it. 

They merely assert that death is not an 
end, but a beginning—a beginning of a new 
phase in a never-ending cycle. They meet the 
problem of death by denying the problem 
itself, I suspect they fear, in the secret 
depths of their hearts, the finality of death 
and that their philosophy is more a denial of 
a reality emotionally felt than а conviction 
carrying full relief. Nevertheless, they main- 
tain that they can run all risks, squander their 
lives, and scatter their possessions, because 
they are immortal. They know that there is 
life beyond death, beyond the corruption of 
the body—beyond every evidence of the dis- 
appearance of the body scattered amidst na- 
ture and the seasons. : 

For life, they say, is superior to time. It 
cannot vanish, because death like birth, is an 
event in time, and life is above time. This 
vivid belief—even if it remains unformu- 
lated, a silent assumption—is the very es- 
sence of Aivilik philosophy. It is a convic- 
tion so strong and so unshakable as to deny 
and defy the fact of death. Death is never 
an inevitability, obedient to natural laws. It 
is the work of a witch or deity and hence 
dependent upon individual and fortuitous 
causes. A concept of death, as something 
that conforms to unalterable natural laws, the 
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Aivilik never recognize. Nor do they rec- 
ognize it as an ultimate end, as the final stop 
in the journey of life. The entire concept of 
man as mortal, by his nature and essence, is 
alien to them. Just as deities and animals are 
not imprisoned in time, so human life knows 
no temporal walls. 

The Aivilik feel that death is not a hard, 
unbearable fact. It is like sleep; in both 
cases the body reawakens. When confront- 
ing death, they clearly reveal this feeling. If 
they cannot cast derision upon the superses- 
sion of breath, they meet it not with anything 
that can ordinarily be called fear, certainly 
not with any kind of hope. They are exas- 
perated. They are, in the full sense of both 
words, desperately angry. For death, the 
destruction of life, is not so much a thing to 
be feared as it is first of all a thing incompre- 
hensible, impossible, an offence, a scandal. 
Not-to-be is nonsense for the Aivilik. This 
is so true that though they meet death at 
every turn, although they see their relatives 
die, although they attend their burial, still the 
most difficult thing for them to believe in is 
the reality of death. They see death ; they do 
not believe in it. They regard it as only an 
episode, an episode on the road of the im- 
mortal life of man. 

Nor do they doubt, at least openly, that 
they have lived before and will live again. At 
death, for instance, any display of fear is 
literally unforgivable. I recall one occasion 
when I was summoned to say goodbye to the 
dying Kowyeeshak, young Okomiut wife of 
Natakok and mother of two. With impassive 
faces, each member of the camp indifferently 
shook her limp hand. But she suddenly 
roused herself and cried out against her 
family, recounting their sins and arguing bit- 
terly that it was they, not she, who should be 
taken, Her husband was disgusted. He repri- 
manded her, and then Ohnainewk, head-man 
of the camp, silenced her with a cutting re- 
buke. As I stepped outside the tent, a relative 
began to chant a death song which begins, 
“Say, tell me now, was life so nice on 
earth?” ? 

Such an outburst, Ohnainewk volunteered, 
was a shameful exception, and it certainly 
differed markedly from other deaths that I 


2T follow here a free translation by Father Roger 
Buliard, O. M. I. 


ETERNAL LIFE AND THE AVILIK 


witnessed. Here the natives meet the 
passage of this life's voyage with calt 
nation. Usually the sick person lies sl 
in à corner, exhausted and coug 
family and neighbors enter and leave the 
from all outward appearances compl 
different to his suffering. They se 
press not only an awareness of death, 
entire sense of tragedy. Unnoticed, 
quests ignored, his questions unanswel 
sick man lies in silence, a stoic 
signed to dying, awaitiüg his end, 
and fearing nothing. Finally it is o 
breath has gone. It is over." | 
camp soon assembles in the tent, 
wailing of Christian hymns begins. 
they leave, some to fashion a cross or 
the grave, but most to go about their 
lone relative remains behind to ch 
songs. It is characteristic of these so 
they take a resigned, even light, a 
ward death. I recorded only one w 
vealed any suggestion of fear or reb 


Who comes? 
Is it the hound of the dawn appro: 


Away, 
Or I will harness you to my tean 


Such exceptions occur. Gen 
ever, it is not death that is feared, 
ghosts of the dead who may bring dire’ 
ity on the heads of the living. So the 
quickly buried, usually within а few 
after death. Mittens and boots worn 
who carry it to the grave are dis 
sundry taboos, their number depe t 
each individual's relation to the de 
(and degree of acculturation), are 0! 
for several days following the fum 
especially forbidden, for example, to 
edged instrument, such as а knife ОГ T 
for the spirit still hovers about ) 
suffer injury. Such taboos are des 
to help the deceased in his spiritual t 
but to protect the living. In the © 
Catholic converts who die with the 
side them, viaticum and extreme un 
administered, but in all other cases 
exist to ensure the appropriate sta 
deceased after death or to give him 
spiritual easing-out of life. 4 

Although white influence has ЧОП 
to shake the Aivilik’s faith in the imme 
of the human soul, in one sense 
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theology has disturbed them. Rather than 
being reassured, Ohnainewk was puzzled by 
missionary efforts to present irrefutable 
proof of something he had no more ques- 
tioned than the coming of tomorrow or the 
changing of the seasons, He saw no need to 
argue the point, for to his mind, the burden 
of proof had always lain on the opposite side, 
If anything was in need of proof it was not 
the fact of immortality, but the fact of death. 
And his entire belief system would never 
admit these proofs? It denied the very possi- 
bility of death. The dominant theme of his 
whole mythology was a constant and ob- 


stinate negation of the phenomenon of death, . 


In the language of allegory and metaphor it 
affirmed life after death, the immortality of 
the spirit, the possibility of communion be- 
tween living and dead. It gave sense to life 
and solved the contradictions and conflicts 
with the transience of human existence on 
earth, 

But the missionary had unknowingly 
hinted at the subtle but significant difference 
separating these two philosophies. Ohnai- 
newk sensed this difference and sought my 
assurance, I admitted that there were many 
white men who regarded death as the great 
darkness and silence from which none re- 
turned, and who believed that only by realis- 
tically admitting the fact of death could one 
tealize the fullness of life. Exasperated, 
Openly contemptuous of my presence, he 
turned away. But again and again during the 
forthcoming months it was he who raised 
the question, insisting that the dead live. 
Didn't the white man believe in communica- 
tion with the spirits of the dead? Had not 
the white man heard voices not of the living? 
Seeds of doubt had been scattered and were 
taking root in his mind. 

issionaries have also taught him that the 
true home of man's immortal soul is else- 
Where and that his life is, rightly regarded, a 
Preparation and training for the next. This 
sae time perspective, with its external focus 

Or the life pattern, promises him, if he treats 
х © present аз a prelude to eternity, an early 
Tanslation to that eternity at death. The 

thoilc priest guarantees as well the resur- 
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rection of the physical body and depicts its 
future home in vague but glowing terms. 
And finally the Oblate father insists that the 
familiar world of things, including human 
bodies, moving about in space and changing 
in time, with someday be transformed. He 
speaks of the Last Day and the Second Com- 
ing of Christ as events marking the termina- 
tion of the earthly order with the reappear- 
ance of the Crucified One not as Redeemer 
but Judge. 

Thus we see that the doctrine of reincarna- 
tion on the one hand and of resurrection on 
the other is the chief difference between these 
two religions. To Aivilik adherents of rein- 
carnation, this present life is not the first and 
last; it is but one of an infinite series, with- 
out absolute beginning or end. Opposed to 
this is the view of the Oblate father who re- 
jects reincarnation and admits two lives only, 
one here in the natural body and one here- 
after in the body of the resurrection. In this 
latter doctrine, the first or present life de- 
termines forever the character of the second 
or future, and the same body serves in both, 
No longer is the soul offered a series of new 
lives like the succession of seasons, Now it is 
promised eternity in a heavenly home. No 
longer are the Aivilik confronted with an 
endless series of reincarnations—new suffer- 
ings ceaselessly assumed, new trials, new 
pain—but deliverance from time. Time con- 
tinues always to be time, but the Aivilik are 
told that they can pass out of time, escape the 
cycle and find eternal rest and happiness. 

In all this the natives find only confused 
corroboration of cyclic reincarnation. The 
more subtle distinctions either escape them or 
are dismissed. I do not believe that Aivilik 
converts really understand Christianity's key 
point—the Divine Redeemer—for, not ad- 
mitting death, they need no culture-hero to 
conquer it: Nor do they understand how 
this momentous conquest could be effected by 
charity and sufferance. But on the important 
issue of immortality both religions are at 
one, In August of 1950 I heard the lay cate- 
chist, Kidlapik, chant the Christian liturgy 
before the body of the deceased Kowyeeshak : 
“Life is changed. Life is not taken away." 


AN INVESTIGATION OF CARBON DIOXIDE AS AN ADJUN 
PSYCHOTHERAPY IN SOME NEUROSES: 


EUGENE A. HARGROVE, M.D., A. E. BENNETT, M. D, AND MARION STEELE, 
BERKELEY, CALIF. 


From the time Meduna advocated carbon 
dioxide as a treatment for emotional dis- 
orders, many able workers have investigated 
either Meduna’s(1) technique or a modified 
one found to be suitable in their hands. A 
number of workers have made observations 
and comments on one particular issue: Is 

| the use of carbon dioxide as an adjunct in 
psychotherapy of real value? 

The literature of the past 5 years shows 
investigators divided in their opinions. Free- 
man(2) is perhaps the most complete in 
recording his observations; he reviewed the 
theories of cortical inhibition and reverbera- 
ting circuits that have been used to explain 
the rationale of carbon dioxide therapy. 
Freeman was critical of the one-sided physi- 
ologic attempt to account for therapeutic 
changes and the neglect of psychologic in- 
fluences of the treatment procedure. Milli- 
gan(3) found carbon dioxide efficacious in 
combination with a free association tech- 
nique, and described as an example the suc- 
cessful treatment of a severely hypochon- 
driacal patient. Smith (4) reported that 21 of 
his patients, followed from 6 to 24 months, 
received no appreciable help; he therefore 
considered the procedure of limited value. 
Moriarty(5) found that carbon dioxide as 
an adjunct to psychotherapy facilitated trans- 
ference, quickly uncovered repressed mem- 
ories, and exposed infantile trends. These 
and other conflicting reports led us to rein- 
vestigate carbon dioxide therapy for a second 
trial period. We had previously used it with- 
out a control study for 18 months in 1946-47. 

In 1951 we devised a comparative study 
of treatment in 100 patients suffering from 
anxiety or neurotic depressive symptoms. 


1Read at the тод annual meeting of The 
American Psychiatric Association, Los Angeles, 
Calif., May 4-8, 1953. 

From the departments of psychiatry, Herrick 
Memorial Hospital and the А. E, Bennett Neuro- 
psychiatric Research Foundation, Berkeley, and 
the University of California School of Medicine, 
San Francisco, California. 
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Fifty received carbon dioxide and 
therapy during an 18-month trial 
whereas a control group of со re | 
chotherapy alone. This paper reports 
servations of the two treatment pro 
Material—Al patients were initi: 
for diagnostic evaluation. Only 
predominating symptoms were 
depression were studied, including: 
with underlying character disorders, 
way of reacting was principally by anxie 
depression, Psychotic depression v 
cluded. Otherwise, both groups 
selected. The first 50 patients were tr 
by psychotherapy alone in a total 
sessions, while an additional 50 ра! 
ceived more than 1,000 carbon dio t 
ments combined with psychotherapy. 
Technique.—The application of ca 
oxide in the one group followed wi 
variation the technique of Medi 
treatments, given in an outpatient. 
ment of a general hospital, were € 
to each patient prior to use. After 
the patient to bed, a nurse or physi 
ministered a mixture of gas com 
70% oxygen and 30% carbon diox 
some patients the inhalations produ 
of such proportion that a small am 
24% sodium pentothal was given | 
nously prior to the inhalations in ordei 
panic but not to produce unconscit 
At the first treatment the patient ti 
ceived т inhalations; in subsequen 
ments, generally given once or twice | 
inhalations were increased until the 
became unconscious. M 
After regaining consciousness M 
tients abreacted, during which time 
ician remained with the patient for | 
therapy of 30 to 50 minutes’ duration. 
much unconscious material preci] 
came to light the therapist had to be 
to deal with involved transference and 
ances. 
In the control group, which receiv 
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psychotherapy once ог twice a week, our 
technique in managing depression and anxi- 
ety was to focus attention on current prob- 
Jems and on the dynamic factors behind, the 
symptoms. In the main the therapist was per- 
missive, nondirective, and uncritical, thereby 
affording reassurance. 

Observations.—Patients lost consciousness 
while inhaling the carbon dioxide—oxygen 
mixture. During treatment, as the inhalations 
increased, various neurologic signs appeared 
in distinguishable phases and followed a 
definite regressive sequence corresponding 
to the phyletic layers of the brain. When 
carbon dioxide inhalations were finished 
there was a rapid resynthesis of the neuraxis. 

The abreactions which followed were of 
considerable interest and importance. With 
hardly an exception these associations were 
characterized, depending on the individual 
patient, by explosive expressions of marked 
hostility, sensuality, fear, or dependence. We 
initially thought the abreactions resulted from 
some special or specific physiologic influences 
of the carbon dioxide mixture. However, 
they differed little from the reactions follow- 
ing narcoanalysis ог nonconvulsive electro- 
stimulation, We now believe these abreac- 
tions represented the patients’ feelings for 
the actual treatment situation. 

A number of patients early in the proce- 
dure expressed such fierce, thinly disguised 
hostility toward the therapist that they were 
unable to tolerate the anxiety or guilt and 
terminated treatment. 

„One patient, a 22-year-old man, awakened from 
his treatment fighting and struggling. He shouted, 
hate that doctor! I hate that doctor!” He then 
fd in vehement fashion his feeling against the 
amily doctor, who he felt was responsible for his 
younger sister’s death. The patient went on to 
© at wanted to kill that doctor. I thought of 
Nia ways I could do it. I even went to 
to ask how much this Murder Incorporated 
mnt to kill the doctor. There are times now 
feeling £o to a hospital or rest home and I get the 
of kill and hate and I always think of the 

Dmm and his treatment of my sister. One night 
ri ae a bar. I started thinking about my sister 
more I thought of her the more I thought 
"ins to do something to that doctor for the pain 
able to нас һег ро through.” This patient was un- 
therapy, cept these hostile feelings and terminated 
р a 28-year-old Negro woman, also suf- 
scream тот anxiety, awoke from her treatment 
ME sing, Son-of-a-bitch doctors. Most of them 
interested in you. Most of them are just 
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Cadillac specialists" She went on to relate her 
resentment whenever she had been forced to do 
things against her will or was included in a situa- 
tion which she had no part in planning. Before 
the therapeutic session ended the patient began to 
apologize profusely for her statements and said she 
could not understand how she would say such a 
thing, that she was unaware of such feelings. She 
did not return for further treatment, 

A 35-year-old businessman requested treatment 
after reading about carbon dioxide therapy in a 
current magazine. His chief complaints were de- 
pression which followed his frustrating relation- 
ship with his wife and anxiety while at work. 
Throughout treatment, this man attempted to main- 
tain consciousness. Even though the therapist al- 
lowed him almost a full hour following the inhala- 
tions he refused to talk, saying, ^I am not crazy. 
There is nothing wrong with my mind." He re- 
mained in therapy until the 25th hour and then 
refused further treatments, saying “1 cannot see 
that they have helped me in the slightest way. 
Furthermore, you have tried to get me to talk ever 
since I started taking them so now I am going to 
tell you.” At this point, he began a hostile tirade 
against his wife, co-workers and the therapist; his 
anger was most apparent. After this interview, he 
never returned. 


On the other hand, there were patients 
who were able to ventilate their hostilities 
quite freely and with no apparent increase in 
their guilt or anxiety. Time after time during 
treatment they vented large quantities of hos- 
tility against parents, parent surrogates, and 
therapist. They used treatment as license to 
do this. However, their symptoms were not 
relieved and they were not able to integrate 
the experience into their defense mechanisms. 

In still other patients treatment became 
highly sextalized. There were a number of 
panic reactions in males with unconscious 
passive homosexual feelings. One 30-year- 
old man dreamed during the carbon dioxide 
therapy that he was a woman and was mens- 
truating. He awoke in panic. His anxiety 
subsequently became so high that he began 
drinking and went on an alcoholic bout. Sev- 
eral days later, he was returned to the hos- 
pital suffering from alcoholic hallucinosis. 
Other patients, both men and women, seemed 
to find gratification of their sexual needs in 
treatment. 

A woman of 30 with symptoms of depression 
repeatedly asked for more treatments per week. 
During the treatment she would flex and abduct 
her thighs and squeal as though being tickled. Her 
movements resembled sexual orgasm. On awaken- 
ing, she repeatedly said she was unable to remem- 
ber any part of the treatment. Blocking occurred 
time and again during therapy and it was very 
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difficult to get productions of any sort from her. 
Only after the carbon dioxide procedure was ter- 
minated and the patient seen in straight psycho- 
therapy was she able to discuss her problems. 

Similarly, a 45-year-old woman during the inha- 
lation of carbon dioxide went through much the 
same activity of flexing and abducting her thighs. 
Immediately upon awakening she had repeated as- 
sociations to a rape experience that had occurred 
some years before. 

One 35-year-old male patient who had uncon- 
scious homosexual tendencies would, while regain- 
ing consciousness, remove his clothing, expose his 
naked body and attempt to fondle or grasp the 
therapist. Following treatment he experienced heavy 
sweating and fatigue, effects which he associated to 
sexual intercourse. 


Many patients expressed profound fear 
during and following the administration of 
carbon dioxide. A number of these termi- 
nated therapy or requested a different type of 
help. Some patients, however, despite their 
great fears, returned for therapy and even 
asked for an increased number. 


A man of 32 became panic stricken but returned 
time and again for treatment. His recurring asso- 
ciations to treatment were: “When I was 4, I had 
an intestinal obstruction. My father, a doctor, got 
a very fine surgeon who operated unsuccessfully on 
me 3 times in one week. Our family doctor was 
called in. He operated again but told my parents 
there was one chance in a thousand I would live. 
While I was convalescing an intern, orderly, and 
nurse pumped my stomach. They were not careful 
and cut my mouth with a clamp. I was upset about 
this and still am when I think about it. Then I got 
ringworm from a cat and had to go to x-ray. They 
burned my head. I wonder if my brain was dam- 
aged.” Even after 100 sessions with carbon dioxide 
the patient still kept repeating this association, He 
could recollect the old, repressed memories, but was 
unable to integrate them into his present adjustment, 
and his symptoms continued to punish him. Actually, 
he used treatment for additional punishment. 


With ordinary psychotherapy in treating 
the control group of patients with anxiety or 
depression, we observed less explosive ma- 
terial. Associations mainly concerned cur- 
rent problems and intercurrent resistances. 
Feelings of dependence, hostility, or seduc- 
tion toward therapist or treatment situation, 
although present, were not so intense. 

For example, a 25-year-old woman came in com- 
plaining of a nameless fear, anxiety, shortness of 
breath, palpitation, and fear of harming her chil- 
dren. Her 2 infants, 15 months apart, were difficult 
for her to manage and she felt increasingly in- 
adequate as a mother. Her husband’s seeming in- 
difference and critical attitude aggravated these 
feelings. During therapy she was able to express 
appropriately and by degrees her hostile feelings 


toward her husband and the children. After РЯ 
interviews, she had some understanding of these 
feelings and was able to accept and integrate them 
into her present situation. Her symptoms over this 
period had diminished ; eventually they disappeared, 


RESULTS 


In the evaluation of results the patients 
were classified in 3 groups: no change; im- 
proved (work capacity regained but retaining 
some symptoms) ; socially recovered (return 
to normal efficiency without symptoms). 

Two-thirds of the patients treated with 
carbon dioxide showed no change; one-third 
had improved; none could be classified a 
having recovered socially. In the control 
group treated with psychotherapy alone, 
three-fourths showed improvement or social 
recovery while only one-fourth showed m 
change. It was also noted that patient 
treated with psychotherapy alone showed im- 
provement on fewer treatments. In our study 
17 of the 50 patients given carbon dioxide 
treatments discontinued therapy of their owt 
volition without first discussing the decision | 
with the physician. In contrast, only 4 pe 
tients in the control group discontinued treat 
ment of their own volition. т 

Table т compares patients on carbon di- 
oxide therapy with those on psychotherapy 
alone. 


TABLE 1 
RESULTS OF TREATMENT WITH Cos AND 
PSYCHOTHERAPY 
CEA 
А 
AS E is 
aaia c pcs 1 
Jot gee 
S9. 4 me 
Modified Cos 
Technique ..... 33 17 o 20+ 
Control: Straight 


Psychotherapy.. 10 26 14 13 


DISCUSSION 


Analysis of results showed that !n a 
hands treatment of patients with anxiely s 
neurotic depression by carbon dioxide h 
poorer results than did psychotherapy alone: 
This was evident although psychothe 
was used in both groups. In a pret 
study(6) we used subconvulsive stimuli | 
as an adjunct to psychotherapy їп e 
anxiety and depression and encounterec, 
same discrepancy in results: more pa! 
improved on psychotherapy alone than 0? 
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combined treatment. In both the present and 
previous studies, we believe the mechanisms 
of the somatic treatment—putting patient to 
bed, using a mask for inhalation, and holding 
patient while he struggles—had profound 
psychologic impacts and accounted for the 
yariation in results. This approach created 
difficult therapeutic problems by precipitously 
liberating unconscious dynamic forces. 

The evidence for this was found in the 
patients’ various associations to both somatic 
and nonsomatic approach. In the present 
study, the patients receiving carbon dioxide 
expressed feelings of hostility, fear, depend- 
ency, or sensuality in unusually large and 
explosive quantities. As illustrated by asso- 
ciations, repressed material was suddenly un- 
covered and the patient came face to face 
with threats to his defenses against hetero- 
or homosexual seduction or unresolved ag- 
gressive or dependency conflicts. The sudden 
uncovering of repressed material did not, in 
many of our cases, lead to a better long-term 
adjustment and often led to flight from treat- 
ment, In those who returned, the therapist 
was dealing almost immediately with deep- 
seated problems and entrenched defenses 
which took more expert handling than did 
ordinary psychotherapy. In many cases treat- 
ment afforded actual gratification of sexual, 
masochistic, or dependent needs. But the 
Tepeated experiences did not lead to an alle- 
Viation of symptoms or to any better adjust- 
ment, 

Our experience has been, as shown by the 
control group, that simple anxiety and de- 
pressive symptoms can best be handled in 
brief-term therapy on a more superficial 
level. Focusing on current dynamics gave 
the patient some understanding of his prob- 
lems and somewhat strengthened his existing 
defenses, Rarely in straight psychotherapy 
did we see the panic reactions which oc- 
curred during the use of carbon dioxide— 
ү that led 17 patients to abandon therapy. 

Xplosive abreactions were seldom seen with 
Straight psychotherapy when feelings were 
expressed more gradually and appropriately 
and could, therefore, be more readily inte- 
Stated into existing defense systems. 


CONCLUSIONS 


tee а result of our study we concluded that 
thon dioxide had no specific therapeutic 
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effect. A patient who came for treatment, 
whether by carbon dioxide, narcoanalysis, 
electrostimulation, psychotherapy, or anal- 
ysis, brought his own special problems and 
personality. The quality of abreaction did 
not differ materially in any approach but the 
quantity certainly did. In our experience the 
carbon dioxide treatment procedure stimu- 
lated various intense feelings, quite difficult 
to handle by either patient or therapist. There 
were patients in whom the treatment stimu- 
lated extreme hostility. Some who found 
release for this hostility used the treatment 
as license for expressing it but still were 
unable to organize the material construc- 
tively. Others found the hostility too threat- 
ening and fled. Similarly the patient who 
reacted with strong sexual content either 
found gratification, but without successful 
integration of the material, or else found the 
associations too damaging to his defenses 
against hetero- or homosexual seduction. In 
the same way, patients who reacted with 
strong sense of fear accepted the treatment 
with too much masochism or else rejected it. 


SUMMARY 


т. A total of тоо patients were treated for 
anxiety or neurotic depression with carbon 
dioxide combined with psychotherapy or with 
psychotherapy alone. 

2. Of бо patients treated with carbon di- 
oxide, two-thirds showed no change, one- 
third improved, none could be classified as 
having recovered socially. 

3. Of 50 control patients treated with psy- 
chotherapy alone, three-fourths showed im- 
provement or social recovery and one-fourth 
showed no change. 

4. Patients treated by psychotherapy alone 
showed improvement on fewer treatments. 

5. The explosive abreaction following ad- 
ministration of carbon dioxide could not be 
integrated into the patients’ defense mech- 
anisms. 

6. The use of carbon dioxide therapy in 
our hands added no specific therapeutic effect 
but did add problems of transference and 
resistance that retarded or prevented re- 
covery. 

7. Treatment of patients with symptoms 
of anxiety or neurotic depression was best 
accomplished by psychotherapy alone. 
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DISCUSSION 


PauL Н. Носн, M.D. (New York City).— 
Carbon dioxide treatment can be discussed from 
two points of view, first, the use of СО, alone with- 
out psychotherapy and, second, the use of CO, as 
an adjunct of psychotherapy. We are in sympathy 
with Meduna’s attempt to find a somatic mechanism 
in the neuroses especially as far as anxiety is con- 
cerned. It is clear that conflicts alone do not pro- 
duce the neurosis, but that inability to cope with 
the conflicts is the essence of the neurotic disturb- 
ance. If an organism is overwhelmed by stimula- 
tion it is not able to handle it regulatively. The 
reduction of stimulation by chemical and other 
means is therefore legitimate and would enhance 
application of psychotherapy. 

Carbon dioxide was originally introduced as a 
somatic treatment without psychotherapy. We used 
it in a number of patients in the manner described 
by Meduna and followed his technique in every 
detail. The results of the treatments were unim- 
pressive. About 4076 of the patients dropped out 
of treatment because they were afraid of it. Those 
who remained did not show an improvement rate 
that would be higher than the spontaneous one. 
In addition, some who showed an initial improve- 
ment quickly relapsed. In using the treatment 
without psychotherapy we tried to avoid a sugges- 
tive atmosphere which we feel is most likely re- 
sponsible for the good results obtained elsewhere. 

If COs is used as an adjunct to psychotherapy 
we have to remember that we have quite a number 
of such adjuncts—sodium amytal, benzedrine, ni- 
trous oxide, ether, etc. All were helpful in some 
cases and useless in others. We do not know why 
one patient responds and another does not; we 
especially do not know why one patient prefers 
benzedrine and another amytal. It is possible that 
some biochemical factors are present in this differ- 
entiation. On the other hand, motivational factors 
must also be considered. Most patients have what 
we might call an autosuggestive frame of refer- 

ence. One patient believes that he will improve if 
he is rendered unconscious. Another would reject 
such a procedure because he would lose control. 


CARBON DIOXIDE AND PSYCHOTHERAPY [May 
ССС ишш 


Some expect improvement if they feel euphoric; 
other persons have special ideas on chemicals, phys 
cal procedures, psychotherapeutic procedures, eit, 
all of which are somehow connected with the valu |. 
systems of the individual patient. This may explain |. 
why one responds to one approach and not to the 
other. Some patients would probably select C0, 
as an adjunct, but a great many would not, 

We also observed the same clinical manifestations 
as described by Dr. Hargrove, e! al. in connection 
with CO;—especially the manifestations of feat, 
rage, and heterosexual and homosexual behavior 
It has to be emphasized that this abreaction eva | 
though impressive is not very successful in ordinary | 
neuroses. It has some value in cases where th 
neurosis is precipitated by an obvious external 
event like war neurosis or traumatic neurosis where | 
the patient obtains mastery over a situation whid 
he formerly could not manage. If the abreaction is 
very rapid it could lead to difficult situations a |. 
described by Dr. Hargrove, We saw marked punt | 
reactions and even frequent episodes were precipi | 
tated by this treatment. Therefore, we cannot sy p 
that the treatment is entirely harmless and esp | 
cially so in the hands of persons who are nt i 
psychiatrically trained to cope with such situations 

We endorse most of the conclusions 
authors based on their study. It has to be empha: | 
sized that a sufficient number of controls were 
to arrive at valid conclusions. 


A. I. Jackman, M.D., (Chicago, Ш) 0 
could not expect in this experiment that there r 
be any effect directly from carbon dioxide as the 
average patient received insufficient and too М 
spaced treatments, according to the figures given 
the paper, in spite of the claim that they foll 
Meduna’s method. . 

In evaluating the effect of carbon dioxide as | 
adjunct to psychotherapy one would have to må E 
sure that the psychotherapy would be effective 0 
commensurate with the abreactions elicited by 
carbon dioxide. It is apparent from this paper it 
the abreactions in the patients were so great il 
the psychotherapeutic resources of the authors №5 
inadequate and incapable of handling bu ] 
authors state that these abreactions differed li 1 
quality from the reactions following пагсодЛа у | 
but they were stronger. These abreactions nodi] 
have been useful had they been properly hi ero, | 
As many authors, including Weaver, Pet ed 
Anderson, Meduna, and myself, have shown, 
tive results were obtained in cases where t Ws 
no direct psychological therapy used provid 
quate carbon dioxide therapy was given. ©” 
adequate amounts of neither were given. control 

As for the effects of psychotherapy in the 51 
group that received only psychological bee? 
wish to congratulate the authors on the The 
degree of effectiveness of their psychotherapy is 
found with straight psychotherapy only, 20 í A 
on a superficial level, that with an average © h 
treatments per patient, 28% showed теси gures 1 
improvement, and only 20% no change. Such е оф 
are to me very remarkable. I want to 80 OP 
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as stating that I have never seen a group of 50 
unselected cases that could so easily be handled by 
simple psychotherapy. 

There are some peculiarities about the patients 
in the group that were treated with carbon dioxide. 
From the material available in the report it seems 
that some of these patients were either involuntary 
or not willing to accept carbon dioxide therapy. 
At least, some of them did not know what was 
going to happen to them or what kind of treatment 
would be given them, as, for example, the colored 
lady who protested the situation. Seventeen out of 
the 50 patients undergoing carbon dioxide treatment 
quit without discussing it with the doctor. It is 
apparent the therapeutic situation was very poor. 
Many of these patients undoubtedly quit as prob- 
lems came to the surface and, as the available 
psychological therapy was unable to help, it became 
too much for them to handle. I wish to point out 
that there are many therapists including Moriarty 
of Los Angeles and Milligan of England, as well 
as myself, who have been able to handle these abre- 
actions very successfully. The conclusion here is 
not that carbon dioxide was of no use as an adjunct 
but that the psychotherapy given was not adequate 
to the abreactions produced by the carbon dioxide 
treatment. 


L. J. Mepuna, M.D., (Chicago, Ill.).—The au- 
thors committed several errors in their experiments : 

(т) The combination of any barbiturate with the 
carbon dioxide treatment is not only dangerous, but 
for reasons unknown the phenobarbital decreases or 
completely abolishes the curative effect of the 
carbon dioxide inhalations, This was observed first 
by Dr. Sargent in London and was discussed at 
length during the A.P.A. meeting in Atlantic City 
in 1052, 

(2) The authors gave too many inhalations of 
carbon dioxide at every single treatment to the 
anxiety patients, and thus produced either a degree 
of panic or abreactions that they were not able to 
endure. The proper procedure of treating anxiety 
cases should include an induction of the anesthesia 
V nitrous oxide (Meduna, L. J. Dis. Nerv. Sys., 
Mos XIV, No. 4, April 1953), and when the anes- 

hesia by means of nitrous oxide has been reached 
giving only a few carbon dioxide inhalations does 
not produce panic or increase the anxiety of the 
Mete By proceeding very cautiously the num- 

r of inhalations can be slowly increased and later 
When the patient's anxiety has decreased consid- 
erably even the nitrous oxide induction can be 
omitted, 

a The third error was in a sense forced upon 

hi authors by their unwise procedure inasmuch as 
eir patients did not receive enough treatments to 

Rams effective. This was probably due to the 

ү that the patients developed a horror of the 

neatment. On the average, I would say the treat- 

ten of anxiety cases by means of carbon dioxide 
eeds between so and 60 treatments. 


ue A. Harcrove, M. D.—Evaluation of treatment 
Psychiatry at its best is difficult because of the 


nature of the material, It is a well established 
observation that two-thirds of patients respond to 
various kinds of treatment or no treatment at all. 
The introduction, therefore, of a new treatment 
would ordinarily obtain response in two-thirds of 
the patients treated. There is, however, always the 
element of time to consider. We feel that various 
modifications of psychotherapy or adjuncts to psy- 
chotherapy are justified if patients respond in a 
shorter time, In Dr. Meduna’s series the recovery 
rate is about what would be expected with whatever 
form of therapy was used. In our hands, however, 
the use of carbon dioxide procedure produced neither 
better recovery rates nor shorter recovery periods. 
It is true that our results are poorer than those of 
almost anyone else who has reported on carbon 
dioxide treatment. We would explain this dis- 
crepancy on the basis of several factors: the en- 
thusiasm of the therapist certainly enters into the 
picture as well as his personality. Many who claim 
that no psychotherapy is given with the carbon 
dioxide therapy apparently are unaware of the 
effect of their own personality upon the patient. 
The perception of the therapist is one factor to 
consider. One therapist is much more adroit than 
another in perceiving the psychologic effects of 
treatment. Another factor is the ability of the 
therapist. 

We are told that an unusual number of our pa- 
tients who suffered initial panic with the carbon 
dioxide procedure did not return; Dr. Hoch in his 
series reports an equal number of patients who 
discontinued the procedure. We are told today that 
we gave insufficient treatment to our patients but 
compared to straight psychotherapy the carbon di- 
oxide procedure involved overtreatment. We are 
told by one that the treatments were too widely 
spaced and by another that they were too close to- 

er. We are also told that our failure was due to 
the use of barbiturates in carbon dioxide treatment. 
Barbiturates were used only in a small percentage 
of patients to overcome the initial anxiety and panic 
reaction which these patients showed. Meduna has 
modified his method of therapy to counteract this 
panic. Here again straight psychotherapy did not 
entail this panic reaction, The material that was 
brought out more appropriately and gradually in 
straight psychotherapy could be integrated into the 
defense m! i 


and Jackman. ; t 
results in less time were obtained with straight 


psychotherapy than with the carbon dioxide pro- 


associations to therapy. Аз compared in terms of 
time and energy carbon dioxide therapy fell short. 
Straight psychotherapy produced better results in 
a shorter time without burdening ourselves or pa- 
tients with all the extras of mechanized procedure. 


DEATH DUE TO INJECTION ОЕ PYROGEN-CONTAINING FLUIDS 
DURING INSULIN SHOCK THERAPY 


GEORGE G. MERRILL, M.D., ВлїлїмовЕ, Мр. 


Insulin shock therapy has long been recog- 
nized as having various unfortunate compli- 
cations(1), with most surveys citing a mor- 
tality rate of about 1%(2). Among the 
possibly fatal complications not mentioned in 
the psychiatric literature are febrile reactions 
resulting from the injection of pyrogen-con- 
taining fluids to terminate the insulin coma. 

Surgeons have long recognized the possi- 
bility of febrile reactions due to the intra- 
venous injection of fluids containing pyro- 
genic substances. BBillroth(3) іп 1865 
described temperature elevations in dogs into 
whom distilled water was injected intra- 
venously. Hort and Penfold(4) in rorr 
pointed out the danger of injecting solutions 
made from water that was not freshly dis- 
tilled, emphasizing that such water could 
contain bacteria or bacterial products despite 
previous distillation. Seibert(5) demon- 
strated that the usual pyrogenic substance 
found in distilled water was a filterable, non- 
volatile, fever-producing substance of bac- 
terial origin. Seibert and Mendel(6) de- 
veloped a test for these pyrogenic substances 
by injecting them into rabbits. Bourn and 

Seibert(7) demonstrated 25 strains of bac- 
teria in 12 distilled waters, all capable of 
producing filterable pyrogenic substances, 
Rademaker (8) and Walter (9) showed that 
the preparation of solutions for intravenous 
use leaves much to be desired, in eyen the 
best hospitals, and made specific recommen- 
dations about methods of eliminating pyro- 
gens from solutions. Banks(10) remarked 
that febrile reactions to intravenous therapy 
are more prevalent than most hospitals will 
admit. He emphasized that pyrogens in 
solutions are not destroyed by the usual hos- 
pital sterilization procedure, as it requires 
about 7 hours of autoclaving at 20 pounds 
of pressure to destroy them. He also pointed 
out that there is no satisfactory chemical 
test for pyrogens, and that the injection of 
suspected fluid into rabbits(6) is the only 
adequate method of detection. Nelson(11) 
reviewed the various factors that have been 
thought responsible for febrile reactions fol- 
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lowing intravenous therapy, and found that 
the distilled water used in making the solt- 
tion was a far more important factor than the 
amount, concentration, rate of flow, acidity 
or alkalinity, or temperature of the injected 
solution, as pyrogenic substances develop in 
distilled water that is allowed to stand with- 
out immediate autoclaving. These pyrogens 
are water-soluble products of the growth of 
bacteria contaminating the water. Lees and 
Levvy(12) pointed out that the various 
strains of bacteria which contaminate solu- 
tions are ubiquitous and may infect any 
water that is not kept absolutely sterile 
These bacteria can grow rapidly enough, in 
distilled water at room temperature, to pro- 
duce large quantities of pyrogen in a single | 
day. They suggested methods of decom | 
tamination such as absorption of the toxin by 
powdered charcoal before filtration. Knott 
and Leibel(13) found the pyrogenic sub- 
stances, in solutions known to have produced 
febrile reactions, to be products of bacterial | 
contamination, The contamination of the | 
distilled water was found to occur usually | 
after distillation or at the time of adding the 

chemicals necessary to make the solution 
especially if the subsequent autoclaving i | 
the solutions was delayed. The conte 
ing bacteria were found to multiply easly 
at room temperature. Co Tui and be 
(14) also found that pyrogenic substance 
can be present either in the distilled wa 
in the chemicals used in making solutions 10 
intravenous use, through contamination 4 | 
some point in the preparation procedure, W! 

subsequent standing at room temperatum 
They suggest filtration techniques for elim jA 
nating pyrogens. Probey and Pittman(15 | 
found many different types of bacteria fo 
capable of producing pyrogens, with E 
Gram-negative bacilli producing a ругов i 
substance more abrupt and violent Jn b 
effect on injected animals than that po) | 
by the cocci or diptheroid bacteria. The at 

amount of recent investigation of the РОН 
ties and biologic effects of pyrogens 15 а | 
summarized by Bennett and Веевоп (16). 7 | 
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none of these descriptions of the nature and 
action of pyrogens is there a report of actual 
death resulting from the administration of 
pyrogen-containing solutions. Р 


FATAL CASE 


D. V., a 42-year-old white man, was admitted to 
the Spring Grove State Hospital for the second 
time 5 weeks before his death. On admission, he 
was withdrawn, uninterested in his surroundings, 
occasionally smiling to himself, showing psycho- 
motor retardation and disorganization of thought. 
He said that the birds kept telling him that some- 
one was going to cut off his fingers and legs. He 
thought that people were always talking about him. 
Mental examination showed considerable impair- 
ment of judgement and other intellectual functions. 
The physical examination showed no abnormalities. 

His first admission 7 years previously had fol- 
lowed a psychotic breakdown while in the Army, 
and was characterized by nihilistic delusions, feel- 
ings of unreality, preoccupation and grimacing. He 
had gradually improved during this first admission 
to a point where, after 14 months, he could leave the 
hospital. The diagnosis on both admissions was 
schizophrenia. 

On his final admission, he was started on insulin 
shock therapy, one month after being brought to 
the hospital, as he had shown no improvement on 
conservative psychotherapy. He received insulin 
shock treatments on July 12, 13, 14, 15, 18, 19, 20, 
and 21, without any untoward complication. His 
ninth and last treatment was on July 22. He re- 
ceived 200 units of insulin at 6:30 a.m., and was 
Permitted to remain in light coma for 20 minutes, 
with the treatment progressing normally until then. 
When termination of the coma was attempted, by 
intravenous injection of 200 с.с. of a 30% glucose 
solution prepared in the hospital, he did not respond, 
but sank deeper into coma, becoming irritable, 
twisting and thrashing about in the bed. His tem- 
perature rose steadily after the injection of glucose 
Solution, until it reached 108° after several hours. 
Further intravenous injections of glucose and saline 
solutions produced no improvement in his condition, 
although тоо с.с. of 50% and 4000 c.c. of 10% 
slucose solution were given. Transfusion with 
plasma and then with soo сс. of whole blood, 
digitalization, and injections of caffeine and metra- 
zol also failed to help, and he sank deeper into coma, 
with his temperature remaining at 108°. He died 
at 8 p.m. on the same day. 

: Post-mortem examination showed no definite ab- 
ormalities on gross or microscopic study, except 
dil оше acute edema of the lungs and moderate 
ES 5 ‘ation of the heart, both of which were of such 
ae origin that they were considered terminal 

e rather than initial causes of death. — 
Pond 3076 glucose solution that had been injected 
fs puy in order to terminate the insulin coma, 
e fore the fatal febrile reaction, was tested 
siti Injecting it intravenously into 6 rabbits, in 

Ounts corresponding to то c.c. per kg. of rabbit. 


The rabbits were all tested by first finding their 
temperatures normal when taken rectally 3 times 
at 15-minute intervals before the intravenous injec- 
tion. All 6 rabbits reacted to the injection of the 
30% glucose solution by temperature elevations 
ranging from 0.6? C. to 0.9° C., with half of them 
showing a rectal temperature rise of 0.8° or more 
within 3 hours. This temperature elevation is 
sufficient to show that the suspected solution did 
indeed contain significant amounts of pyrogenic 
substance(6). 


OTHER CASES 


Eight other patients were given insulin shock 
treatments on the same day as the fatal case, all 
receiving injections from the same lot of intra- 
venous glucose solution. Three of these patients 
developed severe febrile reactions, with temperature 
elevation to 103? F. or over. The other 5 patients 
had fairly severe febrile reactions, with a tempera- 
ture rise to between 100° and 103°. In these non- 
fatal cases, the fever subsided by the end of 8 hours. 

Inspection of the details of preparation of solu- 
tions for intravenous therapy showed that the tech- 
nique used was adequate to eliminate living bacteria 
{гот the solutions, but not adequate to remove the 
water-soluble products of bacterial growth, when 
compared with the procedures recommended by 
Rademaker (8) and others (9, 10, 11, 12, 13, 14). 
After correction of the inadequacies of equipment 
and procedure, no more febrile reactions were ob- 
served in patients receiving intravenous fluids. 


SUMMARY 


A hitherto unmentioned complication of 
insulin shock therapy is febrile reaction from 
injection of pyrogen-containing glucose solu- 
tions to terminate the coma. A fatal case, 
with some nonfatal ones resulting from in- 
jection with the same solution, is described 
to call attention to the danger of such pyro- 
genic reactions. 


BIBLIOGRAPHY 


т. Kalinowsky, L. B., and Hoch, P. H, Shock 
Treatments and Other Somatic Procedures in Psy- 
chiatry. New York: Grune and Stratton, 1949. 

2. Malzberg, B. Outcome of Insulin Treatment 
of 1000 Patients with Dementia Praecox. Psychi- 
at. Quart., 12: 528, 1938. 

Kinsey, J. L. Incidence and cause of death in 
shock therapy. Arch. Neurol. and Psychiat., 46 : 90, 
1942. 

Kolb, L., and Vogel, V. Н. 
therapy in 305 mental hospitals. 

:90, I 
99 шг, T. Beobachtungs-Studies uber Wund- 
fieber und accidentelle Wundkrankbeiten. Arch. f. 
klin. Chirurg., 6: 372, 1865. 


The use of shock 
Am, J. Psychiat., 


852 


4. Hort, E. C,, and Penfold, W. J. The Dangers 
of Saline Injections. В. М. J., 2: 1589, 1911. 

5. Seibert, F. B. Fever-producing substance 
found in some distilled waters. Am. J. Physiol., 67: 
90, 1923. 

6. Seibert, F. B., and Mendel, L. B. Temperature 
variations in rabbits. Am. J. Physiol, 67: 83, 1923. 

Seibert, F. B., and Mendel, L. B. Protein fevers, 
with special reference to casein, Am. J. Physiol, 
67: 105, 1923. 

7. Bourn, J. M., and Seibert, F. B. The cause of 
many febrile reactions following intravenous injec- 
tions. The bacteriology of 12 distilled waters. Am. 
J. Physiol., 71:652, 1925. 

8. Rademaker, L. Reactions after intravenous 
infusions. A further report on their elimination. 
Surg., Gynec., and Obst., 56: 956, 1933. 

9. Walter, C. W. Economical Intravenous Ther- 
apy. J. A. M. А., 104: 1688, 1935. 

то. Banks, Н. M. A study of hyperpyrexia re- 


“FATAL INJECTION OF PYROGEN-CONTAINING FLUIDS" 


[My 


action following intravenous therapy. Am. J. Clin. 
Path., 4: 260, 1934. 

11. Nelson, C. M. The cause of chills following 
intravenous Therapy. J. A. M. A., 112: 1303, 1939, 

12. Lees, J. C., and Levvy, С. A. Emergency 
preparation of pyrogen-free water. B. M. J, 1; 
430, 1940. 

13. Knott, F. А., and Leibel, B. Prevention of 
pyrexial reactions in intravenous therapy. Lancet, 
1:409, 1941. 

14. Co Tui and Wright, A. M. The preparation 
of non-pyrogenic infusion and other intravenous 
fluids by adsorptive filtration. Ann. Surg., 116412 
1942. 

15. Probey, T. Е., and Pittman, M. The pyro- 
genicity of bacterial contaminants found in biologic 
products. J. Bacteriol, 50: 307, 1945. 

16. Bennett, I. L., and Beeson, P. B. The propt 
ties and biologic effects of bacterial pyrogens 
Medicine, 29: 365, 1950. 


RESEARCH ABSTRACTS* 


INTRODUCTORY REMARKS 
А. E. MOLL, M. D., MONTREAL, CANADA 


“Again it is my duty as representative of 
"the Committee on Research of The Ameri- 
_ сап Psychiatric Association to open this con- 

ference. As you know, Regional Research 

Conferences have been taking place through- 

‘out the American continent for the past few 

years, at an average of about 5 per year, and 

this is the third to be held in Montreal. 

- One of the objectives of these Regional 

Conferences is communication of research 
_ projects that have been going on in the vari- 

ous centres, and the publishing, at least in 

abstract form, of the principal findings in the 
"AMERICAN JOURNAL or PsvcurATRY. From 
" past experience it appears that these confer- 
ences have played a definite role in stimulat- 
ing interest and activity in research as ap- 
plied to psychiatry. 

At the last meeting of the Research Com- 
mittee in New York, October 30 and 31, 
1953, consideration was given, at the request 
of the Council, to a project to study the 
effectiveness of communication of the annual 
meetings of the A.P.A., ie., 0 consider the 
origins of the annual meetings, the officially 
Stated purposes, changes in these purposes 
throughout the years (duration of the meet- 
ings, number of papers presented, type and 
general content of the papers, and so on). 
Perhaps a similar study on the Regional 
Research Conferences might lead to some 
interesting findings, apart from giving us a 
Sort of longitudinal view of research in the 
Psychiatric field. 

As a member of the planning committee 
Which, under the chairmanship of Dr. 

ameron, was responsible for the program 
Of this Conference, I feel that I may com- 
Ment on certain current trends of research in 
Psychiatry. As you will note from the pro- 
NS have again followed the plan of 
—°\оН one or two full sessions to a general 


1 The items hereunder are brief abstracts of re- 
Я S presented at the Regional Research Confer- 
€, Montreal, Canada, December 1953: 


topic—tast year's theme being the respiratory 
system, and this year schizophrenia, or the 
schizophrenias. You will also note that most 
of the research work done today, for instance 
in the field of schizophrenia, has been re- 
stricted largely to the physiological changes 
or biochemical reactions, and that the same 
is true of the papers Saturday morning, те- 
ferring to “Selective Inhibition of Behavior 
by Pharmacological Means.” The programs 
of other conferences in other research centres 
show similar trends, Personally, I hope that 
these topics do not lead to further fragmenta- 
tion of psychiatric concepts, and that in the 
discussion of the findings by the research 
workers sight is not lost of the fact that the 
human organism works as a whole, and that 
human behavior cannot be understood on the 
basis of isolated mechanisms, neurophysio- 
logical, neurosurgical, biochemical, pharma- 
cological or other. 

We have often commented upon the fact 
that the rapid development of laboratory 
techniques in the various sciences has led to 
a rather mechanistic view of disease and to 
the unwarranted assumption that most, if 
not all, phenomena can be understood if it 
is technically possible to resolve even very 
complex functions into their isolated com- 
ponents. I cannot but wonder at times 
whether we, as psychiatrists, are not running 
the same danger. I do not believe it is 
possible to understand human behavior by 
the process of slicing, teasing, and isolating 
the various instinctual drives, ideations, and 
actions, nor by the mapping out of these 
drives, ideations and actions in human geog- 
raphy. The film, “Effects of Maternal Dep- 
rivation on Maturation in Children" will, 
I think, give emphasis to this point. 

And now I will call on Dr. Ewen Cameron 
who is the official host of this Conference 
under the aegis of McGill University, and 
who will chair the morning’s program on the 
subject “Schizophrenia.” 
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RHYTHMIC SENSORY BOMBARDMENT THERAPY (R.SB.T): 
A NEW TREATMENT FOR PATIENTS WITH 
PSYCHIATRIC DISORDERS 


JOHN W. LOVETT DOUST, M.B., B.S., B. Sc, М.Е.С.Р., Toronto, CANADA, AND 
ROBERT A. SCHNEIDER, M.D. OKLAHOMA Crry, OKLA. 


Previous work reported by the Laboratory 
of Physiological Psychiatry of the University 
of Toronto's department of psychiatry, has 
indicated that a specific cycle of physiological 
changes is held in common by successful 
treatments in those mental disorders for 
which they are indicated. Using the oxi- 
metrically monitored arterialized capillary 
oxygen saturation as the indicating variable 
of these changes, it has been suggested that 
therapy is successful insofar as it is capable 
of inducing in the patient the sequence of 
changes represented by the shock, counter- 
Shock, and resistance phases of Selye's gen- 
eral adaptation syndrome; and further, that 
such treatments differ one from another 
largely in the intensity and duration of the 
initial shock phase of that cycle of events. 
As a corollary to these findings, it has also 
been shown that, given certain rather care- 
fully defined conditions, the awareness of 
the patient may be held to bear a distinct 
and probably linear relationship to his capil- 
lary oxygen saturation values, and, similarly, 
that the emotional component of his person- 
ality disturbance may be considered as a 
dimension of the particular dysplasia of con- 
sciousness displayed by an individual patient 
and, hence, also as a function of his blood 
oxygen saturation level, 

Work along other lines in this laboratory 
has suggested that it is possible to vary the 
capillary blood oxygen saturation by means 
of rhythmically applied, intermittent photic, 
sonic, or tactile stimulation, the oxygen 
saturation levels being depressed, raised, or 
left unchanged by the predetermined choice 
of stimulation frequencies of suitable in- 
tensity and critical for the individual subject 
examined. Along with such changes in capil- 
lary oxygen saturation, rhythmic sensory 
stimulation at such critical frequencies is also 
responsible for predictable and significant 
changes in affect and consciousness levels of 
the subject submitted to it, in the rate, ampli- 
tude, and incidence of the cortical rhythms 
recorded by the E.E.G., in the resting oxygen 


consumption of the subject, and in a number 
of other psychophysiological variables, In 
addition it has been found that rhythmic 
sensory bombardment at a suitably selected 
frequency of stimulation induces in the sub- 
ject the same alarm reaction cycle of oxi- 
metric changes found characteristic of the 
effects of E.C.T., insulin coma treatment, | 
histamine biochemotherapy, and other treat 
ments offering relative success in patienti 
with psychiatric disorders. Herein lay tht 
rationale for R.S.B.T. Among its outstant- 
ing advantages over other “shock” treti 
ments were complete control of the intensify 
and duration of the stress period, togelht 
with reduction to а minimum of the features 
of other treatments disturbing to the рабе 
In a pilot attempt to assess the practici 
value of R.S.B.T., a sample of 51 psychiatrii 
patients was selected. The patients’ diag 
noses varied widely, from neurotics and pf 
chopaths through to depressives and 8 
phrenics. Some members of the sample welt 
inpatients and others outpatients ; some welt 
treated individually, others in groups, up 0 
8 at a time; for some R.S.B.T. repr 
their first exposure to psychiatric treatmell 
for others it was yet another procedure allt” 
years of previous attempts to remedy 
disorder. Adequate precautions were take 
to control variables and the follow-up pei 
for which the patients have been assessed i 
up to 2 years. Treatment was given dahi 
5-6 days each week, for 1 hour per 
and in courses of 20 treatments. "m 
The results showed that rather more © 
half the total sample achieved a good 
sion from their illness, enabling them M 
sent home and back to work. A further E 
were considered "improved" while the 
maining 20% derived no lasting benefit 
R.S.B.T. The most favorable results 
achieved in patients with affective diso И 
neurosis, and psychopathic persona" 
Among the schizophrenics, much of hs 
provement was confined to the p? we 
types; among the neurotics, the obses 
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compulsives did less well than did cases of gen saturation, and the responsivity score 
anxiety state or hysteria. The spectroscopic derived from it, proved to be a useful ancil- 
oximetrically monitored capillary blood oxy- lary index in assessing the clinical results, 


CURRENT RESEARCH IN CHILDHOOD SCHIZOPHRENIA 
LAURETTA BENDER, M.D., New York Сту 


This is a résumé of the research work, and 
its underlying philosophy, on childhood 
schizophrenia from the children’s ward of 
the psychiatric division of Bellevue Hospital, 
New York City. 

Before 1935, Walter Bromberg and Paul 
Schilder wrote clinical papers concerning the 
difficulties of differentiating between children 
with organic psychoses, especially if men- 
tally defective, and schizophrenia, Schilder 
pointed to the neurological regressive fea- 
tures in schizophrenia, namely the primitive 
motility, the whirling postural (T.N.R.) re- 
sponses, the physical compliance, and the 
biological substratum for body image diffi- 
culties ; he also pointed out that, on the one 
hand, Minkowski had not offered enough 
embryological data to explain the regression 
and, on the other hand, that psychoanalysis 
neither in adults nor children had revealed 
enough psychogenic trauma to account for 
schizophrenia in contrast to simple neuroses. 

Between 1935 and 1942, Paul Schilder, 

uretta Bender, and several co-workers 
published a number of papers, reporting 
techniques for the study, examination, and 
treatment of problem children, and wrote 
clinical papers on various behavior syn- 
dromes, There was a special emphasis on 
organic brain disorders of childhood, which 
led to clarification of much of the symptoma- 
tology of childhood disorders. 

During 1942-1952 research funds were 
available for the study of childhood schizo- 
Phrenia, Diagnostic criteria between the or- 
ganic and nonorganic behavior disorders and 
childhood schizophrenia were refined. Over 
ко children were diagnosed schizophrenic 

Tom 1935 to 1951, inclusive. A variety of 
research projects were in process for the 
diagnostic evaluation, psychological interpre- 
tation of problems, therapeutic approaches, 
and follow-up re-examinations and reports. 

е observed regressed or immature motility, 
Vaso-vegetative or homeostatic disturbances, 
Perceptual motor or gestalt especially in body 


image. There were also difficulties in object 
relationship, self-identification, body bounda- 
ries, and orientation in time, space, and social 
relationships. The all-pervasiveness of the 
schizophrenic process in all areas of behavior 
was emphasized. The resulting anxiety led 
to secondary symptom formation which 
might be the presenting symptom or problem. 
After Gesell’s Embryology of Behavior 
(1945) was appreciated, it became evident 
that schizophrenic behavior in children par- 
took of the nature of embryonic behavior. 
As a result childhood schizophrenia is cur- 
rently defined as a lag in maturation to the 
embryonic level in all areas from which 
behavior evolves and is characterized by an 
embryonic primitivity or plasticity which ac- 
counts for the great number of clinical pic- 
tures. Anxiety with symptom formation may 
further account for the pseudodefective, 
pseudoneurotic, and pseudopsychopathic 
types of behavior. 

Research in therapy included a variety of 
forms of psychotherapy, group activities, 
physiological therapies, such as electric shock 
therapy, pharmacological therapies, remedial 
tutoring, and group therapy for parents. 

Statistical and epidemiological studies, still 
incomplete, indicate that 66% to 89% of 
children diagnosed schizophrenic at Bellevue 
proved to be cases of adolescent or adult 
schizophrenia on follow-up. The prognosis 
or course is about the same as that for adults, 
that is, one third get better, one third fluctu- 
ate between better and worse, and one third 
get worse. An over-all view of results from 
therapeutic methods (including EST) shows 
that the course of the process is not ma- 
terially changed. However, those of us who 
work closely with the schizophrenic children 
are convinced of a beneficial response to al- 
most every method used. Schizophrenic chil- 
dren come to Bellevue Hospital from every 
kind of home. Heredity seems more impor- 
tant in the genesis of schizophrenia than 
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early family climate; but the latter may be 
more important in determining defense 
mechanisms. Considerable designed, still in- 
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complete, research has tended to confirm 
these clinical experiences and the associated 
hypothesis. 


AN APPRAISAL OF HISTAMINE. THERAPY IN SCHIZOPHRENIA 


Y. ROULEAU, M. D., G. NADEAU, D. Sc., J. DELAGE, M.D., M. COULOMBE, М. D., AND 
M. BOUCHARD, M.D., Quesec, CANADA 


Histamine therapy has been attempted on 
100 schizophrenics, of both sexes, with an 
evolution ranging from 6 months to 14 years. 

The group's high tolerance to histamine 
appears to be a further argument in favor 
of a homeostatic dysequilibrium in schizo- 
phrenics. It could be observed furthermore 
that the longer the duration of the disease, 
the higher is this tolerance in general. 

Histamine does not seem to haye any spe- 
cific effect, and, as with other types of 
therapy, improvements are encountered 
chiefly in the first months of the psychosis. 


As insulin or ECT, histamine appears to pro- 
mote homeostatic readjustment, as indicated 
by the return to normal of insulin tolerance 
tests (ITT) in improved patients, possibly 
during the phase of adrenocortical hyperac- 
tivity observed at the beginning of @ 
psychosis. 

Further experiments will be needed to ex- 
plore the additive effect of histamine, electric 
shock, and insulin treatments, and to finda 
satisfactory explanation for the high toler- 
ance to histamine observed in psychotic 
patients. 


SELECTIVE INHIBITION OF AFFECTIVE DRIVE BY 
PHARMACOLOGICAL MEANS 


Н. E. LEHMANN, M.D., MoNTREAL, CANADA 


This presentation reports the clinical ef- 
fects on psychiatric patients of a new drug, 
known in France and Canada as Largactil, 
in the United States as Thorazine, and in 
other countries as Megaphen. The possible 
site and manner of action of the drug is dis- 
cussed in the light of our present theoretical 
and experimental neurophysiological knowl- 
edge. The drug has been developed and first 
Studied in France during the last 3 years. 
Its chemical designation is Chlorpromazine 
and it is a phenothiazine derivative. 

The principal action of this drug is in- 
hibitory. The concepts of inhibition and its 
counterparts, disinhibition, facilitation and 
excitation, have grown to be very complex in 
their potential connotations, and operational 
definitions should be provided by anyone 
using these terms today. Hughlings Jackson 
extended the meaning of inhibition by intro- 
ducing the concept of levels and the balance 
between inhibition and releasing disinhibition 
in the functioning of the C.N.S. Sherrington 
and Pavlov are responsible for further re- 
finement and complexity by pointing out that 
excitation and inhibition may be processes 
consisting essentially of a single reaction 


which is reversible in direction, time being 


introduced as an essential factor in the inte- 
gration of C.N.S. functioning. Modern ps" 
chology (Hebb) questions again the meaning 
of inhibition and introduces phase sequent 
assembly action, and interference as 16 
operators. 

Chlorpromazine appears to have the prof 
erty of reducing selectively all action tendet- 
cies whose origin and maintenance arè prn 
pally dependent on feelings. It is one of 
most powerful sedatives known. Its x 
application was in anesthesia where it$ T 
nounced potentiating effect on analges! 


х i ics was 
sedatives, narcotics, and anesthetics W^. 


noted. It has mild antihistaminic pro 


moderate parasympatho-lytic effects andi. 


marked sympatho-lytic action. à 

Other sedatives, in small doses, tend 3 
produce disinhibition of affect with com 
quent loss of emotional control. Larger 


doses 


of ordinary sedatives invariably bring 200” 


considerable clouding of intellectual pf?" 
esses. Chlorpromazine possesses the n 
unique property of producing sedation V. 

out affective disinhibition and signi 
tellectual clouding—this effect is refer" 


ficant 10 
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as selective inhibition. A person under the 
influence of the drug is pale, feels weak and 
listless, has a lower blood pressure, faster 
pulse rate, and often greater appetite than 
normally. He will fall asleep when undis- 
turbed but waken easily when stimulated. He 
is capable of carrying on a sober and rational, 
though somewhat retarded, conversation 
until one leaves him when he will fall asleep 
again. Psychological tests demonstrate sig- 
nificant qualitative and quantitative differ- 
ences in performance of persons under the 
influence of a barbiturate or Chlorpromazine 
respectively, though both drugs produced the 
same degree of somnolence. 

Chlorpromazine is giving most satisfac- 
tory therapeutic results in all psychiatric con- 
ditions which are characterized by aggres- 
sive, expansive, and euphoric effect and in 
those chaotic affective turbulences that are 
often associated with acute psychotic break- 
downs of any pathology. Its action is less 
dependable in states of well-established de- 
pression or anxiety. In a certain proportion 
of cases the manic phase of manic-depressive 
psychotics has been converted by the drug 
into a depressive phase, particularly in the 
age group over 40. Major psychopathologi- 
cal phenomena such as hallucinations, delu- 
sions, and confusional states seem to respond 
to the drug only as long as their existence is 
secondary to a violent affective disturbance. 

‘The first systematic investigation of the 
clinical application of Chlorpromazine in psy- 
chiatry was undertaken by French workers 
(Delay, Deniker, et al.). Our own findings 
are essentially in accordance with theirs. 
Undesirable side-effects of the drug are oc- 
casional syncope due to orthostatic hypo- 
tension, gastrointestinal disturbances, dry- 
hess of the mucous membranes of the upper 
Tespiratory tract with resulting increased 
Susceptibility to infection, allergic reactions 
and disturbance of liver function. This last 
effect which is responsible for benign jaun- 
dice in about 3-5% of cases treated with 

gher doses over extended periods was first 
noted and described by us (Lehmann, Han- 
rahan). Treatment with the drug is best 
administered in hospital since attentive nurs- 
ing and carefully adjusted dosage and timing 


are essential. Smaller doses may be given to 
ambulatory patients. 

An analysis of the action of Chlorproma- 
zine on the C.N.S. and on autonomic regula- 
tion furnishes good evidence for the assump- 
tion that its site of action is in the brain stem, 
in the region ventral to the thalamus, in the 
subthalamic nucleus, red nucleus, substantia 
nigra, and hypothalamus as well as in the 
pontile tegmentum. Four patients with pa- 
ralysis agitans who were given Chlorproma- 
zine exhibited diminution of rigidity and 
reduction of frequency of tremor, while 4 
other patients with choreoathetotic move- 
ments responded to the drug with a reduction 
of involuntary movements, The reticular 
activating system in the brain stem has re- 
cently been shown to be responsible for the 
state of wakefulness and attention, upon 
which most higher functions of the C.N.S. 
depend (Magoun). It is the core of the 
brain which provides power for all cerebral 
processes associated with awareness. Chlor- 
promazine can produce a syndrome that re- 
sembles states produced in animals by lesions 
in the reticular activating formation which 
leave the sensory and cortical systems intact 
—a “pharmacological mesencephalotomy." 

In view of the neuroanatomical and neuro- 
physiological evidence available, one may dis- 
tinguish between corticopsychic activity of 
the C.N.S., which is stimulated by internun- 
cial systems and chiefly concept-conscious or 
symbol-conscious in orientation, and sensory- 
psychic activity which is stimulated by the 
long sensory paths and essentially object- 
conscious or reality-conscious in orientation, 
or visceropsychic activity which is least 
structured, stimulated by the reticular acti- 
vating system and essentially affect-conscious 
in orientation. It is this third system and 
the basic, unstructured psychic drives which 
are inhibited by Chlorpromazine. New vistas 
seem to open in psychiatry as we pool our re- 
sources with neighboring sciences and learn 
to influence the various cerebral systems and 
corresponding segments of psychic activity 
selectively through surgical, sensory, and 
pharmacological agents as instruments in the 
psychiatrist’s principal task of attending to 
the integration of the sick person. 
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The author compares various ways of in- 
vestigating experience and takes empiricism 
and systematic theorising as polar opposites. 
He shows that psychiatry like every other 
branch of natural science has had distin- 
guished exponents of these differing view- 
points. He observes that neither of these 
schools has as yet been able to offer very 
much to increase our knowledge of the eti- 
ology of schizophrenia and suggests that this 
may be due as much to a defect in methods 
used as to the inherent difficulty of the sub- 
ject. He suggests that the application of the 
scientific method with, to use Heinrich 
Kluver’s words, “its use of penetrating ex- 
perimental and theoretical analyses of spe- 
cific problems,” might give a greater chance 
of success, 

However, even when this method, which 
has been so successful in the past, is used, an- 
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HUMPHREY OSMUND, M. D., WEYBURN, SASKATCHEWAN 


other element has always played 
part in great discovery. This is 
of whose genesis we are la 
To illustrate his thesis he stud 
detail a particular research at pi 
undertaken in Saskatchewan, Ir 
an initial inspiration started a. 
which ended in the discovery tl 
chrome, metabolite of adrenalin, 
occur in the human body, althot 
not yet been proved, produces 
of thinking, feeling, perceiving, 
in the normal subject of a quality 
that which occurs in schizophrei 
flects on the implications of this 
suggesting that greater attention. 
ture of the schizophrenic exp 
be beneficial both to руса 
patients. 
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Interest in mental health has been phe- 
nomenal since the 2 World Wars. The com- 
munity has become aware of the extent of 
mental illness. The demand for psychiatric 
services has been steadily increasing. It is 
difficult to keep up with this demand. One 
measure of psychiatric progress is seen in the 
doubling of the membership in The Ameri- 
can Psychiatric Association within a com- 
paratively few years. Another indication is 
the breadth of activities in the Association. 
New functions have been developed, old ones 
augmented. The officers are continuously 
trying to extend and coordinate the activities 
of the Association in accordance with the 
wishes of the membership and community 
needs, For continued growth and vitality, 
not only new ideas and leadership are re- 
quired but also stimulation that comes from 
new projects and experiments. It cannot be 
expected with such a large membership that 
there will be unanimity with regard to new 
directions. There must be exploration, how- 
ever, There is opportunity in the APA for 
diversity of interests and opinions, The dem- 
ocratic process determines directions and 
leadership. Help to States and Provinces in 
developing and carrying out their mental 
health programs has been steadily empha- 
sized, It is one of the prime functions of the 
Association. The scope of these activities 
is shown in outline in the following presenta- 
tion, formulated by the Medical Director, 
Dr. Daniel Blain, and the Public Informa- 
tion Officer, Mr. Robert Robinson. It was 
made available to the recent Governors' Con- 
ference on Mental Health in Detroit. The 
Association may well be proud of such a 
Statement : 

The American Psychiatric Association, 
founded in 1844, is the leading professional 
Society for psychiatrists of the United States 
and Canada. Its membership of 7,600 com- 
prises the bulk of practicing psychiatrists in 
these countries, 
да Tecent years the Association has given 

highest priority to the development of 
Eri that will materially assist the states 

carrying out their mental health and hos- 


pital programs. These services are described 
briefly below. 


STANDARDS FOR PSYCHIATRIC HOSPITALS 
AND CLINICS 


The setting of specific standards for per- 
sonnel ratios and professional qualifications 
is the first step in formulating programs for 
the advancement of mental hospital care. 

In keeping with accepted practice that pro- 
fessions develop their own standards, the 
formulation of standards for psychiatric hos- 
pitals and clinics is the responsibility of 
The American Psychiatric Association, which 
maintains a Standing Committee on Psychi- 
atric Hospital Standards and Policies for 
this purpose. 

The standards represent a synthesis of the 
best available knowledge, judgment, and ex- 
perience. They are subject to continuous re- 
view, modification, and reissue from time to 
time as advancements in the profession indi- 
cate the need. 

The present "Standards for Psychiatric 
Hospitals and Clinics" were last revised in 
November, 1951. Shortly, standards will be 
published for the psychiatric departments of 
general hospitals and as rapidly as possible 
for private hospitals and other types of men- 
tal hospitals and schools for the mentally 
deficient. 

By comparison with existing levels of 
treatment and care in the public mental hos- 
pitals, the standards appear to some to rep- 
resent a distant goal. It is generally agreed, 
however, that these standards are essential 
if our mental hospitals are to bring to their 
patients the promising therapies that the pro- 
fession is able to provide. 


INSPECTION AND RATING OF MENTAL 
HOSPITALS 

To reinforce the efforts of mental hospital 
administrators to 


The American Psychiatric Association estab- 
lished the Central Inspection Board in 1948. 
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Its function is to inspect and rate the 
mental hospitals of the United States and 
Canada. This work is now being done in 
cooperation with the Joint Commission on 
the Accreditation of Hospitals. 

To date, 87 hospitals in 21 States and 3 
Provinces have been inspected, and 24 other 
hospitals are awaiting inspection in the com- 
ing year. State and provincial public mental 
hospitals have been given priority since they 
contain approximately 90% of the total men- 
tal hospital population. 

Requests for inspections of state mental 
hospitals must be made by the Board, De- 
partment, Commission, or other agency hav- 
ing jurisdiction over them. The inspections 
cover each public mental hospital in the state, 
as distinguished from schools for the re- 
tarded and related institutions which will be 
inspected later. 

Inspectors are qualified psychiatrists with 
extensive experience in mental hospital ad- 
ministration, They spend from т to 3 weeks 
or more at each hospital, depending on the 
size. They review the facilities, personnel, 
and operations of some 39 departments. 
They also review the organization of the 
central department which has jurisdiction 
over the hospitals, and consider matters that 
affect the hospital system, such as personnel 
policies, the mental health laws of the state, 
and the care of alcoholics, mentally ill crimi- 
nals, and psychotic children. 

The final report includes, in addition to a 
review of existing facilities, a complete set 
of recommendations from the Central In- 
spection Board concerning the improvements 
and personnel required to operate the hos- 
pitals according to A.P.A. standards. Forty 
copies of the Report are supplied the author- 
ity requesting the inspection. 

The hospitals are rated on the basis of the 
data compiled by the inspector. Hospitals 
“approved” or “approved conditionally” are 
included in a publication of the Joint Com- 
mission on Accreditation of Hospitals al 
with a list of general hospitals which have 
been inspected and rated by the Joint Com- 
mission. 


THE MENTAL HOSPITAL SERVICE 


A serious barrier to progress in the past 
has been the lack of means of exchanging 
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information among mental hospitals not jp 
the same state system. To break through this 
barrier, The American Psychiatric Associa. 
tion established the Mental Hospital Sery- 
ice'in January 1950. 
Operated with the advice and guidance of 
a board of outstanding hospital administra. | 
tors, M.H.S. collects and disseminates a wide 
range of technical information on every 
phase of mental hospital administration, 
Its monthly magazine, Mental Hospitals, 
is the only journal exclusively devoted to. 
this field. In addition, M.H.S. issues a wide 
variety of supplementary mailings of reports 
and documents that could not otherwise be | 
made generally available. It provides pro. 
fessional training films for its members ant | 
operates a lending library of unpublished | 
technical manuals. M.H.S. is equipped 0 
handle the many technical inquiries that ate | 
received daily. It serves as a publications | 
agency for the books, pamphlets, and reports) 
of the several committees concerned with 
mental hospital affairs. Through special com- | 
mittees and in cooperation with such agencies | 
as the American Red Cross and the Amen 
can Dietetic Association, it studies and T 
ports on such problems as the design and | 
manufacture of patients’ clothing, the effet 
tive use of volunteer workers, the improve 
ment of food preparation and servie; 
administers the annual Mental Hospital I | 
stitutes, and confers achievement awards 0 | 
hospitals for outstanding accomplishments 
Any mental hospital or related NEC 
is eligible to belong to the A.P.A. b 
Hospital Service. Ninety percent of all stat 
mental hospitals and 100% of VA Ош! 
psychiatric hospitals are members. T 
mainder, a total of 435 institutions, comp? y 
private hospitals, schools for the ment? |, 
defective and epileptic, psychopathic M 
tals, general hospitals with psychiattit d 
partments, and the central department i 
many states. Membership costs $5099 
year. 
Foreign hospitals also subscribe to MES | 
and form the nucleus of an Internat d 
Mental Hospital Service, soon be e " 
to include hospitals of all nations. di 
techniques have been developed in p 
countries that could be readily adapted и 
profit to our own mental hospitals. тае 


| 
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ingly M.H.S. will bring information about 
these developments to American hospitals. 


MENTAL HOSPITAL INSTITUTES 


Mental Hospital Institutes are held an- 
nually in October to provide a meeting place 
for mental hospital personnel to consider 
common problems and practical means to 
their solution. 

All mental hospital personnel representing 
all types of hospitals and schools caring for 
psychiatric patients are eligible to attend 
these workshop meetings. 

Typically, about 40 states and most Cana- 
dian provinces send 250-300 people to the 
Institutes. Of these about 60% are super- 
intendents, medical directors, and other staff 
physicians. Psychologists, social workers, 
nurses, chief aides, business managers, chap- 
lains, adjunctive therapists, trustees, volun- 
teer workers, and other key hospital person- 
nel comprise the remainder. 

The program, planned by the consultants 
to the APA Mental Hospital Service which 
administers the Institutes, contains topics on 
all administrative aspects of mental hospital 
operations such as: the organization of basic 
and clinical research in the public mental 


hospital, psychiatric aide training programs, 


vocational counselling and rehabilitation, the 
administration of volunteer programs, sta- 
tistical reporting, architecture and construc- 
tion, tuberculosis control, standards for 
schools for the mentally deficient, and rela- 
tionships between the private hospitals and 
State agencies. 

Emphasis is placed on informal discussion 
led by experts, rather than on formal papers. 
The proceedings are published annually in 
book form by the Association. 


CERTIFICATION OF MENTAL HOSPITAL 
ADMINISTRATORS 


Since its founding, The American Psy- 
chiatric Association has held that the chief 
executive officers of mental hospitals must 

psychiatrists, 

i Toposals to separate “administrative” 
rom “medical” responsibility in the hospital, 
with corollary suggestions that doctors should 
Confine themselves to medical matters only, 
ate regarded as unsound. 
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The Association believes that all mental 
hospital operations bear a direct relation to 
fhe therapeutic progress of a patient, and 
accordingly that only a physician may as- 
sume total responsibility for them. 

At the same time the Association recog- 
nizes that it is incumbent on the profession 
to insure that the chief executive officers of 
mental hospitals are not only physicians ade- 
quately trained in psychiatry, but also skilled 
in business and personnel management, com- 
munity relations, budget control, procure- 
ment, and in all other administrative areas 
that characterize modern mental hospital 
operation. 

The Association has established а Com- 
mittee on Certification of Mental Hospital 
Administrators which accredits applicants 
with established qualifications. The Commit- 
tee meets and conducts examinations as 
needed at times and places announced in 
advance in the American Journal of Psychi- 
atry and other professional journals. The 
Committee also advises on courses of study 
and distributes information of assistance to 
candidates for certification. 

Lists of psychiatrists certified by the Com- 
mittee are issued for the use of commission- 
ers of mental health, hospitals, medical 
schools of hospital administration, and others 
concerned. 


TRAINING OF PSYCHIATRISTS 


In every state, recruitment of qualified 
pyschiatrists to man the mental hospitals, 
clinics, central departments, and related fa- 
cilities looms as a critical problem, 

At the root of the problem is the develop- 
ment of undergraduate and graduate pro- 
grams that will improve and expand the 
teaching of basic and clinical psychiatry. 

This problem was the focus of 2 confer- 
ences on psychiatric education held in 1951 
and 1952 under the joint auspices of The 
American Psychiatric Association and Asso- 
ciation of American Medical Colleges. 

The first conference dealt with all aspects 
of the psychiatric education of the under- 
graduate medical student. The second con- 
centrated on graduate residency programs 
in hospital training centers. 

About 8o leading medical educators at- 
tended each conference, including deans of 
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medical schools, professors of psychiatry and 
other medical specialties, and many repre- 
sentatives of related disciplines in the social 
sciences. 

The reports of these 2 conferences? will 
serve as guideposts to states concerned with 
the development and expansion of psychi- 
atric training programs for many years to 
come. 


NURSE AND PSYCHIATRIC AIDE TRAINING 
IN MENTAL HOSPITALS 


Shortage of trained nursing personnel is 
common to all state mental hospital systems. 
About $ of the states now require graduate 
nurses to have at least 3 months’ affiliate 
training in a psychiatric hospital. 

The approval of affiliate psychiatric train- 
ing programs in all mental hospitals of the 
U. S. and Canada is now the responsibility 
of The American Psychiatric Association. 
"This function is carried out by the Commit- 
tee on Psychiatric Nursing and a full-time 
psychiatric nurse consultant. 

Hospitals applying for accreditation of an 
affiliate program are visited by the nurse 
consultant, who evaluates training facilities 
in terms of criteria established by the com- 
mittee. 

Approved hospitals are revisited periodi- 
cally to insure maintenance of high stand- 
ards and to recommend modifications in line 
with current advances. A consultant service 
is maintained to which any psychiatric facil- 
ity may apply for information, advice, and 
help in setting up affiliate programs and im- 
proving nursing service. 

The nurse consultant's office also serves as 
a clearing house to supply information relat- 
ing to opportunities in psychiatric nursing 
and guidance for advanced preparation in 
this field to hospitals and individuals. 

The Association recognizes the critical im- 
portance of the 80,000 psychiatric aides and 
attendants in the mental hospitals today. It 
has issued a training manual for attendants 
and works closely with professional nursing 


1 Psychiatry in Medical Education, 1951 Confer- 
ence, American Psychiatric Association, Washing- 
ton, D. C., 1952. Price: $1.00; The Psychiatrist, 
His Training and Development, 1952 Conference, 
American Psychiatric Association, Washington, 
D. C, 1953. Price: $2.50. 
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associations and psychiatric aide and tech. | 


nician groups to raise standards for attend: 
ants in the hospitals. 


NOMENCLATURE AND STATISTICS 
FOR MENTAL DISORDERS 


The adoption of a uniform nomenclature 
with generally agreed-upon definition of 
terms is clearly essential for the collection 
of statistical data required for long-range 
administrative planning. 

The preparation of the official nomencl 
ture and definition of terms is the respons 
bility of the Committee on Nomenclature 
and Statistics. 

The nomenclature now in general use was 
last thoroughly revised and published in the 
Diagnostic and Statistical Manual for Mar 
tal Disorders issued by the Association in 
1952. This nomenclature is also included in 
the Standard Nomenclature of Diseases ü 
Operations published for the American Ме 
ical Association by the Blakistone Compaty 
(1952). | 

The Diagnostic and Statistical Manual for 
Mental Disorders, besides containing the no- 
menclature and definition of terms, includes 
sections on basic principles and suggest 
tabulations for a statistical reporting system 
These sections were developed in cooper 
tion with the Biometrics Branch of the Ne 
tional Institute of Mental Health, and serv’ 
to guide states that contemplate organizing 
or revising their statistical systems. - E 

Fifteen states have now establishe if 
“model reporting area" for morbidity 82 | 
tics of the hospitalized mentally ill, and E: 
progress along this line is expected in 0 
States. 


MENTAL HOSPITAL ARCHITECTURE 


Current estimates are that 330,000 p 
tional “acceptable” beds are needed in $ e 
hospitals to relieve overcrowding and p is 
vide for modern treatment programs. dd 
foreshadows an extensive and costly Ee 
ing program in the years immediately aly 

Mental hospital architecture has gene ШШ] 
followed patterns set in the 19th Co 
when the hospital was largely а cust hos 
center. In more recent years mental ; 
pitals have borrowed heavily from se 
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hospital construction. Yet the general hos- 
pital, from the standpoint of design, is not 
adapted in many respects to treating the 
mentally ill. 

In 1953 the Association requested and re- 
ceived from the Rockefeller Foundation and 
the Division Fund grants to conduct a 2-year 
study of mental hospital architecture. This 
project is now being carried out in coopera- 
tion with the American Institute of Archi- 
F tects. 

Existing hospitals and schools are being 
surveyed and evaluated in terms of their 
telative adequacy for treating and caring for 
the mentally ill and deficient. The best 
knowledge of physicians and architects is 
being brought jointly to bear on formulating 
principles for the construction of mental hos- 
- pitals that will reflect economy, efficiency, 
flexibility, and beauty. 

The project is staffed by a psychiatrist, 
- ап architect, and an engineer with the sup- 
port and advice of a panel of outstanding 
consultant physicians and architects. The 
project will result in the establishment of a 
permanent consultation service available to 
all states, 


STATE SURVEYS OF MENTAL HEALTH NEEDS 
AND RESOURCES 


The American Psychiatric Association is 
Prepared, through the Office of its Medical 
Director, to supply professional consulta- 
tion service to assist states in making surveys 
of mental health needs. 

The survey is economical of manpower, 
and yet makes possible a total assessment of 
the state’s mental health and hospital re- 
Sources and needs. Its results in formulation 
of immediate and long-term recommenda- 
tions essential to the development of a total 
Program bearing promise of gradually less- 
ening the social and economic burden of 
Mental illness to the state. 

Briefly, the procedure involves setting up 
a State Survey Committee” comprising local 
Professional leaders selected in consultation 
With the department that administers the 
Mental health and hospital program. The 

€dical Director, as technical consultant, 
Serves as chairman of the committee. Each 
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member undertakes specific fact-finding as- 
signments. Public hearings are held to give 
public and private agencies full opportunity 
to present their particular points of view. 
It is understood that before, or in conjunc- 
tion with, the survey the state shall have its 
hospitals inspected by the A. P. A. Central 
Inspection Board. 

The Medical Director, as consultant, co- 
ordinates the work of the Survey Commit- 
tee, and supplements information available 
within the state with comparative data from 
national and international sources. He also 
prepares the draft report of the survey, 
which, following review and approval by 
the Committee, is submitted as a final report. 

The survey procedure thus assures that a 
total program is formulated which not only 
incorporates the most advanced national and 
international thinking in the field, but also 
reflects in practiced terms the particular 
needs and circumstances of the state. 


COMMITTEES OF THE ASSOCIATION 


There is scarcely any aspect of state 
mental health and hospital programs that is 
not the subject of continuous study by one 
or more of the various standing committees 
of the Association, The broad reach of the 
Association's interests is suggested by the 
titles of these committees: child psychiatry, 
medical education, history of psychiatry, 
medical rehabilitation, public health, re- 
search, therapy, clinical psychology, legal as- 
pects, nomenclature and statistics, psychi- 
atric hospital standards, psychiatric nursing, 
social work, academic education, industrial 
psychiatry, international relations, coopera- 
tion with leisure time agencies, military psy- 
chiatry, preventive psychiatry, public infor- 
mation, and veterans. The committees are 
always available for the referral of special 
problems. Their findings are disseminated to 
the profession in various ways through cor- 
respondence, journals, scientific meetings, 
books, pamphlets, and the like. 


INFORMATION SERVICE 


The central office in Washington, D. C; 
conducts a general information service for 
the use of А. P. A. members. This office 
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is probably the world’s largest single center 
for the collection and dissemination of infor- 
mation on all aspects of psychiatry today. 
New information is received daily through 
the operations of the Medical Director’s Of- 
fice, the Central Inspection Board, Nurse 
Consultant, Mental Hospital Service, Hos- 
pital Architectural Study, APA Committees, 
and through correspondence with members 
and corresponding members in all major 
countries, The information thus collected is 
organized to be readily available for answer- 
ing of thousands of inquiries received during 
the year. 


ANNUAL MEETING 


The annual meetings of the Association, 
held in the spring, constitute the leading 
scientific meetings for the profession, Each 
meeting features over тоо scientific papers 
which, taken together, represent a summing- 
up of the scientific advances of psychiatry 
for the current year. Members of the рю 
fession throughout the state mental health 


and hospital systems rely heavily on the 


APA annual meeting to keep abreast of 
professional developments. 
Kennetu E. Аррег, M.D, 


COMMENT 


LAY PSYCHOTHERAPY 


In the vexed question of the qualifications 
and conditions for the practice of psycho- 
therapy it is of interest to refer to the situa- 
tion in the State of Michigan. 

In response to a request addressed to 
Dr, J. Earl McIntyre, Executive Secretary 
of the Michigan State Board of Registration 
in Medicine, for a copy of the Opinion of 
the Attorney General of that state concern- 
ing the practice of psychotherapy, the fol- 
lowing letter was received from Dr. McIn- 


tyre: 


Dear Dn. FARRAR: 

We have your letter requesting a copy of 
the Attorney General's Opinion regarding the 
practice of psychotherapeutics in Michigan. 
. We are happy to enclose a copy for your 
information and are setting forth a few per- 
tinent comments, I feel very strongly in this 
matter and you may certainly use my name 
in conjunction with the publication of this 
letter or any part you may wish to quote in 
your Journal. 

The infringement on the part of lay 
groups in Michigan had reached the point 
Where action was necessary. Actually, there 
Was no change or addition to our Medical 
Practice Act, but merely the written clarifi- 
aa from the Attorney General’s Office 

at the practice of psychotherapeutics is a 
part of the practice of medicine and requires 
Tegistration and licensure by this Board. 

: Last spring we had a very unfortunate 
Tagedy at Michigan State College. The 
disi wife of one of the students killed her 
i is children. Afterwards it was brought out 
Con, she had gone to the College Psychology 
E. nseling Center seeking help and, of 
ae the lay person or persons with whom 
oe alked were not qualified and did not 
t cem the extent of her disturbance. One 

5 ur local psychiatrists definitely asserted 
in aaie oand trained professional help 
Es probability would have averted this 

gedy. 


Es is only one example of the potential 
Ser to the mental health and well being 


of the public if lay individuals and/or groups 
are allowed to practice psychotherapy in any 
form or manner. Of all the fields of medi- 
cine this one is perhaps the most widely ex- 
ploited by lay groups. Unfortunately the 
public is misinformed or uninformed regard- 
ing the difference between a psychologist and 
a psychiatrist. No one would allow his gro- 
cer to remove his appendix; yet, they will 
submit to psychotherapy by a layman or so- 
called “psychologist” which is certainly just 
as disastrous. We are not referring to those 
groups in welfare or counseling work which 
pertains to family problems or marital diffi- 
culties and limit their activities to just that. 

As the examining and licensing Board in 
the State of Michigan, we have a responsi- 
bility to the sick public to determine as nearly 
as possible that the practice of medicine is 
limited to qualified registered and licensed 
doctors of medicine. A Ph. D. in psychol- 
ogy does not qualify a man to psychoanalyse 
or in any way treat mental ills. 

In conclusion, the Michigan State Board 
of Registration in Medicine will stand firm 
as set forth in the Attorney General's Opin- 
ion that psychotherapeutics is a part of the 
practice of medicine and will discharge its 
duties and obligation to the mentally ill and 
sick public by administering the Medical 
Practice Act for the protection of the people 
of Michigan. 

Personally, as a member of the Michigan 
Board for twenty-seven years and a member 
of the Federation of State Medical Boards 
of the United States, I have been in a posi- 
tion to watch this gradual attempt at en- 
croachment upon the medical profession by 
lay groups. We must combat these activities 
or be prepared to sacrifice the standards 
which many of us have labored so long and 
hard to gain. 

If I can be of any further assistance, 
please do not hesitate to call on me. 

J. Eart McIntyre, M. D, 
Executive Secretary, 
Michigan State Board of Registration 
in Medicine: 
865 
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Dr. McIntyre enclosed with his letter a 
copy of the Attorney General’s Opinion, 
which is subjoined. 


STATE or MICHIGAN 
Frank G. Millard, Attorney General 


MEDICINE, PRACTICE OF 


The practice of psychotherapeutics consti- 
tutes the practice of medicine within the 
meaning of statute prohibiting the practice 
of medicine without a license. 


Opinion No. 1645 


J. Eart МсІмтүве, M. D., Secretary, 
State Board of Registration in Medicine, 
201 Hollister Building, 

Lansing 8, Michigan. 

Dear Dr. McINTYRE: 

By your letter of March 30, 1953, you 
have requested the opinion of the Attorney 
General on the question as to whether the 
practice of psychotherapy in any or all of its 
phases by nonmedically trained people con- 
stitutes a violation of Act No. 237, Public 
Acts of 1899, as amended, 14.539, Mich. 
Stat. Ann. 

The foregoing section defines the practice 
of medicine as "the actual diagnosing, curing 
or relieving in any degree, or professing or 
attempting to diagnose, treat, cure or relieve 
any human disease, ailment, defect, or com- 
plaint, whether of physical or mental origin, 
by attendance or by advice, or by prescribing 
or furnishing any drug, medicine, appliance, 
manipulation or method, or by any thera- 
peutic agent whatsoever." 

We are advised that psychotherapeutics, 
psychotherapy, constitutes (1) psychiatry; 
(2) mental therapeutics, mind-cure, or cure 
by making mental impressions or suggestions. 


April 22, 1953. 


CERTAINTY OF KNOWLEDGE 


For my part, I have ever believed and do now know that there are witches. They that 
e deny them, but spirits; and are obliquely, and upon consequence, 
a sort not of infidels, but atheists. . . . I could believe that spirits use with men the act 
carnality, and that in both sexes. I conceive that they may assume, steal, or contrive à у 
wherein there may be action enough to content decrepit lust, or passion to satisfy more 
active veperies ; yet in both, without a possibility of generation. 


doubt of these do not only 
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Section 14.537, Mich. Stat. Ann., prohibit 
the practice of medicine or surgery in this | 
state without a license, and the Attore 
General is of the opinion that the practice | 
of psychotherapy comes within the definition | 
of the practice of medicine found in the} 
statute. In the case of People v. Mulfori 
125 N.Y.S. 760, the treatment of ailment} 
by suggestive therapeutics was held to be the} 
practice of medicine. | 

(Signed) 
Franx G. MILLARD, 
Attorney Ge 


Over the years psychiatry has striven W 
merit a place in medicine on a par with otter 
major branches, and not simply as a “sp 
cialty.” Medical educators, looking upon 
patient no longer as a machine that is 0 
of order but as a sick person whose psy¢ 
and somatic status both must be taken itl! 
account, have shown increasing agreeméll 
that psychiatry is more than a specialty 
is an integral part of the whole of med 

For those who like their categories © 
and dried, clinical dividing lines in psych! 
have shown a somewhat disconcerting 1M 
ency to become obliterated. Affective am 
schizoid states often overlap ; and "neuro 
and “psychosis” cannot be held as 100 
sarily mutually exclusive diagnoses. 
central area occupied by the severest ps 
pathological conditions to the outer bored 
where situation reactions of all sorts | 
off into troubled states that may be 017. 
little below the level of sound mental hi 
there are many gradations and trans 
АЙ these are part of psychiatry and р 
atry is part of medicine. It follows 
treatment is primarily medical or ™ ij 
supervised treatment; psychotherapy 
part of such treatment. 1 


o: 


—Sm Tuomas BROWNE 


NEWS AND NOTES 


SourHERN PSYCHIATRIC ASSOCIATION.— 


_ The annual meeting of the Southern Psychi- 


atric Association will be held at the Brown 
Hotel in Louisville, Ky., October 3-5, inclu- 
sive. Dr. George Southerland, 2218 North 


Charles Street, Baltimore, Md., is chairman 


of the scientific program and any members 
wishing to present а paper at the meeting 
should communicate with him at once. 

Officers of the Southern Psychiatric Asso- 
cation are: Dr. John D. Trawick, president ; 
Dr. Joseph E. Barrett, president-elect ; Drs. 
Titus Harris and Frank Donaldson, vice- 
presidents; Dr. Joseph L. Knapp, secretary- 
treasurer; and Drs. Wilmot S. Littlejohn, 
Cyril J. Ruilmann, and E. M. Robards, 
board of regents. 


Dr. McKerracHer, PROFESSOR OF Psy- 


_ CHIATRY, UNIVERSITY OF SASKATCHEWAN.— 
| Several years ago Dr. D. С. McKerracher, a 


former staff member of the Toronto Psy- 
chiatric Hospital, was appointed Director of 
Psychiatric Services, Department of Public 
Health, Province of Saskatchewan. Having 
greatly expanded the existing services, he 
has now been appointed as the first Professor 
of Psychiatry and Chairman of the Depart- 
Ment in the University of Saskatchewan at 
Saskatoon, as from July 1, 1954. 

Dr. McKerracher will continue as director 
* psychiatric services for the province, and 
р е dual position offers exceptional possibili- 
ES for development of an integrated teach- 
d and treatment program on a joint uni- 
vod and provincial government basis. The 
oid will have professional supervision 
Ang a mental hospitals and clinics, and on 
3 other hand the provincial service will be 

vailable for a teaching program supervised 
ne university. 
itherto, the University of Saskatchewan 
in provided instruction in the first and sec- 
Vies years. It is expected that the 
Se year medicine will get under way im 
ptember 1955. 


s DLORADO Рѕүснлтвіс HosPITAL EXTEN- 
—A 2-story building, to be connected 


with the present Psychiatric Hospital, is un- 
der construction in Denver. This addition, 
costing $261,000, will provide outpatient 
clinics for both children and adults rather 
than increase bed capacity in the main hos- 
pital. Foundations will be heavy enough to 
permit 2 additional stories to be added as 
may be required in the future. 

Approximately 1,000 patients are treated 
at the Colorado Psychiatric Hospital an- 
nually. It is hoped that inpatient admissions 
may be reduced by the added outpatient 
facilities. 


INEUROANATOMICAL SCIENCES AT THE NA- 
TIONAL IsriTUTES OF HrALTH.—Dr. Wil- 
liam F. Windle has been appointed chief of 
the Laboratory of Neuroanatomical Sciences 
of the National Institute of Neurological 
Diseases and Blindness, a division of the 
National Institutes of Health at Bethesda, 
Maryland. He will be responsible for the 
guidance and planning of the fundamental 
research program in neuroanatomy and will 
be able to continue his investigations into the 
problems of nerve regeneration. 

Dr. Windle has already made noteworthy 
achievements in this field. In 1948, he and 
Dr. William Chambers at the University of 
Pennsylvania, by administering a fever-pro- 
ducing dead bacterial agent, obtained regen- 
eration of nerve fibres in cats whose spinal 
cords had been severed. Prior to this, regen- 
eration of central nervous system tissue had 
been considered impossible. Further experi- 
ments showed that such cats could tem- 
porarily regain partial ability to walk, Fur- 
ther developments in this work may prove 
of great importance in the treatment of hu- 
man conditions where nerve tissue has been 
destroyed, among them: paraplegia, various 
types of cerebral palsy and epilepsy, and 
possibly multiple sclerosis. 

Dr. Windle was professor of anatomy and 
chairman of the department of anatomy of 
the University of Pennsylvania (1947-1951); 
a position he had also held earlier at the 
University of Washington. Previously he 
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was Director of the Institute of Neurology at 
Northwestern University. 


ARCHIVES ОЕ CRIMINAL PSYCHODYNAM- 
1CS.— This new quarterly psychoanalytically 
oriented journal, with Ben Karpman, M. D. 
as Editor and Melitta Schmidelberg, M. D. 
as Associate Editor, will be published by The 
Lord Baltimore Press, Inc., beginning in the 
spring, 1954. The editorial board will in- 
clude prominent workers in this field in the 
United States, together with foreign corre- 
spondents from Buenos Aires, Paris, Lon- 
don, and Tokyo. 

The Archives of Criminal Psychodynam- 
ics will be devoted to the encouragement of 
research into the psychodynamics of anti- 
social and criminal behavior, the interpreta- 
tion and dissemination of existing knowledge 
of the subject, improvement of legal and 
humane understanding of the relations be- 
tween the criminal and society, and the bet- 
terment of the condition of the criminal as 
anindividual. It will publish original articles 
dealing with all phases of antisocial and 
criminal behavior and will attempt to cor- 
relate these with other psychiatric and extra- 
psychiatric disciplines such as sociology, 
criminology, anthropology, biology, and med- 
icine as they appear to relate to the problem 
of antisocial behavior. 

Inquiries and manuscripts should be di- 
rected to the Editor, Ben Karpman, M. D., 
Station L, Washington 20, D. С. 


Wortp Mepicat Journat.—The World 
Medical Association has initiated the publi- 
cation of its official Journal, the World 
Medical J ournal, the first number of which 
appeared in January 1954. The new publica- 
tion contains original articles, particularly of 
world-wide interest, organizational news, let- 
ters from member countries of the W.M.A., 
together with editorials and miscellaneous 
news items. The World Medical Journal is 
published bimonthly under the editorial di- 
rectorship of Dr. Austin Smith, editor of 
the Journal of the American Medical Asso- 
ciation. The editorial board includes Dr. 
Paul Cibrie, Dr. Hugh Clegg, Dr. Lorenzo 
Garcia-Tornel, and business manager Louis 
H. Bower. 

The publication office is at the headquar- 
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ters of the W.M.A., 345 East 4f 
New York City 17, N. Y. Subseri 
is $5.00 yearly. 


Tue AMERICAN NEUROLOGICAL | 
TION.—The seventy-ninth annual 
the American Neurological As: 
be held at the Hotel Claridge, Atl 
N. J., June 14-16, 1954, under the 
of Dr. Roland P. Mackay. 

Correspondence may be addr 
secretary and editor of the Tran 
Dr. Houston Merritt, 710 West 
New York City 32, N. Y. 


SECOND ANNUAL SPRINGFIELD 
LOGICAL WOoRKSHOP.—Topic of 
shop, to be held at Springfield 
pital, May 21-22, 1954, will be “The 
Gestalt as a Projective Technique. 
Brown, chief psychologist at Sine 
New York, will lecture. | 

Fee for the course is $5.00 p 
Inquiries should be addressed to Dr, 
H. P. Finn, Chief Psychologist, 
State Hospital, Sykesville, Md. 


Ѕостлі, REHABILITATION COURSE А 
ISIANA. Stare University.—Dr. 
Jones, Director of the Social Reha 
Unit at Belmont Hospital, London, 
was a guest of the L.S.U. Dep 
Neuropsychiatry and of the Lo 
partment of Institutions during 
of February 1954, when he сой 
series of lectures and seminars 
around his work at Belmont Hos; 
he has тоо severe personality р 
orders under treatment. 

Dr. Jones lectured to groups 1 
psychiatrists, psychologists, 
nurses, aides, occupational the 
others at Charity Hospital in New 
and at the three mental hospitals. 
is regarded as a great contributio! 
area of social psychiatry. 


GENERAL Semantics: ELEVENTI 
MER CounsE.—This seminar w0 
be held at Bard College, Anna 
York, August 14-29, 1954, will О! 
course in general semantics, an 
ducted by a group of co-workers, 
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ied under Alfred Korzybski and who are 
well known in the field. There will be 100 
hours of lectures, demonstrations, laboratory 
training, discussion and drill, group and in- 
dividual work. 

Enrollment is limited to 40, and early reg- 
istration is requested. Teachers, research 
and other professional workers, and univer- 
sity students are eligible for tuition reduc- 
tions. Address inquiries to Institute for Gen- 
eral Semantics, Lakeville, Conn. 


Nurses INSTITUTE ON ALCOHOLISM.— 
The Yale Center of Alcohol Studies, in con- 
junction with the Yale University School of 
Nursing and the Connecticut League for 
Nursing, will hold a Nurses Institute on 
Alcoholism July 29 through July 31, 1954, 
at the university. Sessions are planned to ac- 
quaint a limited number of registered profes- 
sional nurses with the nature and extent of 
alcoholism and with theories concerning the 
etiology of addiction, with particular empha- 
sis on the role of the nurse in interpreting to 
patients and their families the nature of al- 
coholism and the necessity for securing spe- 
cialized assistance following hospitalization 
for acute intoxication. 

The course will consist of lectures and dis- 
cussion periods. The staff will be drawn 
from the faculties of Yale University and 
other institutions. 

For further information address inquiries 
to Yale Center of Alcohol Studies, 52 Hill- 
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house Avenue, Yale Station, New Haven, 
Conn. 


ALFRED Ковтувѕкі MEMORIAL LECTURE. 
— Prof. F, S. C. Northrop, of the depart- 
ments of law and philosophy, Yale Univer- 
sity, delivered the 1954 Alfred Korzybski 
Memorial Lecture at the Carnegie Endow- 
ment International Center, New York City, 
April 23, 1954. 

Dr. Korzybski was founder of the Insti- 
tute of General Semantics, sponsors of the 
annual lecture. 


TRAINING AND RESEARCH OPPORTUNI- 
TIES.—Now available from the National In- 
stitute of Mental Health at Bethesda is the 
new edition of Training and Research Oppor- 
tunities under the National Mental Health 
Act, which has been revised to reflect recent 
policy changes with respect to traineeships 
and research fellowships. In addition to 
traineeships available in psychiatry, psychi- 
atric nursing, psychiatric social work, and 
clinical psychiatry, a fifth area known as 
“public mental health” has been added. 
Traineeships in public mental health are 
available to psychiatrists, clinical psycholo- 
gists, psychiatric social workers, public health 
nurses with undergraduate degrees, and pub- 
lic health officers. 

Single copies of the pamphlet may be ob- 
tained free of charge by writing the National 
Institute of Mental Health, Bethesda 14, Md. 


AEQUINIMITAS 
Neither the nature nor the amount of our work is accountable for the frequency of our 


breakdowns, but their cause lies rather in 


time, in that breathlessness and tension, that anxiety of feature 
sults, that lack of inner harmony and ease, in short, by which 
accompanied, and from which a European who would do the 


ten times, be free. 


those absurd feelings of hurry and having no 


and that solicitude of re- 
the work with us is apt to be 
same work would, nine out of 


—\үплллм JAMES 


And Osler added: “Es bildet ein Talent sich in der Stille.” 


BOOK REVIEWS 


Тнв PsycHoLocy AND PsvcHorHERAPY ОР Отто 
Rank, By Fay B. Karpf. (New York: Philo- 


sophical Library, 1953.) 


Rank's historical place in the psychoanalytic 
movement is at last available to us. His contribu- 
tions previously failed to receive deserved attention 
because the German technical notes were difficult 
to formulate. 

The author, Dr. Karpf, is a social psychologist. 
As a teacher of social research in the ’thirties, she 
felt that social workers should undertake psycho- 
therapy with their clients. Where to look for guid- 
ance? She went to the Psychological Center in 
Paris. There Rank started her personal analysis, 
later to be completed in New York when they col- 
laborated in teaching. 

Rank early in the Freudian movement had de- 
voted himself to the nonmedical side of psychoana- 
ic investigation, with encouragement by Freud. 

oday though, Dr. Karpf complains, the Freudians 
are training only physicians who intend to specialize 
in psychoanalysis, whereas others who need basic 
knowledge of psychodynamics have difficulties in 
understanding Freudian theory. She refers to gen- 
eral psychiatrists, Clinical psychologists, group dis- 
cussion and group therapy leaders, educators, social 
and cultural scientists, 

Rank's "positive, ive" philosophy, in 
Dr. Karpfs opinion, is more suitable for North 
America than Freud's "negative, reductive and 
closely knit authoritarian viewpoint.” Varied de- 
velopments linked themselves, directly or indirectly, 
to Rank's views, among them "short" therapy, 
‘client-centered” therapy, "nondirective" therapy, 
telationship-oriented education and group discussion, 
Ee Өн or functional counseling, and case 

ork. 


than the reliving of single i ?, 

cial device of е Jug И: 
tance in the larger question of activity versus pas- 
sivity in therapy. He departs radically from the 
Freudian position. in pronouncing “the will? the 
creative element in therapy. Consequently, “те- 
sistance” is not to be undermined as a hindrance 
to therapy but rather “encouraged, strengthened 
and directed” as “a constructive striving toward 
independence.” 

He said that instinct was lifted into the ego 
Sphere by conscious will which tames, directs, and 
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controls instinct. Just as the creative will represe! 
the conscious expression of instinct, so emolim 
represents the conscious awareness of instinct, ЧЕ 
hibition” in contrast to Freudian “repression” it 
basic and increasingly autonomous internal proce 
rather than a secondary and externally трой 
factor. 

The “psychology of the unconscious” ший, 
self as an attempt to deny the will in order fo ай 
conscious responsibility. Will, inhibition and. i 
pulse are a triad of organising principles in Й 
personality types, with will predominating in Wi 
creative type, inhibition in the neurotic type, 
impulse in the antisocial type. To Rank 
expression is the core of the therapeutic pr 
He objects to the term “sublimation”; artistic 
pression is an end in itself and the neurotic th 
artistic temperament that miscarries and fall 
achieve it. 

Interdependence of the individual and the w 
order in which he comes to self-realisation 
stressed. The mother-child relationship being b 
(in contrast to Freud's Oedipus complex), ж 
iety,” “fear,” “relationship,” “ending,” and ‘separ: 
tion” in therapy take on a special significance, 


All issues are discussed critically with be 
theory as a background for comparison. d 
stance, “Freudian psychology reduces man 9" 
puppet. . . ". : 

Freud and Rank decided together that the bi 


process was the root of all fear: "that hs ex 


ever after repeated within us ШТ. 
fear.” Yet why did Freud discard this idea | 
birth trauma was basic? Was it that Шатт 
mother-child relationship would threaten ШК 
archal structure of Freudian thought? In 
presumably the father is “a figure о 
power,” “the masculine principle is not 
dominant, but man is made the measure 
whom woman is appraised . . . only in th 
negative characteristics.” Rank scoffs at еп. 
of “penis envy” as a general problem of ma oa 
“an instrument of Man's procreative ideology i 
а conception which could only be ad 
the standpoint of masculine inferiority 22s 
in man's fear of woman. ... This ‘inferiority 
plex’ Freud projected onto woman in 0 e j 
the crumbling ideology of his father-idea i ji 
nine psychology distorted, but correspon ii 
masculine qualities appear exaggerated to 
of caricature in a libidinal superman. . - - ааа 
- . interpretation . . . of the highly indi - 
psychology of modern neurotics.” ; 
Yet while he punched holes in Freud's 
Rank himself, if I may say so, showed | 
the modern neurotic, whom he called “the iri iggi 
artist type.” In his exaltation of woman as 


“gys a 
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“creator in reality,” whereas man “creates only 
spiritually in unreality,” he proposed artistic crea- 
tivity as the important outlet for those frustrated. 

Releasing the neurotic's creativity is only partial 
therapy. Of course, society as a whole may benefit 
by such creativity and the tensions of the neurotic 
with close family and friends may be mitigated. 
But is this creativity not distorted just as Freud's 
psychology is "distorted by too much contact with 
the pathologic in human relations"? And does not 
this distortion in every aspect of life come partly 
from constitutional and other differences not defined 
by the social psychologist ? 

The reader will be stimulated and inspired to 
ask other as yet unanswerable questions when read- 
ing Dr. Karpf’s enlightening book on Otto Rank. 
She has done a fine job of orienting the reader 
toward Rank’s important position, The book should 
be well received. Any counselor or physician will 
find it broadening and as well it gives a specific 
point of view which will aid in establishing a thera- 
peutic relationship with patients. 

ESTHER SoMERFELD-ZISKIND, M. D., ` 
Los Angeles, Calif. 


Dm 7впевклів Амс100вАРНІВ. By Н. Krayenbühl 
and Hs. R. Richter. (Stuttgart: Georg Thieme 
Verlag, 1952.) 


This is а masterly, comprehensive book on cere- 
bral angiography. The senior author is an outstand- 
ing authority in the field. "Technique, percutaneous, 
as well as surgical, approach, are discussed in de- 
n The anatomy of the cerebral vascular system, 
| physiology of cerebral circulation, indications 
or and contraindications to angiography are thor- 
oughly covered. Extracranial vascular pathology as 
үп as congenital and acquired pathology of the in- 
etal vessels are described in detail. Diagnosis 
s à various types of brain tumors is presented in 
tein , clear, and easily understood fashion, also 

ydrocephalus and skull and brain traumas. 


EINFUHRUNG my pm ENZEPHALOGRAPHIE (PNEUMEN- 
HEHALOGRAPHIB), Second Edition. By Dr. Med. 
dg Otto Schiersmann. (Stuttgart: Georg 

ieme Verlag, 1952. Price: DM 36.00.) 


dw introduction to pneumoencephalography is 
А prehensive presentation, not only of technique 
metae Оепсерһа1огарһу and its diagnostic inter- 
ions but also of its anatomical and physiologi- 
scribed All technical and diagnostic aspects аге 
in detail and obviously on the basis of 


wide personal experience. The differential diagnosis 
of brain tumors is presented with particular acumen. 
The book is amply and well illustrated. Extensive 
use of literature has been made. While his mono- 
graph undoubtedly covers its field very satisfactorily 
and is well documented, its content is known to the 
well-trained neurologist and neurosurgeon in this 
hemisphere, and the need for this new monographic 
survey of a subject so well studied and presented in 
the fairly recent past appears to be questionable. 
ALFRED GALLINEK, M. D., 
New York City. 


PsycHiatry AND Mepicat Epucarion. Edited by 
John C. Whitehorn, et al. (Washington, D. C. : 
bern Psychiatric Association, 1952. Price: 

1.00. 


This book presents a general report of the Con- 
ference on Psychiatric Education, held at Cornell 
University, Ithaca, New York in June 1951, under 
the joint sponsorship of The American Psychiatric 
‘Association and the Association of American Medi- 
cal Colleges. The 1951 conference dealt only with 
undergraduate medical education, and a second con- 
ference in 1952, was devoted to graduate training in 
psychiatry. The conference did not consist of origi- 
nal papers, but of small informal discussion groups 
which evaluated the background data. The final 
report here presented offers “a fair perspective of 
the broadened scope of psychiatry and its current 
role in medical education, with some clear indica- 
tions of the direction of current progress.” Four 
previous conferences on psychiatric education held 
from 1933-1936, provided the historical background 
for the planning of the 1051 conference. 

The goal of medical education is the adequate 
preparation of physicians, and the “aim of psychi- 
atric teaching in the medical school is to prepare 
the medical student to deal intelligently and skill- 
fully with patients as persons, and to provide him 
with the basic knowledge of psychological and so- 
cial problems and resources in relation to health 
and disease.” Five major topics were considered in 
separate chapters: (1) community needs, (2) the 
student, his adaptation and progress, (3) the setting, 
the medical school as it exists today: biasis, defi- 
ciencies, potentialities, (4) general principles, con- 
tent, and methods of teaching psychiatry in the 
undergraduate medical period, and (5) administra- 
tive and integrative patterns of organization. Two 
additional chapters are devoted to the scientific 
foundations of psychiatry and include an excellent 
report by Dr. Norman Cameron on human ecology 
and personality in the training of physicians. Ap- 
pendices list the participants in the conference and 
also the preparatory documents separately available 
for those interested. 

“The first step in producing a good physician is 
the selection of a good medical student”—with this 
keynote, the chapter on the medical student discusses 
students’ personality traits, admission policies, the 
importance of premedical emphasis on the social 
sciences and liberal arts, the desirability of having 
psychiatrists on admissions committees, the need for 
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closer liaison between medical faculties and pre- 
medical advisers, for medical teachers to be aware 
of the emotional needs of their students, and the 
principle that "treatment of students as mature in- 
dividuals will elicit mature behavior from them." 
The emphasis on “more natural association between 
faculty and students so that the latter feel free to 
seek advice and assistance from the faculty member 
of their choice" is aimed to facilitate the student's 
adjustments, personal and professional. 

"The setting of medical education is taken up next. 
The historical development of medical training in 
the United States is outlined and the changing con- 
cept of human biology is discussed to show the in- 
dividual as a unified organism not isolated but inter- 
acting with the total environment. This implies a 
working understanding of the interrelationships of 
all the health sciences, and points up the problem of 
curriculum revisions and planning. "The conference 
suggested that time would be utilized more effi- 
ciently if obsolete and unimportant material were 
eliminated, and principles—as opposed to details and 
techniques were given greater emphasis." The prob- 
lem is obvious in the two opposing philosophies cur- 
rently in medical schools—fragmentation vs. inte- 
gration. Fragmentation tends to perpetuate the con- 
cept of disease as a static isolated state, instead of a 
‘dynamic functional alteration which may lead to 
‘structural change. “Cooperative or interrelated 
teaching of clinical and preclinical subjects, ar- 
ranged on an inter-departmental as well as on a 
departmental basis throughout the medical curricu- 
lum, was considered desirable by the conference. 
Such teaching is not yet widely practiced in most 
medical schools.” One reason is the lack of com- 
munication between the basic scientists and the 
clinicians, in some instances even among clinicians 
themselves, 

The topic of teachers and teaching methods de- 
serves more discussion than is given to it. Empha- 
sized is the lack of training in education of most 
teachers in medical schools. Too often the M. D. or 
Ph. D. is the only requirement for such a teaching 
post. Teachers must like and want to teach, and 
must know how to teach. Perhaps seminars by pro- 
fessional educators are necessary and the impor- 
tance of audio-visual techniques must not be over- 
looked. The question of possible interference of re- 
search with medical teaching is also discussed. One 
of the most interesting sections of this chapter is 
the enumeration of educational methods used to 
overcome the handicaps of modern hospital practice. 
Various plans currently used are presented whereby 
the student may study patients over an extended pe- 
riod and "in their home environment, where the 
emotional components of chronic and acute illness 
can be observed more effectively than on the wards 
or in the outpatient department. The application of 
home care services and long continued follow-up can 
demonstrate realistically many of the sociologic 
problems—such as poverty, delinquency, family 
strife—that contribute to illness, and can reveal the 
importance and value of utilizing auxiliary facilities, 

such as social service, public health nursing services, 
the courts, еіс” „ 


The chapter on administrative organization in the 
medical school more specifically attempts to’ deal 
with psychiatric teaching, but is aimed at integration 
of the total educational structure. “What is to be 
correlated is information, and not courses, not teach- 
ers, not students, not schedules—where this cor- 
relation must occur, if it is to occur, is in the mind 
of someone; that for a student to correlate two 
facts, he must already possess both facts; that this 
process can be accomplished either by the student's 
unaided efforts, or by the student with the aid of a 
teacher who has already made the correlation him- 
self and brings it to the student's attention.” Thus, 
"integration of the curriculum is held to be essential, 
This implies: a faculty made up of individuals ca- 
pable of pooling their philosophical, scientific, and 
professional resources in a team relationship; de- 
partments organized and functioning so that their 
resources of personnel, equipment, space, and re- 
search and service responsibilities can be pooled in 
a team relationship; and an administration inter- 
ested in operating in a milieu favorable to such re- 
lationships.” Twenty-two specific patterns of inte- 
gration and examples of correlation are presented. 

The functions and responsibilities of the medical 
school dean, and specific administrative provisions 
to set up committees on curricular reorganization 
are discussed, likewise the importance of adequate 
control of staffing and facilities of affiliated hos- 
pitals by the medical school. Surprisingly, nowhere 
in this entire report is the chairmanship of à medi- 
cal school department discussed. Since this is a key 
link in the chain of command from dean to teacher 
to student, this oversight should be considered by 
future conferences. It is important to note that 
usually the means employed by administrative offi- 
cers in dealing with the faculty is reflected in how 
the faculty deals with the student. Principles com 
monly utilized by psychiatrists can be of service Ш 
the complex interpersonal relationships of the medi- 
cal school. «uM 

The place of psychiatry in integrative teaching Ё 
to train doctors who are reasonably competent 18 
dealing with bio-social factors, and not to make p 
chiatrists of every student, also to "help in the ши 
ing of professionals in health fields other than met 
cine.” The aim of undergraduate teaching 15 n 
equip the student with a reasonably adequate us Й 
edge of the facts of human nature . . . to aa 
ize him, through representative clinical experien 
with the most common and the most importa 
problems of patients as persons, and to cultivate 
him at least rudimentary skill and judgment in m 
aging the doctor-patient relationship." Specifica 6 
it should develop in the student: (1) the abiliy | 
interview, ie. to obtain a good medical Hen | 
(2) the ability to evaluate the condition of раб | 
who may be expressing their distress in physi 
psychological, or social symptoms. This ргеѕирро о | 
an ability to differentiate between normal, neu" tire 
psychopathic, psychotic, and intellectually defe К.) 
behavior; and (3) an understanding of whi 
nonpsychiatrie physician can and should do, e 
what he cannot and should not do in the Des. 
of the mentally sick patient. Current teaching P^" | 
| 
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tices of various departments of psychiatry are dis- 
cussed. The most common pattern consists of didac- 
tic lectures, clinical clerkships with inpatients and 
outpatients, and clinical discussions or seminars on 
specific topics or of particular cases. Certain aspects 
of psychiatry must be taught exclusively by the de- 
partment of psychiatry; however, in other areas, 
psychiatry can be best taught in cooperation with 
other departments. These include (1) psychiatric 
aspects of medical and surgical diseases, (2) growth 
and development, (3) reaction to social or inter- 
personal milieu in health and disease, (4) preven- 
tive psychiatry and mental hygiene, (5) physical 
aspects of psychiatric disorders, (6) periods of 
stress (menopause, death in family), (7) the pa- 
tient-physician relationship, and (8) interviewing 
and history-taking. 

Although this review may indicate that psychiatry 
was discussed mainly as integrated with other medi- 
tal disciplines, the chapter written by Dr. Norman 
Cameron on “Human Ecology and Personality in 
the Training of Physicians” presents the broader 
correlation of psychiatry with the social sciences 
and points out that "the material from cultural an- 
thropology, psychology and sociology . . . should 
be included in undergraduate medical teaching.” 
This chapter should be read in its entirety by those 
interested in undergraduate medical education. 

The final chapter deals with the community and 
the physician, The changes resulting from indus- 
trialization, urbanization, suburbanization, changes 
in value systems, centralization, migration, and 
changes in traditional institutions, such as the fam- 
ily, are apt to be reflected in emotional tension, 
anxiety, and conflict, to which some persons respond 
with impaired health. Presented is a summary of 
700 replies to a questionnaire sent to various com- 
munity leaders, requesting opinions regarding com- 
mon emotional needs which they considered the 
Proper concern of the physician, and the adequacy 
with which doctors were meeting these needs. “The 
&reat majority of responses indicated that the physi- 
Чап is expected to deal with emotional tensions and 
anxieties prevailing in our society; successful medi- 
Cal care is seen as being possible only if the physi- 
oan has knowledge of the effect of interpersonal 
relationships and social crises upon the individual, 
ту also the skill and ability to coordinate medical 
forts with those of other community agencies, 
л as social agencies and the clergy. Many re- 
iy included a plea for better training of fu- 
eus Physicians in this respect." The demand was 
ibo asized „that the physician assume more re- 
a M in preventive medicine, health education, 
ТЕ an counseling. This is as important as care 
point fono ills of individuals. Stressed is the 
RM of view that narrow professional jealousies 

iit not deter medicine from meeting its responsi- 

les as a profession and as a cooperating member 

Broup effort, 

a dee may feel at first that this report is too 
AES n ut careful reading will correct this impres- 
Son e material is well organized and presented in 
enorm nical language. The report is evidence of the 

Ous task accomplished by the members of the 


conference and the editorial staff. The integrated 
approach to medical education is the ideal to be 
aimed at. Three specific aspects not covered in the 
report were the utilization of psychiatric services 
in general hospitals for training purposes, teaching 
fundamentals of psychotherapy to medical students, 
and the internship, which is considered by many 
schools as the fifth year of medical education. These 
however may not have been within the scope of the 
conference. This book is recommended most highly 
to teachers and students and to all who are inter- 
ested in newer developments in medical education. 
Students may gain from it an understanding of the 
problems confronting their teachers, and the prog- 
ress made in their solution. 
Georce Н. Ролоск, Pu. D., M.D., 
University of Illinois College of Medicine. 


Tue Тал, or Nevitte Georce CLeveLY HEATH. 
(Noraste British Triats Series, No. 78.) 
Edited by McDonald Critchley, M.D. (Glas- 
gow: Wm. Hodge & Co., Ltd., 1951. Price: 
15/—). 

In this interesting case, reported i» extenso, the 
plea of insanity did not save a murderer from suf- 
fering the consequences of his crime. 

The defendant, Heath, killed Mrs. Margery Gard- 
ner on the night of January 20-21, 1946, in a room 
in a hotel where he had registered for husband and 
wife. Heath disappeared and his victim’s nude body 
was found next day. She had died of suffocation, 
probably from being gagged. She had been lashed 
terribly with a whip, the nipples had been bitten 
and nearly severed, and the vagina showed an exten- 
sive tear caused by the violent introduction of some 
blunt instrument. 

Two days later Heath wrote to Scotland Yard 
giving a false account of the killing which he at- 
tributed to a nonexistent person whom he called 
“Jack.” Going to another city he became friendly 
with a Miss Doreen Marshall, They were last seen 
together on July 3. On July 8, Miss Marshall’s 
nude body was found on the outskirts of the city. 
It had been savagely mutilated as in the other case. 

Heath had been apprehended on July 5; he was 
taken to London, charged with the 2 murders, and 
committed for trial. * 

At the trial, in connection with the first murder, 
the prisoner pleaded "not guilty.” The counsel for 
the defense did not question the facts offered in evi- 
dence by the Crown but told the jury that the de- 
fense would be "partial insanity." Admitting that 
Heath's was the hand that killed the 2 women, coun- 
sel held that “his mind was not behind the hand" 
and that therefore "not being guilty in mind he was 
not responsible for his actions." 

Psychiatrist W. H. de B. Hubert, called by the 
defense, expressed the opinion that the accused was 
certifiable as a “moral defective.” The Criminal 
Justice Act states that moral defectives are “per- 
sons in whose case there exists mental defectiveness 
coupled with strongly vicious or criminal propensi- 
ties and who require care, supervision and control 
for the protection of others. . - . Mental defective- 
ness means a condition of arrested‘or incomplete de- 
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velopment of mind existing before the age of 18 
years, whether arising from inherent causes or in- 
duced by injury.” 

Dr. Hubert was compelled to admit that there was 
no evidence of vicious or criminal tendencies prior 
to the age of 18; and then, with some help by coun- 
sel, he reluctantly abandoned the diagnosis “moral 
defective” and substituted that of “moral insanity.” 
This condition, he believed, was present before age 
18, which age, moreover, was “purely arbitrary.” 
He defined “moral insanity” as the condition of “a 
man who is not able to appreciate the difference be- 
tween right and wrong, and particularly does not 
fully appreciate that other people do not hold his 
views.” He referred somewhat irrelevantly to homo- 
sexuality and suggested that Heath had exhibited 
depraved tendencies such as would constitute moral 
delinquency. On the whole Dr. Hubert's evidence 
was not very convincing. 

In rebuttal, Dr. H. A. Grierson, senior medical 
officer at Brixton Jail, testified that he did not con- 
sider the prisoner insane, though perverted and 
sadistic. All the offences other than the murder, 
e.g., several instances of fraud, including impersona- 
tions, had been advantageous to the accused. An- 
other medical witness gave similar evidence. The 
whole question narrowed down to this: Did the 
defendent know that what he was doing was wrong? 

The summing-up by Mr. Justice Morris was de- 
tailed and fair-minded. The jury, after retiring for 
an hour, returned a verdict of “guilty.” The accused 
did not appeal. On October 26, 1946, Heath was 
hanged. 

British justice had been served at the expense of 
only 2 days trial time. 

A valuable feature of this report is the introduc- 
tion by the editor, Dr. Critchley. Here he makes an 
admirable analysis of the problems involved in the 
Heath case. He dealt with such questions as that 
of psychopathic personality (Heath had been re- 
ferred to as a psychopath) and the variance of 
definition, with the concepts of “partial insanity” 
and "irresistible impulse,” and with the Scottish le- 
gal conception of “modified responsibility.” In this 
connection he raised the issue of special colonies or 
institutions for the detention and treatment of psy- 
chopaths under indefinite sentence. 

As for a criminal psychopath such as Heath 
Dr. Critchley obseryes—and his last то words might 
well be italicized —"Common sense teaches that be- 
cause a person fails to look ahead and view in a 
normal fashion the consequences of his actions he 
cannot be held irresponsible. Because his immediate 
desires are strong—stronger perhaps than in the 
average person—this does not absolve him from the 
necessity of exercising all the greater restraint. He 
owes it to society to curb his proclivities, and who 
is the psychiatrist to say that he cannot?” 

F. C. Aut», О. C, M. A., D.C. ES 
University of Toronto. 


Tue INTEGRATION OF BEHAVIOR VoL. I, Basic Postu- 
LATES. By: Thomas M. French, M.D. (Chi- 
cago: University of Chicago Press, 1952. 
Price: $5.00.) 

Despite its novelties, those who approach this new 
book expecting a de-canonization of Freud will be 


disappointed. The brief bibliography contains д | 
references to Freud and nowhere does the author 
give the feeling that, by intent at least, he is de 
parting from psychoanalytic orthodoxy, but rather 
that he is confirming and elaborating established and 
time-tested truths. Nevertheless, in “Basic Postu 
lates," the first volume of a series, Dr. French las 
made a bold effort to establish psychoanalysis ona 
firm scientific basis and has introduced many cor 
cepts from the fields of neurophysiology and ex- 
perimental psychology, notably Gestalt and fied 
psychology. 

The readers of this book will, generally speaking, 
fall into three groups. First, will be those who 
agree. A second group will agree in part, but wil 
deplore the author's peculiar emphasis, astonishing 
omissions from basic psychoanalytic concepts, and 
questionable innovations. And then there will be 
those who are still skeptical of psychoanalytic 
theory and practice. This last group will have found 
yery little in the book to shake their conviction that 
psychoanalysis is not yet on a scientific basis, ай 
that it is little more than а de-conditioning techniatt 
(Freud called it “re-education”) ; that “successful 
dream interpretations are always the ones with 
hardest-hitting de-conditioning impact, and that for 
this purpose not only the patient's dreams, but cot- 
ceivably anybody’s dreams, or even chance excerpts 
from the Encyclopaedia Britannica, might be malt 
to serve as well (depending upon the credulity d 
the patient and his wish to cooperate with this hy | 
nosuggestive technique). Skeptics will still maintain 
that there are no “free associations” and that Uk | 
active role of the analyst, subtly communicated, | 
at the root of the business. (“Не was quicky | 
through with his associations; so the analyst f? 
to help him out. She suggested that perhaps .,› | 
(р. 81). A fair sprinkling of such slips in exten 
case reports such as those in this book are alwaf 
of interest to the skeptic.) Moreover, the p 
will continue to remain unimpressed by the Mol 
vaunted Freudian mechanisms and will atto E 
their apparent novelty to the lack of liberal 
background in premedical education. He il o 
tinue to maintain that psychoanalysis is occasio! e 
useful, occasionally dangerous, that it is alway el 
happy in its narrow emphasis and preoccupati ai 
and potentially harmful in virtue of its imp 
philosophy, that is, its concept of man, man's 8% 
and the nature of the good, or what is worth * j^ 
ing for. (Of the 20-odd original founders 0 kí 
psychoanalytic movement in Vienna, 5 M 
Cides.) Certainly this present book will not chi 
the skeptics’ rejection of psychoanalysis as a S% uch 
on methodological grounds. In common wi pr 
psychoanalytic literature, it is filled with imis, 
trable mysteries, “explained” by being given 50 
names. “Absorptive pressure of sleep" (P. 104 
an example, sounds scientific, but is it? S un 
bristles with terms like “motivating pressure qu. 

: a g P" etc) Hal 
tegrative span,” “cognitive mechanisms, etc. pedi 
anything been gained conceptually? Have we vend 
led to an increase in real knowledge? Dr. i es 0 
is obviously at home in the rigorous disciplini 
neurophysiology and experimental psychology, 
draws freely and perceptively upon the wo 
Dembo, Dollard, Hull, and Tolman, among ? 


she 
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But has there been a true wedding of this unim- 
peachable science with psychoanalysis? Has there 
been an organic assimilation? Or is this material 
used to illustrate doctrine by way of analogy, as 
the religionist will use scientific illustrations to 
clarify catechetical points? The skeptic will feel 
that much of the white-coated science in this book 
belongs to this category. Time and again, after a 
happy start, the author will come up with something 
like, “Freud taught us that every dream and every 
neurotic symptom is the fulfillment of a wish,” 
(р. 6). Is it? Is it so because Freud said so? This 
is the authoritarian, not the scientific approach and 
completely lifts the subject from scientific contro- 
versy. After rubbing elbows with neurophysiolo- 
gists page after page, the author in a disconcerting 
way will suddenly “regress” to the eighth century, 
methodologically speaking, for the dogmatic mate- 
tial in this book is not open to review or discus- 
sion, but must be accepted or rejected by faith. 

Where does all this lead? Has Basic Postulates 

made a contribution, or has it not? Perhaps the 
present psychoanalytic ferment will bring into being 
something like an authoritative group with con- 
ciliary powers to establish a fixed canon, according 
to which Dr. French may or may not be found in 
heresy (although he will be getting just as good re- 
sults as anybody else.) 
_ These strictures (the secret is out; this reviewer 
is a skeptic) should not detract from the fact that 
Basic Postulates is a very important book, that it 
represents years of thought and work, and reflects 
&n author of serious purpose and integrity. No- 
Where is there a hint of the misanthropic spying 
that mars some psychoanalytic literature. Perhaps 
his theory of physiological absorption, his emphasis 
upon play, and his concept of the ego as a guiding 
Integrative field, among others, are permanent con- 
tributions. Possibly the only criticism, and it is 
hardly that, is that he is ahead of bis age. Here he 
Would resemble Leonardo da Vinci—and possibly 
Freud. The invention of the electron microscope 
during the humeral period of medicine would have 
led to some highly interesting but certainly confus- 
ing results, 

Dr, French has set his sights high. He is inter- 
ested in the integrative processes and their fate 
under stress “in rational behavior, in neurosis and 
in dreams.” One can only wish him well in his 
Courageous and, one suspects, lonesome scientific 
Odyssey, 

H. К. Јонмѕом, M. D., 
Orangeburg, New York. 


PsvcuosexuaL FuNcrions 1ч Women. By Therese 
5 M.D, (New York: The Ronald 
Tess Company, 1952. Price: $10.00.) 


í a this book Therese Benedek presents the re- 
Xm i her studies, the greater part of which, 
1542 1. I1 of the 15 chapters, had been published in 
ШЫ У the author in collaboration with the endo- 
mi Ologist, Boris B. Rubenstein, in the form of a 
ODOgraph, The object of this investigation was to 
a correlation between physiological signs of 


ovarian hormone production, on the one hand, and 
emotional reactions in women on the other. 

For the estimation of hormone production the au- 
thors relied mainly on the vaginal smear method as 
devised by Papanicolaou, although slightly modified. 
It will be recalled that this method differentiates the 
cells during the various phases of the menstrual 
cycle and shows the influence of estrogenic hormone 
and of progesterone on the vaginal epithelium. In 
addition, daily measurements of body temperature 
were taken and the significant rise which occurs at 
the time of ovulation and indicates progesterone 
secretion during the second half of the cycle, was 
recorded. 

Independently of these tests the patients were 
studied by psychoanalysts in day-to-day sessions. 
Of the r5 cases presented, 4 were analysed by 
Dr. Benedek and the treatment was supervised by 
her in 5 additional cases. The analyst was not aware 
of the histological findings at the time of his ses- 
sions with the patient. The women were taught to 
make their vaginal smears, which then were dried 
and stained by a technician. Altogether 152 sexual 
cycles were studied and data were presented for 
2,261 days on which microscopic and psychiatric 
examinations were done. 

The authors “started as sceptics—the psychoana- 
lyst and the physiologist—each suspicious of the 
scientific merit of the other's method." Nevertheless, 
the psychiatrist soon noticed definite emotional pat- 
terns during the sexual cycles and on the basis 
thereof made predictions concerning the hormonal 
status, which then were compared with the result 
of the physiologic examinations. These predictions 
appeared to be correct in a large number of in- 
stances. Dr. Benedek states that 2,128 predictions 
were correct and even if one wishes to discard 71 
of these for reasons given, the number of errors 
would only amount to 9%. 

Briefly, the author associates a high estrogen level 
with active heterosexual libido and a high proges- 
terone level with а passive and receptive sexual 
drive with the libido turning toward the patient's 
own body. At about the time of ovulation and 


- shortly thereafter, when both hormones are active, 


these tendencies “fuse, to create the highest integra- 
tion of the sexual drive." In the last, the premen- 
strual phase, dependence and regressive changes 
dominate. 

These psychodynamic tendencies are by no means 
easily recognisable through simple statements of the 
patient. They are evaluated on the ground of all the 
conscious and щи ош ig psa iran 
interpreted psychoanalytically. investi, 
comprise not only normal cyclical psychosexual 
functions but also the changes occurring in the 
menopause, during disturbances of development and 
in the mother-child relationship. 

Undoubtedly, the endocrinological data are 
limited. Additional insight might have been gained 
if it had been possible to make day-to-day studies 
of hormone excretion and to determine the presence 
and amount of additional hormones. For instance, 
no attempt has been made to measure the level of 
androgens in the patients, although these are known 
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to have a strong influence on libido and sexual 
responsiveness. 

It is certain that the case histories would be in- 
terpreted differently by other investigators. How- 
ever, the area of mutual agreement will probably 
be large. This makes the remarkable book even 
more important. 

ALEXANDRA ADLER, M. D., 
New York University College of Medicine. 


PSYCHIATRY AND THE Law. By Manfred S. Gutt- 
macher, M.D, and Henry Weihofen, J.D. 
J.S.D. (New York: W. W. Norton & Co., 
1952. Price: $7.50.) 


Much has been said of the difficulties of reconcil- 
ing the separate viewpoints of law and medicine in 
issues where both are involved, especially issues in 
which psychiatric questions arise. This book, repre- 
senting the joint efforts of the chief medical officer 
of the Supreme Bench of Baltimore and the pro- 
fessor of law at the University of New Mexico, 
offers substantial aid in resolving these difficulties. 
It constitutes therefore a guide to both doctors and 
lawyers in their respective forensic functions to 
the end not only that they may work together more 
understandingly but that they may better serve the 
interests of patients and clients, the court and the 
public, It is the first time that qualified exponents, 
one of law and one of psychiatry, have thus col- 
laborated to produce a common guidebook. Therein 
lies its particular value. 

The first 200 of the 460 pages of text are given 
over to an outline of clinical psychiatry, with com- 
ments on behavior irregularities associated with va- 
rious pathological conditions that may have legal 
implications. Illustrative case histories bring out 
the important points. Thus are dealt with in sepa- 
rate chapters, first the psychoneuroses, then, in 
order, manic-depressive and schizophrenic psycho- 
ses, psychopaths, sex offenders, organic brain dis- 
orders, and congenital intellectual deficiency. The 
clinical descriptions conform in general to the lat- 
est "dynamic" teaching, but occasionally it may be 
that the authors in their conscientious purpose to be 
modern may slightly confuse the historically minded 
reader, as when they say that psychiatry—not just 
modern Psychiatry—‘is almost wholly a twentieth 
century Science" They are not misled, however, 
into "overconfidence in the validity of psychiatric 
judgments" This admonition is chastening and 
wholesome: "The problem [of human behavior] is 
so complex and our skills are still so incomplete that 
much of the time we have to rely on opinion and 
conjecture rather than on knowledge." 

In discussing psychopaths before the law, Gutt- 
macher and Weihofen express themselves as “сот- 
pletely out of sympathy with those who maintain 
that all criminals are sick people and should be 
treated as such. Stretching the concept of mental 
disease to encompass all the socially maladjusted 
makes it practically meaningless." 

Concerning sex offenses the authors offer a quot- 
able statement: "There is doubtless no subject on 
which one can obtàin more definite opinions and less 


definite knowledge." But they seem to expres; | 
definite opinion with which one may or may nt 
agree: that sex crimes against children are “nearly 
always” the result of impulses which the offender iy 
"incapable of understanding and controlling,” (Here 
we have the mischievous irresistable impulse creep. 
ing in.) Legislative inconsistency between states i 
illustrated by the fact that homosexual acts between 
adult males in New York are subject to a maximum 
penalty of 90 days in jail (reduced from 2 years in 
prison), while in California the penalty is 20 years 
in the penitentiary (increased from 10 years), 
Here is argument for a uniform criminal code for 
all the states such as exists in Canada. Amusingy 
the authors suggest that the courts might prudently 
drop interest in the mouth-genital types of sexul 
aberration “which belong, if anywhere, in the prov 
ince of religion.” Disciples of Ligorio and Sinit 
trari will welcome that suggestion. The chapter ot 
sex offenders indicates the current legislation in tht 
various states. 

The second half of this book is devoted to tht 
practical aspects of forensic psychiatry. The а 
thors discuss the qualifications of the expert witness 
the scope and limitations of his functions, and 0 
guidance as to what he should, may, or may not ¢ 
in the witness box. At the same time there is advi 
for the cross-examining attorney who is counsel 
to confer with his own expert as to the psych ki 
points in the case in advance of his examination 
the witness. The tricks of the trade are not om! я 
Three methods of attacking in сгозз-ехаш у 
witness called as an expert are detailed: (0 4 
disqualify him; (2) to disparage his qualifications) 
(3) to question his diagnosis. Such а witness! 
not a diplomate of the American Board of tee 
atry and Neurology, may be disposed of by i 
ing him against the requirements of that 
Considerable space is given, in this section, to 
art of cross-examination. EX 

A separate chapter is titled “Eliminating A 
Battle of the Experts.” Current procedures 09 | 
rious jurisdictions are cited. The excellent є 
chusetts law for which Dr. Vernon Briggs ve 
sponsible and which is named after him is d din 
as a means that has proved satisfactory 11 ps 
away with the disgraceful exhibition of partie 
perts contradicting each other in court. An й vit 
able facility for furnishing the court with ™ 
Psychiatric service is the official advisory "4v 
clinic such as the one in Baltimore of Wi ойо. 
medical author of this book is chief medical P 
The operation of this clinic attached to the SUP 
Bench of Baltimore is usefully described. | yrit 

In the matter of “privileged communica ion 0 
is interesting to note that while informats 
tained from their patients by licensed docto! 
in some cases be regarded as privileged, lay m k 
analysts, if called to give evidence in co cer 
forced to divulge confidential information 
ing their patients. 

Two chapters at the end of the book аге iet 
to “Mental Disorder and the Criminal LA t p 
which the authors seek to do justice to cor dir 
chiatric thinking and theory. There is am? 
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m of the criteria of criminal responsibility. On 
subject there has of late been considerable argu- 

е and the poor old M’Naghten Rules һауе 
subjected to a severe drubbing, as has been 
heir fate periodically during the 110 years that they 
haye survived and served their purpose. The authors 
"report that in а poll of some 300 American psychi- 
atrists 80% found the M'Naghten Rules unsatis- 
factory, But it is fair to note that no one had pro- 
sd more nearly infallible and practicable tests 
to replace them; and until psychological medicine 
сап offer such tests the M'Naghten Rules have no 
alternative but to carry on. Tt should not be neces- 
‘sary at this late day to point out the fallacy of the 
"so-called irresistible impulse test. The critics of the 
rules that the 15 British judges enunicated in 1843 
urge—and quite correctly—that it is impossible for 
an expert witness to look into the mind of the ac- 
cused and to state categorically whether he is able, 
for example, to distinguish between right and 
wrong. The critics want to penetrate more deeply 
into “motivation,” and especially into its “emotional” 
components; that is, they apparently want to re- 
Place a vague concept by a still vaguer one. The 
emotional situation in the psyche of the accused at 


the time of the crime is about as slippery a mental 


image as is possible to conjure up—and as futile. 
It might be useful to remember that a perfect and 
watertight test of criminal responsibility is not to 
be Achieved and that the best the expert witness can 
do is to give his opinion based upon such skill in 
observation and interpretation as he may possess. 
у times the authors seem to speak disparag- 
iiy of the law as compared to the mental sciences. 
this field," they say, "where science has made 
Ну immense progress, the law has stood still.” Сап 
that we are—by ever so little—overproud of 
Our mi-siecle psychiatry? The law is conservative 
rey so. Psychiatry has not yet supplied the 
P on which a change for the better can be made 
criminal procedure in respect of criteria for the 
aa ination of responsibility. The skeptical atti- 
ү of the New Hampshire judiciary points up the 


СВЕ. 


1. Perspectives ом A TROUBLED DECADE: SCIENCE, 
ILOSOPHY AND RELIGION, 1939-1949: A SYM- 
Postum. Edited by Lyman Bryson, Louis Finkel- 
Stein, and К. М. Maciver. (New York and 
Чоп: Harper Brothers, 1950. Price: $5.50.) 


ом. Prostems, Ву W. Wallace Weaver. 
(New York: William Sloan Associates, 1951.) 


It is regrettable that certain books do not lend 
ves readily or even at all for purposes of 

1 pre is the case with these two very im- 
Un ооКз. Тһе first is enclyclopedic in scope, 
thori ing the basic and disciplined reflections by au- 
tative writers in the fields of science, philoso- 
m and religion on the American scene during the 
шагу tense and troublesome decade, 1939- 
ee t consists of 48 papers commented upon by 
(00 specialists in the respective fields covered, 


or 
father more accurately, by over 100 commen- 


taries, since several of these authorities submitted 
a number of the formal papers. This is the tenth 
symposium in this highly important and informative 
series of a disciplined, scientifically oriented stock- 
taking of what is happening in the realms of mind 
and interpersonal relationships in the world of our 
day. I am examining both these contributions from 
the point of view of psychiatry for publication in the 
official Journal of the American Psychiatric Asso- 
ciation and since it is inescapable that only a meagre 
sampling of this rich quarry can be dealt with at 
best, I have selected for comment the papers that 
in my view are especially pertinent to the field of 
psychiatry. But I must immediately add that every 
psychiatrist's perception as a specialist in human re- 
lations is sure to be sharpened and enriched by an 
acquaintance with the entire contents of this mine of 
erudition and insight. 

Gardner Murphy's paper on the role of the psy- 
chologist in establishing better human relations in- 
itiates the series and is of a quality that one always 
expects in the writings of this versatile and down- 
to-earth authority in the field of psychology. He 
says, “Among the hypotheses which I believe are 
good but need more testing are the following : (1) 
Those who enjoy personal warmth and affection in 
early childhood thereafter seek and maintain stable 
and satisfying human relationships. (2) Those who 
in early childhood are encouraged to identify them- 
selves with a wide variety of personalities of widely 
varying cultural background will later tend to ac- 
cept and get along with a wide variety of adults. 
(3) Those who are free from insecurity and per- 
sonal threat will tend to show toward those who suf- 
fer the "primitive kindliness” described by Cooley, 
and the “primitive sympathy” described by Hum- 
phrey, while those who live in the shadow of in- 
security will have little emotional freedom to come 
to the support of others. (4) Those who get prac- 
tice as children in tolerance and cooperation will 
show some transfer effects in adult situations. (5) 
Those who as children are rigid and authority- 
ridden will cling most stubbornly to the hostile and 
suspicious attitudes which already characterize the 
authority-ridden world. (6) Human relations will 
almost automatically be bettered if new ways of 
perceiving one’s situations can be made available 
not too solemnly, but with zest and humor, through 
stories, skits and movies or better still through 
actual games, parties, work projects. As the thera- 
pist might state the matter, the person may be аз- 
sisted in a friendly manner to see himself and his 


the basic propositions outlined above. 
й per provoked need not 


they deal in the main 
with questions of establishing these principles. 


By way of 
propositions in 
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Strang, in her paper on the genetic approach to the 
problems of aggression, stresses the negative, in- 
hibiting and frustrating elements in personal de- 
velopment. She considers aggression as a strong 
basic drive, the source of initiative and achievement 
and gives her opinion that suppression of this source 
of psychological energy would be likely to produce 
docile, weak, passive ineffective individuals. She 
quotes Dollard’s definition of aggressive behavior, 
as an act whose goal response is injury to an or- 
ganism or its surrogate. Under this definition ag- 
gressive behavior is recognized by its end results, 
so that it is possible to differentiate aggressive be- 
havior (1) that just lets off steam, (2) that rights 
wrongs, (3) that injures other persons. The re- 
viewer has long entertained the opinion that the 
term “aggression” because of its hostile and de- 
structive implication is misused greatly in psychi- 
atric and psychoanalytic literature, and that in many 
instances the term “assertiveness” would fit the 
situation much more adequately. 

Some reference should be made to Richard Brick- 
ner’s stimluating further elaboration of his views on 
the German male. His reflections and suggestions 
about the education of the oncoming generation 
might receive more readily the attention they de- 
serve if he could rid himself of the need of rat- 
tling the old bone about the place of the human cor- 
tex in influencing the cultures man has developed. 
However, his approach does help to highlight the 
“historicity” of the contemporary model of Homo 
Sapiens. 

I shall now turn to a brief consideration of 

the companion volume, Social Problems, by Prof. 
Weaver. When I received this opulent volume (close 
to 800 pages of text) I faced the task involved with 
considerable dismay. But as I began to peruse its 
pages both the content and style of the book began 
to intrigue me and held me somewhat spellbound. 
I unhesitatingly recommend the book to my fellow 
psychiatrists, for whom it was obviously not written, 
as à very valuable source of enlightenment about the 
multidimensional matrix in which most of the clini- 
cal issues they meet with are imbedded. We can 
also learn a great deal about the techniques of com- 
munication, how a book which intends to inform and 
influence the minds of men and women should be 
written, 
y This lack of skill in stating convincingly the 
issues dealt with in psychiatric theory and practice 
is a long standing handicap with us and is receiving 
due recognition only in recent years. This is in- 
tended as a textbook for students of sociology. Each 
chapter concludes with a brief summary which com- 
petently and judiciously reflects the contents of the 
text. Then follows a critically selected list of sug- 
gested readings which save the student, especially 
the young men and women from the pitfalls of one- 
sidedness and provincialism of point of view which 
an effective platform lecturer sometimes induces in 
the listener. 

The fault of a narrow, stultifying one-sidedness 
is especially evident in psychoanalytic literature, 
which wastes so much of the effort and time of the 
student with questiens of "doxy" and is largely re- 


sponsible for the "battle of the schools" in this 
specialty. Weaver's book covers the entire range of 
the “Kingdom of Evils,” man-made evils essentially, 
and here and there points the way for their meliora- 
tion, at any rate. 
BERNARD GLUECK, SR., 
New York City. 


PROBLEMS OF INFANCY AND CHILDHOOD—TRANSAC- 
TIONS OF THE SIXTH CONFERENCE, 1952. Edited 
by Milton J. E. Senn, M.D. (New York: The 
Josiah Macy, Jr. Foundation, 1953. Price: 
$2.50.) 


The Sixth Conference held in 1952 differs from 
several of the preceding ones in that it was limited 
to “an infant-centered discussion of early develop- 
iment.” Three presentations provide the material for 
discussion. Kjellberg of the World Health Organi- 
zation, a guest of the conference, gave a brief but 
comprehensive report of the W. H. O. activities in 
the field of maternal and child health, 

Escalona’s presentation of “Emotional Develop. 
ment in the First Year of Life” is divided into 4 
sections. The first stresses the central theme of be- 
havior and development, “as a process of interaction 
between the organism and the environment.” The 
second and third sections deal respectively with 
“Space, Time, and Reality” and “Social Interaction, 
Contagion, and Communication” as they relate to 
the development during the early impressionable 
months of life, In illustration of the points made 
two cases, under obseryation, are presented. Wolf’ s 
presentation, "Observation of Individual Tendencies 
in the First Year of Life" is а general description 
of “а small part of a research project which is being 
carried out by a group at the Child Study Center at 
Yale" illustrated by one case presentation. "Exces- 
sive Crying in Infants—A Family Disease” by 
Stewart is an interesting report of research desi 
“to support or refute the hypothesis that excessive 
crying may be influenced, at least partially, by et 
vironmental influences, particularly the relationship 
between the infant and the parents or other impor 
tant people in the home.” 

This volume attempts to define the significant but, 
to date, little understood forces and factors impor- 
tant in development during the first year of life; 
also to “come to grips” with methods and techniques 
of research in this period. It is understandable, 
therefore, that reading this volume is, at times, dif- 
cult. However, it is a significant contribution 
is recommended to all interested in this peri 
maturation. 

Екүмогр A. Jensen, M. D., 
University of Minnesota Medical School. 


Ворпү PrysioLocy IN MENTAL AND Емотюндь 
Disorvers. By Mark D. Altschule, M. D. (Ne 
York: Grune and Stratton, 1953. Price: $575. 


This book is likely to raise а good deal of criti- 
cism especially from those working in the psy 
somatic field and from most psychiatrists W! 
"dynamic approach." medi 

Dr. Altschule, who is assistant professor of 


1954] 


‘eine at Harvard, indicates in the introduction that 
е hopes that this book will be of help to internists 
and medical students. He reviews the literature re- 
porting physiological investigations and findings їп: 
) “normal persons” (“effect of emotion”), (2) 
rosis, and (3) manic-depressive, involutional, 
ind schizophrenic psychoses. He deals in turn with 
"different systems and aspects of bodily functioning 
“under the 3 divisions mentioned above, for example, 
“there are separate chapters on Circulation; Cuta- 
“neous Functions; Respiration; Blood Gas; Gas- 
 tro-Intestinal Function; Hepatic Function; Renal 
Function; Haematologic Changes; Cardohydrate, 
Protein, and Fat Metabolism; Mineral Metabolism ; 
‘Vitamins, Enzyme Systems and Trace Elements; 
Water Balance; Anterior-Pituitary-Adrenocortical 
"Function ; Anterior-Pituitary-Gonadal Function; 
“Metabolic Rate; Sensory Functions. At the end of 
each chapter is an extensive list of references, in 
“all totaling over 2,000 articles and books. This 
bibliography, including the earliest researches to 
"the present day, is a very valuable source for those 
wishing to consult the original reports and opinions 
‘of experimenters and clinicians in this field. 
Throughout, the author gives his own opinion as 
‘to the value and significance of the original work. 
"He considers many of the investigations as worth- 
less, suggesting “insistence on the same criteria of 
‘proof in studies of emotional factors as obtained in 
‘the rest of medicine would help to separate useful 
i from useless concepts." 

- Quotations from the book perhaps indicate best 
‘the author's views: "Attempts to prove that spe- 
‘tific diseases are associated with or consequence of 
specific types of personality arouse skepticism be- 
Cause of their lack of control studies, the limited 
amount of data presented, or evidence in some cases 
that the author is ignorant of the criteria used in 
_ Fecognizing the disease in question. 

Similarly, symbolic concepts of the etiology 
m. hypertension arouse skepticism; for example, 
н ens’ idea that hypertension is a phallic symbol 

"se a mercury manometer is used to study it 
‘Arouses only wonder concerning what the symbolic 
нод might have been had he used an aneroid 

ег. 
« 

At present, understanding of the role of emotion 

Wastro-intestinal disorders is impaired by two 

%, an excess of writing and a deficiency of in- 
formation, The extensive literature that has de- 
E is one consequence of the adoption of Freud- 
un symbolism by many psychiatrists. This 
lism when used as a basis of interpretation 

ts its desciples to interpret at length and in 
E reactions of the gastro-intestinal tract to 
? g at all, provided that physiologic data are 
ignored, ер ‘ype of symbolism is much fa- 
т оше psychosomaticists; in this type of 
d the actions of the gastro-intestinal mus- 
in and mucosa are arbitrarily linked to feel- 
ei emotions because of superficial resem- 

In 5, "еіміогсей by play upon words.” 

idence a the author is not impressed by the 
factors m 1 statements to the effect that emotional 
cause" such disorders as peptic ulcer, 


BOOK REVIEWS 


879 


hypertension, ulcerative colitis. He considers the 
primary etiologies are probably unknown but grants 
that emotional factors have an important determin- 
ing influence on the course of many diseases. In 
addition he stresses the profound effect a structural 
disease may have on the emotional state of the 
patient. 

Many psychiatrists undoubtedly will disagree with 
most of the author's statements and criticisms. They 
may be left with the impression that he ignores 
those aspects of human functioning that are not 
readily measurable by objective methods but none- 
theless on the basis of clinical experience may be 
potent factors in bodily physiology. Some psychi- 
atrists may dispense with the book as the work of a 
biased internist "of the old school" Still others 
will consider there is a need for a more objective 
approach as Dr. Altschule recommends and would 
agree with his parting remarks: 

“Human nature being what it is, it is not surpris- 
ing that a system of thought as undisciplined as psy- 
chiatry should often follow the quick, short way of 
flights of imagination rather than the long, difficult 
road of observation in exploring the jungle of men- 
tal disorder. On the other hand, there is no rea- 
son for accepting this situation as inevitable. A 
thoroughly sound psychiatry cannot develop until 
all men working in it take for granted that accumu- 
lation of valid data is of primary importance and 
that exclusive with superficially ac- 
ceptable conclusions is deleterious. Informed igno- 
rance is to be preferred to misguided certainty.” 

Joun С. Dewan, М. D 
Dept. of Psychiatry, 
University of Toronto. 


Curso pg Рвїфїллтмл. By Honorio Delgado. (Lima: 
Imprenta Santa María, 1953.) 


Following the line of a general pedagogic concept 
of psychiatry, Professor has made avail- 
able to the medical profession in Latin America, а 
much needed textbook on mental and emotional dis- 
orders. This е of the author, let me say em- 
phatically, has been fully accomplished, 

Conceived in a fluid, eloquent prose, Curso de 
Psiquiatria offers to the reader valuable material 
on definition, etiology, symptomatology, diagnosis, 
prognosis, and treatment of mental disturbances. 
The book is arranged in 25 chapters explaining, 
with patent mastery, the problems and solutions per- 
taining to the various disorders grouped under two 
great divisions of modern psychiatry, namely, psy- 
chopathology and special psychiatry, Emphasis is 
given to psychotherapy and mental hygiene. Each 
chapter is supplemented by a copious bibliography, 
highly useful to the student. 

ManueL Manrigue, M. D., 
New York City. 


TRAINING AND RESEARCH IN STATE MENTAL HEALTH 
Procrams. Published by the Council of State 
Governments. (Chicago, 1953. Price: $5.00.) 

This report to the Governors’ Conference, 1953, 
is a result of a 2-year study Буа special research 
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staff of the Council of State Governments guided 
by an Advisory Committee which included 12 mem- 
bers of The American Psychiatric Association, two 
being former presidents. 

The study is a sequel to a report by the Council 
that has had wide influence for improvement in state 
action for mental health. The earlier volume, The 
Mental Health Programs of the Forty-Eight States, 
1950, dealt with broad aspects of the subject, in- 
cluding the administration of state hospital systems, 
their plant, personnel, and programs of care and 
treatment. 

The present report is the result of a request by 
the Governors’ Conference in 1951 that the Council 
undertake a further study that should include: 

“т, A survey of methods of training personnel 
and conducting research into the causes, prevention 
and cure of mental disease; 2. An investigation of 
the possibilities of setting up in less populous areas 
regional mental health bodies which could pool the 
training resources and research of a number of 
states in a common fight against mental illness; and 
3. An inquiry into the possibility of some over-all 
mechanism whereby the states could plan and co- 
ordinate their research and training programs to- 
ward a mutual goal of preventing mental illness and 
reducing the population of mental institutions.” 

The Council’s staff worked directly through the 
offices of the Governors and had the full cooperation 
of all state departments and agencies concerned with 
mental health and of hundreds of individual research 
scientists, universities, clinics, and other institutions. 

The administrative confusion and diffusion of ef- 
forts which exist in some state mental health pro- 
grams are amazing. This report to the Governors 
of the 48 states will surely emphasize to them the 
dire need, in some locations, for better organization 
and administration. In one state the state mental 
hospital had been under 4 different administrative 
agencies within the last 6 years, and 5 other agen- 
cies were involved in other phases of mental health 
work, 

The report contains excellent suggestions as to 
how the highest echelons of state agencies can co- 
ordinate and integrate their functions, interests, and 
activities in mental health problems. Directors of 
mental health programs are encouraged to use more 
initiative and ingenuity in promoting their pro- 
grams, and the need to explore new methods and 
concepts is emphasized. 

Most of the difficulties confronting research in 
state mental hospitals hinge on the lack of profes- 
sional personnel and funds, but material induce- 
ments by themselves are not sufficient to recruit re- 
search people of adequate caliber. There must be 
added freedom, support, facilities, and communica- 
tion to permit the researcher to work effectively. 


As the report points out, only 3% of the amount 
spent annually on medical research in the United 
States is devoted to mental disorders—an extremely 
small outlay as compared with sums devoted to re- 
search on such illnesses as cancer, tuberculosis, and 
poliomyelitis. Yet in terms of morbidity, hospital 
loads, human misery, unhappiness, and waste, men- 
tal disease is one of the most formidable problems 
we face—one that calls for far more effort through 
research to uncover the means of combatting it. 
Similarly, in the care and treatment and measures 
for prevention of mental illness, well-selected and 
well-trained personnel at all levels are especially 
necessary—even more so than may be the case for 
various other types of disease. 

Among the many important points emphasized in 
this book are the following : 

“The states bear by far the greater part of the 
responsibility for the mentally ill; they therefore 
have most to gain from any program that would re- 
duce the number of mentally ill. 

“The states have a virtual monopoly on the sub- 
jects of research—the patients; about five-sixths of 
the persons hospitalized for psychosis, alcoholism 
and mental deficiency are in state institutions. 

“The majority of mental health personnel are 
state employed; therefore any gains in the level of 
professional skill that result from better training 
affect primarily the state services. 

“Tt is primarily at the state governmental level 
that all the affected areas of life—education, wel- 
fare, correction, health—are represented by govern- 
mental departments whose efforts can be integrated 
for the common purpose to improve mental health. 

Training of personnel and research are the two 
phases of action dealt with comprehensively. A yast 
amotnt of current information and material ha 
been assembled, upon which the text is based. There 
are 24 major textual tables, 28 charts, an appendix 
consisting of 5 exhibits, maps, detailed tables and 
schedules. The exhibits present fascinating illustra- 
tions of educational programs and other efforts Ш 
mental health work. The summary and recommen 
dations are in the front of the report. There i53 
list of selected references and a complete index. , 

The report goes far beyond the fields of training 
and research, both by implication and direction. i 
is a worthy companion to and supplements the. ү 
report to the Governors and can provide a basis Wi 
notable advance in early years ahead. It co 
itself to all psychiatrists and to others interest 
mental health and should be in every referen 
library. 

Ruzy Н. Сотник, M.D» m 
National Institute of Mental Health, 
Bethesda, Maryland. 
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RESULTS OF TREATMENT IN PSYCHOSES—WITH A 
CONTROL SERIES: 
II. INVOLUTIONAL PsvcHoric REACTION 
EARL D. BOND, M. D., PHILADELPHIA, PA. 


As in our report on schizophrenia the 
diagnostic manual of the APA is followed 
closely. Most of the patients have the “ѕота- 
tic concerns” of the manual but also nihilistic 
and grandiose ideas, A much smaller num- 
ber have chiefly delüsions of torture, persecu- 
tion, and reference. А very small number 
have only depression, agitation, and self-ac- 
cusation appearing for the first and only time 
in middle age. 

All illnesses were first attacks in the forties 
or fifties except 2 which began in the thirties 
and тт which began in the sixties. From the 
control group, т patient is kept out of this 
calculation because she began to recover after 
10 years in a private sanitarium and com- 


1 These reports are part of a series, the first ap- 
pearing in Vol. 110, p. 561, Feb. 1954. 

From The Institute of the Pennsylvania Hospi- 
tal supported by the Catherwood and Kirkbride 
Foundations. 


pleted recovery with only 2 weeks in the 
Pennsylvania Hospital. 

Table 1 gives results at the time of leav- 
ing the hospital, and restilts 5 years after ad- 
mission. It is interesting that in these involu- 
tional patients recovery rates for both control 
and EST cases go up when followed 5 years. 

There is difficulty in following 1940-46 
cases. In these years people were affected by 
the war; family physicians entered military 
service; the families moved often. In con- 
trast the follow-up of control cases is good. 

A pattern of recovery and relapse seen in 
schizophrenic shock cases is perhaps in evi- 
dence here in the 9 relapses in the 5-year 
period in the 1940-46 cases against 1 in the 
controls. The table does not show 14 relapses 
which occurred after the 5-year limit in re- 
covered EST cases; there were 2 such re- 
lapses in the controls. 

Recoveries—Controls.—Eighteen who left 
the hospital well were followed through 5 to 


TABLE 1 
INVOLUTIONAL Рзүсноттс REACTION CONDITIONS ON DISCHARGE AND 5 Years FROM ADMISSION 
Controls Late 
1925-34 154540 
ы = $ years Discharge 5 years 
ОРЕ ЕНЕН 21—15% 34—27% 107—51% 59—56% 
Recovered —Relapsed—Recovered : o 207 
uch improved—minor defect.... 18—13% 7 35—170 5— 
Recovered—Killed by accident.... 9 А 
Рае Ру LOS 4I 20 xi j^ 
Recovered—Relapsed . 1 | 
nimproved—died ...... 7 34 7 d 
ИШСЕ @) (7) о 9 
Rimproved—living ............. 54 25 2 
m. WU A dl Ae a 
n 105 
Recovered 6 35% 58% 59 
‘uch Improved т б 
Improved ... 4 19 
nimproved .. 6 By: 
5 тот 
5 тот 
141 I41 an 2 


* 
Exceptions to EST appear in the text. 
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то successful years. They were all able to 
work: some were described as “enjoying life 
fully,” “active in church and clubs and 
home.” 

Sixteen were not well on leaving the hos- 
pital but recovered at home or in other hos- 
pitals. One man was able to do only chores at 
home until his wife “sent to New York for 
medicine which soon cured him” and enabled 
his return to business. 

One patient relapsed in the ninth year, and 
one in the tenth, at the ages of 66 and 69 re- 
spectively. One in the seventh year died of 
brain tumor. 

The average stay in hospital was 12 
months. 

Recoveries—1940-46.—Of 59 cases 55 re- 
ceived EST and 2 received metrazol series ; 
2, because of heart lesions, received no 
shocks, 

One woman who returned well to her home 
was killed 2 months later with her husband 
and daughter when her husband drove into a 
car which was on the wrong side of the road. 

After the 5-year period, patients relapsed 
at 54, 54, 51, 6, 6, 6, 74, 7, 8, 8, 9, 12 years. 
Two more patients, who relapsed at 6} and 8 
years, recovered again with EST. 

The average stay in hospital for these pa- 
tients was 2 months. 

Recovery then Relapse—Controls and 
EST cases.—In the controls the only instance 
of recovery with relapse was in a patient who 
committed suicide at home. 

All 4 of the 1940-46 group who first re- 
covered then relapsed had received EST. 

Unimproved and Died—Controls.—Otf the 
34 deaths within 5 years, 7 were suicides, I 
was from malnutrition due to the psychosis, 
and the remaining were due to intercurrent 
diseases. 

Unimproved and Died—1940-46.—Of the 
14 deaths within 5 years, 4 were suicides; 1 
was probably suicidal; 1 was comatose on 
admission and died in a week; 1 died in his 
first electric shock; while the remaining 7 
died of intercurrent diseases. 

Seven of these cases were given EST: 7 
were not. 

Unimproved and | Living—Controls.— 
1940-46.—Only one control case deserves a 
record here. A widow of 59 was admitted de- 
pressed, cursing, sad, witty, sadistic, gran- 
diose, seeing images of her children in her 
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food ; she remained in the Pennsylvania Hos- 
pital for 9 years then went to sleep sick and 
woke up well She remained well until a 
cerebral hemorrhage came 13 years later. 

Of 7 unimproved and living (1940-46) one 
was treated by electric 1 by insulin, and 1 by 
metrazol shock. In 2 instances arterio- 
sclerosis was considered to contraindicate 
shock. 

Lost—Incomplete follow-up.—All Cases. 
—The 17 control cases need little considera- 
tion with 6 recovered and 6 unimproved at 
last notice. 

The 101 cases of 1940-46 are important. 
When last known, the recovery rate was 
about the same as in cases followed. Of 59 
recoveries 42 were followed at home for a 
year after they left the hospital. In the gen- 
eral pattern of EST in involution cases there 
were few relapses in the first 5 years. One 
would think that patients who had been cured 
rather speedily of a first attack of a distress- 
ing disease would return if symptoms reap- 
peared—or if they turned to other hospitals 
or physicians that a record of the first attack 
would be wanted. However, we do not know 
what happened. 

Of 42 cases followed for a year at home 
and who were well at the end of that time, 36 
received EST at the Pennsylvania Hospital, 
I at a preceding hospital and 1 received 
metrazol at a succeeding hospital—so that 
only 4 received no shock treatment before re- 
covery. 

The unimproved group in the lost 1940-46 
cases has the greatest proportion of non- 
EST. There were reasons for avoiding d 
т because of glaucoma, т because of Pagets 
disease, 3 because of heart lesions, 1 because 
of arteriosclerosis, 3 because the patients 
remained only a few days. In all, 8 patients 
received EST and 9 did not. 

The 59 recoveries who could not be fol- 
lowed for 5 years had an average stay in 8 
hospital of 2 months, as did the cases W 
could be followed. This is remarkable be 
cause the following cases of longer duration 
were included. 

A patient who remained at the pennsyl- 
vania Hospital for 4 months with no shoc 
treatment recovered in a state hospital W! 
a metrazol series. 6 

A second patient with a residence of 
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months received а metrazol series first and 
improved but recovered after later EST. 

Tna third case, a woman of 42 whose “еуез 
were growing smaller" and “bones were dry- 
ing up," received EST without effect and re- 
covered under insulin treatment—the only 
such instance. She was 11 months at the hos- 
pital. 

Ina fourth situation a first EST series and 
then a second was required, with a 6-month 
hospital stay. 


SUMMARY 


А series of 206 consecutive admissions of 
involutional psychotic reactions in 1940-46, 
when electric and other shock treatments 
were used (except in 24 where shock was 


contraindicated or refused) is compared to 
a control series of 141 consecutive admissions 
in 1925-34, under similar conditions without 
shock therapy. 

The shock treated series has over twice the 
percentage of recoveries both on discharge 
from the hospital and at 5 years after ad- 
mission. 

The average stay in the Pennsylvania Hos- 
pital of the recoveries in the shock series was 
2 months; the average stay of the control 
series was 12 months. 

The comparison is marred by the fact that 
only slightly more than half of the shock 
series could be followed for all of 5 years; 
however, the cases which were “Jost” had, at 
last accounting, the same percentage of re- 
coveries as those which could be followed. 


HI. MAnic-DeEpRESSIVE REACTIONS 


EARL D. BOND, M.D. лмо HAROLD Н. MORRIS, JR. 
PHILADELPHIA, PA. 


In the previous reports on schizophrenic 

and involutional psychoses we dealt with dis- 
tase forms that had a history of a long run 
ending in recovery or continued illness ; and 
in which the results 5 years after hospital ad- 
missions were important. 
‚ When we turn to manic-depressive геас- 
tions we find a history of repeated attacks. 
The condition of the patient 5 years after ad- 
mission for a particular attack does not have 
much meaning, but reliable and important 
information emerges about comparative 
lengths of stay in hospital, incidence of sub- 
Sequent attacks, and the immediate results of 
hospital treatment. 

These manic-depressive reactions have 
been carefully selected. The depressed cases 
in this series have a fundamental and deep 
downward mood swing, usually with self-ac- 
cusation and a history of other attacks. The 
qiue cases have elation, psychomotor ac- 
ae flight, and distractability with a his- 
b oe attacks. Circular cases are classified 
Ne е condition or admission. Not included 
reactive and unclassified depressions, and 

Volutional dperessive reactions. 

А 2 should be taken at face value only 
Mus е conditions on discharge, where an in- 

s of recoveries by 13% is shown when 

à was available, But with the use of EST 

average hospital stay for recovered cases 


was 2.3 months, while the control recovery 
series of 1925-34 had an average residence 
of 4.5 months. In the EST series are carried 
3 patients with hospital residence of 10, 14, 
ànd 18 months respectively. The 10 months’ 
stay was that of a manic patient on whom 
EST had no effect. The 18 months’ stay was 
that of a patient who had3 electric shocks and 
showed such cardiac disturbance that shocks 
were discontinued. The 14-month stay is an 
extraordinary illustration of the efficacy of 
shock; the patient’s family refused the treat- 
ment because of the danger of a fracture ; the 
patient threw himself backward and sus- 
tained just such a vertebral fracture as EST 
might have produced. After healing had 
taken place, in his thirteenth hospital month, 
he was given EST and recovered promptly, 
keeping his recovery for 10 years to the 
present. 

There is not much difference in results 5 
years after admission but fewer 1940-6 cases. 
could be followed and conclusions must be 
shaky as we are dealing with an intermittent 
disease. 

Karaqulla(1) in her Royal Edinborough 
Hospital series raised the question of what 
happened when EST was available and not 
used. At the Pennsylvania Hospital from 
1940 to 1946 there were 128 such cases. The 
reasons for the avoidance of shock were 
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TABLE 2 
Manic-DepressivE REACTIONS 
Conditions on Discharge, after г yr., and after 5 yrs. 
Controls EST available 
1925-34 1940-46 
Dis- т 5 Dis- т 5 
charge year years charge year years 
Recovered ......... cede ER 337 284 299 407 321 167 
(59%) (55%) (64.5%) (72%) (71%) (66%) 
Recovery held to death........ 7 0 
Fair condition—minor defect... 135 89 43 97 50 12 
Fair condition—major defect... 21 
Recovery—later suicide .. 5 5 
No improvement to suicide.. 3 12 ї 10 
No improvement to death 8 24 10 20 20 
In new attack S 55 46 26 21 


No improvement at any time in 
living patients 


567 517 464 
Bost АНИР T E PES] о 50 103 
Recovered. еа Е 
Improvedusdt eure уа 
Unimproved ................. 

567 567 567 


these: physical illness, 27; patients removed 
in less than 13 days, 23; EST directly re- 
fused, 12; rapid improvement, 20, circular 
cases, 12; unknown, 34. Of the 128 cases, 
64 were recovered on discharge, 34 were im- 
proved, 28 were no better, and 2 died. That 
is, instead of the recovery rate of 72% for 
the whole group, there was only 50% even 
including the 15% who were improving so 
fast that shock was deemed unnecessary, 

In what year did a next attack come in 
both series of recovered cases? In cases that 
could be followed to the next attack or for 
5 years the control series has the better of 
it. Of 275 control cases 44 broke down in 
the first year, 48 in the second to fourth 
years, 10 in the fifth year, while 2 had con- 
stant mood swings. Of 227 cases when EST 
was available 65 broke down in the first year, 
66 from the second to fourth years, 9 in the 
fifth year. It is remarkable that 171 control 
cases went through 5 years without a break, 
and 87 of the 1940-46 cases ; it is encouraging 
that for both series a total of 258 out of 502 
cases went through 5 years successfully. 


SUMMARY 


1. A main purpose has been to build a 
“control” series of 567 consecutive manic- 


563 446 253 


60 195 
(60%) (63%) 
26 47 

17 68 


563 563 563 


depressive cases under hospital treatment be- 
fore the advent of shock methods (1925-34). 
Recovery rates are found to be 59% on dis- 
charge, 55% after one year, and 644% after 
5 years. ў 

2. A comparison with 563 consecutive 
cases under the same hospital treatment with 
EST available (1940-46) and used in about 
$ of these cases suffers because less than one- 
half could be followed for 5 (war) years. 
However, the recovery rates are 72% 0n 
discharge, 71% after one year, and 66% 
after 5 years. ; 

3. In the control group the average stay 1 
the Pennsylvania Hospital for recovered cases 
was 4.5 months ; in the later group гесоуеге 
patients (2 of them treated with EST) had 
an average stay of 2.3 months. 

4. Over half of all cases who recovered in 
both series remained well for 5 years ОГ 
more. The EST series showed more break- 
downs in those who could be followed. 

5. The usefulness of electric shock therapy 
in shortening attacks is clear. 

6. The importance of emphasizing “short: 
ening the attack” is shown by a look at those 
patients listed as in fair condition with 4 
minor defect—or much improved. There até 
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more of these in the control series and there 
135 cases would add nearly 24% to the pro- 
portion of good results on discharge. In 
1940-46 there were 97 cases or only 177% to 
be added. But again in this group which 
might be called “much improved” the con- 
trols averaged 4.8 months’ hospital stay while 


the advent of EST reduced the time to 2.3 
months, 
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IV. GENERAL DATA AND SUMMARY 
EARL D. BOND, M. D., PHILADELPHIA, PA. 


Table 3 gives first the results already re- 
ported in 3 important psychoses. Again the 
statement is necessary that the condition 5 
years after admission means little in the 
manic-depressive group and much in the 
other two. Secondly the unclassed psychoses 
are reported—those with no chronic brain 
symptoms. Thirdly 2 diagnoses are given for 
their contrast value. 

First the stability of the control group in 
the manic-depressive, involutional, and 
schizophrenic groups is remarkable—dis- 
charge and 5-year rates are about the same. 

_ Second, the cases between manic-depres- 
sive and schizophrenic reactions tend to fol- 
low the manic-depressive pattern of recovery 
at a lower level. To classify all these psy- 
choses as schizophrenic, as Bleuler would 
have done, would greatly increase the schizo- 
phrenic recovery rates. In half the cases 
EST was used. There were 249 control cases 
and 168 later cases kept unclassed to keep 
other diagnoses free of doubtful, borderline 
cases, 

Third, the contrasting arteriosclerotic and 
Senile group should be accompanied by the 
death rates, For all cases in both series the 


death rate in hospital was 34% and in 5 years 
it was 87%. 

Other Diagnoses.—There are other condi- 
tions with which a mental hospital must 
deal—some not psychotic. The results in 
neuroses were surprisingly good. 


PSYCHONEUROTIC DISORDERS 


It is taken for granted that in general only 
the most socially disturbing severe neuroses 
come to a hospital primarily for psychoses. 
Dr. A. A. Brill used to say that neurotic pa- 
tients who came to state hospitals were 
schizophrenics. This is not true of the pri- 
vate mental hospital with its large number 
of voluntary admissions, But the words used 
to describe results in psychoses are not ap- 
plicable to hospital neuroses, Short stays in 
a mental hospital can be expected to have 
little effect—perhaps some relief of anxiety in 
a protected and understanding environment, 
some chance of a conscious reappraisal of 
one’s situation, some shock at the discovery 
of psychotic patients. 

In this account of hospital treatment of 
neuroses “much improved” means either ab- 


TABLE 3 
PERCENTAGES ОР RECOVERED AND MUCH IMPROVED 
1925-34 1940-46 
On In On 
discharge 5 years discharge $ years 
Manic-Depressive Reaction 59 65 dz 66 
Involutional Reaction ....... 39 33 БУ, 56 
Schizophrenic Reaction .............:.:. 14 13 39 29* 
Unclassed Psychoses 
tween Manic Depressive and 
Schizophrenic .......sceeeeeeeeeeees 42 54 54 ? 
mixed and рагапоїй................:... 32 33 48 ? 
Chronic Brain Syndrome 
arterio-sclerotic and senile. . 13 3 16 d 
Psychopaths .. o o о 9 


* 3 
Correction of 23% given in previous table. 
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sence of overt symptoms ог an ability to live 
and work in spite of anxiety—perhaps “con- 
siderable relief” is the best phrase. 

A change that had its effect on all the 1940- 
46 cases and possibly a third of the control 
cases was the establishment of a geographi- 
cally separate institute designed for the less 
severe neuroses, started in 1930 but not at 
full capacity by 1935. 

These hospital neuroses divide themselves 
into 3 main groups: 

1. Those most appropriate for a mental 
hospital are the depressive reactions (reac- 
tive depressions) because they behave so 
much like psychotic depressions and often are 
mistaken for them. 

In the control group these reactions num- 
bered 62, and 31 were discharged free of 
symptoms. One, “very mildly depressed,” 
committed suicide after 7 days in the hos- 
pital. In a 5-year follow-up of 44 there were 
22 (the same percentage) doing well, but 8 
others had died, 

In the 1940-46 group these depressive re- 
actions numbered 30, and 13 left the hospital 
free of overt symptoms. This falls short of 
the good results in control group although 
EST was used in 10 cases. Three of the 13 
remained free of symptoms for at least one 
year, I was a suicide, т relapsed, 1 was no 
better. Because another department for neu- 
roses was functioning fully, these reactions 
were more severe than those of the control 
group. 

‚2. In the control group, anxiety, conver- 
sion, and phobic reactions numbered 44, and 
15 were free of symptoms on discharge. At 
the end of 5 years, 10 were lost, but 19 were 
free of overt symptoms while 2 had com- 
mitted suicide. 

The same group of reactions in 1940-46 
numbered 60 and 23 were free of symptoms 
on discharge. Thirteen of the 6o received 
EST: of these 4 were much improved, 

3. The difficult problem of the compulsive- 
obsessive remains. In the control group there 
were 23 and 5 seemed to be free of symptoms 
on discharge and 4 were similarly free in 5 
years. Brief statements about these 4 follow. 
One woman showed no symptoms as long as 
she was nursing her mother but when the 

mother died in the twelfth year the patient 
went back to her obsessions; a second wo- 
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man, after narcosis and a short analysis, did 
very well for 12 years, when she also re- 
turned to obsessive thinking ; one man after 
a short stay in the hospital began an analysis 
and for the next IO years was Steadily at 
work, with his obsessions bothering him only 
to a minor degree; a boy of 17 with compul- 
sions and catatonic symptoms recovered, 
married and was "well the next 5 years," 

In the 1940-46 group the compulsive-ob- 
sessive cases numbered 26 and 4 were much 
improved on discharge. Fourteen received 
EST, one insulin; 2 of the 15 were much im- 
proved. Statements about the 4 cases show- 
ing great improvement on discharge follow, 
The first relapsed in a year, received 5 EST, 
and was reported “well and at work” for the 
next 2 years. The second, compulsive for 
Over 20 years, unable to work for 3 years, 
was given EST and “worked steadily for the 
next IO years.” The third, “always compul- 
sive has worked steadily and gotten on very 
well for 12 years." The fourth went steadily 
down hill after a temporary gain with IO 
EST. 3 

Voluntary residence with short stays in a 
mental hospital is of practical advantage and 
produces useful results in 50%of reactive de- 
pressions, 33% of anxiety and conversion 
states, and less than 20% of compulsive-ob- 
sessive reactions. Shock methods were of 
doubtful value in these neuroses. 


ALCOHOL AND DRUG PSYCHOSES AND ADDIC- 
TIONS 


The number of alcoholic psychoses 
dropped from 44 in the 1925-34 series to 14 
in 1940-46, probably because better care for 
alcoholics had been provided in general hos- 
pitals. Of all 58 cases, 50 were “off alcohol 
and had no psychoses when discharged; 2 
had died. After 5 years most cases were lost 
but 8 had remained abstinent—one of them i 
being remarkably successful. 

Drug psychoses, however, increased some 
what: 14 to 15 from tlie 10 earlier to n 7 
later years. At discharge 19 were “ОЁ 
drug,” but no follow-up was possible. 

The admissions of addicts to alcohol of 
drugs or both, increased, however, from " 
in 10 years to 105 in 7 years. There ho 
change in treatment. Of the 205 there W Й 
124 “off alcohol or drugs" on discharge a? 
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14 are known to have kept off drugs for the 
next 5 years; 12 died ; 11 are known to have 
continued to drink for 5 years; 34 were lost. 

The work of the hospital has been to re- 
lieve an emergency situation for patients and 
families. Time in the hospital is measured in 
days or weeks for these voluntary patients. 

Discouraging are the results in 13 control 
cases in which alcohol and another drug are 
both in the picture. In 5 years 3 of these had 
committed suicide, 2 had died, 3 had at once 
relapsed and were worse, 2 were lost, 1 re- 
mained abstinent (diabetic) to his death in 
the sixth year, I was steadily at work but 
still drinking, one who had neuritis at the 
hospital after taking 23 (?) quarts a day was 
"off alcohol and well." 


ACUTE BRAIN DISORDERS 


There are 2 psychoses affected by new 
treatment aimed at general infection. The 
sulpha drugs and antibiotics came into use 
roughly (1937-42) in the gap between the 
two series here reported. 

It is hardly safe to draw conclusions from 
the experience of one mental hospital whose 
referrals usually are from general hospitals, 
but psychoses as a consequence of infection 
Were cut down from 9o in 1925-34 to 16 in 
1940-46, and the immediate recovery rate 
went down from 53% to 25%. The sugges- 
tion is that the new drugs used in general 
hospitals and general practice did not allow 
Psychoses to develop and only the most re- 
sistant got through to a psychiatric center. 
At the fifth year from admission the recovery 
Tate for the controls (1925-34) was 39% 
me the death rate was 35%. The follow up 
Or the controls (1925-34) was 3996 while 
eg death rate was 35%. The follow up for 
the 16 later cases is not available but 5 died 
in the hospital, 

i In these acute brain disorders, of course, 
is the underlying infection that controls re- 
covery or death, 
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215 chronic brain syndrome is considered 
€ because of the use of new drugs in 1940- 
' “Тете again a drop from 97 control cases 
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to 22 in 1940-46 seems significant. Do fewer 
admissions mean that syphilis has been 
stopped in earlier stages? 

The results of malarial therapy, used in 89 
cases in both series, were recovery in 3I 
(35%). In 5 years for the control series and 
I year from the later series, recoveries had 
slightly increased to 33%. 


SMALLER OR UNUSUAL GROUPS 


It does not seem important to report on 
very small or unusual groups which are not 
affected by any new treatments. However, 
they give an idea of the variety of conditions 
which a psychiatric hospital meets. They in- 
clude little groups of acute and chronic 
brain disorders, psychoses with mental de- 
ficiency, personality disorders. In this hospi- 
tal a large special group of children with 
postencephalitic behavior disorders was car- 
ried in a school setting for 10 years. 


SuMMARY 


"There has been built up a library of large 
cards giving much information about all pa- 
tients admitted in 10 years before the advent 
of shock therapies, sulpha drugs, and anti- 
biotics. A similar set of cards covers all pa- 
tients admitted for 7 years after the new 
therapies were in operation. (It is planned 
later to study 3 more years.) 

Information includes follow-up for 5 years 
or more after admission, This is fairly satis- 
factory for the early cases—half satisfactory 
for the later ones. 

All in all, when shock methods are used in 
the great groups of patients who show no 
symptoms of acute or chronic brain disease 
there is an encouraging increase in recover- 
ies. In psychoses due to infection (includ- 
ing syphilis) there is a lessening of the num- 
ber brought to a psychiatric hospital. There 
is a surprising amount of relief given to pa- 
tients with psychoneuroses who enter a pri- 
vate mental hospital organized for psychotic 
patients. Ча) 

With many exceptions, recoveries in the 
control group seem more stable than those in 
the shock-treated series. 


COMMUNITY CONDITIONS AND PSYCHOSES OF THE ELDERLY: 
ERNEST M. GRUENBERG, M.D.,? Syracuse, N. Y. 


... There is a hopeful field for prophylaxis [of 
psychoses] . .. insanity is not merely a matter of 
fate, at least if we learn to consider social con- 
ditions as to some extent of our own making(1). 


So said Adolf Meyer to the New York 
Academy of Medicine in 1907. 

The research efforts of the New York 
State Mental Health Commission are a small 
part of psychiatry’s efforts to remove the 
fateful aspects from our picture of the psy- 
choses. Our studies on the psychoses of the 
aged are part of that broader enterprise. 

Our understanding of psychoses comes 
primarily from clinical experience in caring 
for individual patients. Secondly, we gain 
insight from clinical investigations which 
bring logical order into this experience. This 
understanding is further enhanced and de- 
veloped by laboratory and pathological stud- 
ies. Lastly, this insight can be supplemented 
by studies which seek to define the social 
conditions that favor the development of 
psychoses. 

This report deals with a fragment of 
knowledge gained from such studies. It is a 
progress report on our efforts to discover 
those social conditions, the modification of 
which would reduce the fatefulness of psy- 
choses by making prophylaxis a reality in- 
stead of a hope. 

These studies are being carried out by a 
group of investigators in the research unit 
of the New York State Mental Health Com- 
mission. 

The plan of investigation anticipates 6 
consecutive questions : 

1. Do CASSP (cerebral arteriosclerotic 
and senile psychosis) hospital admission 
rates vary in different populations? 

2. If so, what characteristics distinguish 
the populations with high rates from those 
with low rates? 

3. Do such variations reflect disease in- 
cidence variations? 


1 Read at the 109th annual meeting of The Amer- 
ican Psychiatric Association, Los Angeles, Calif, 
May 4-8, 1953. 

2 Executive Director, New York State Mental 
Health Commission, Dept. of Mental Hygiene. 
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4. Are the characteristics of populations 
with high rates characteristics of patients, or 
only of their associates? 

5. Do modifications in the related char- 
acteristics of high-rate populations reduce 
the incidence of cases? 

6. And/or of hospitalized cases? 

This statement reports our current prog- 
ress in answering the first 2 questions. The 
second 2 are currently under investigation. 
The last 2 will be contemplated in the future, 


METHOD 


Six steps have been taken to find out 
whether CASSP hospital rates vary and 
what characteristics distinguish the high-rate 
populations from others. 

1. Select a city for intensive investigation 
which is: (a) big enough, (b) not unrepre- 
sentative of American cities in its size range, 
(c) census tracted by the U.S. Census Bureau 
with more or less socially homogeneous cen- 
sus tracts, and (d) with a climate of opinion 
favorably disposed towards cooperation with 
forward-looking community research. , 

2. Allocate CASSP first mental hospital 
admissions to the census tract in which the 
address of the patient on the admission rec 
ords is located, treating admissions from 
nursing homes, hospitals, and other institu- 
tions as census tract unknown. 

3. Compute census tract rates and make a 
map to see what you have—unclear 11 our 
experience because of small numbers. 

4. Compute an “expected” number of ad- 
missions from each census tract, applying 
city-wide age and sex specific rates to €^" 
census tract. 

5. Select those tracts which are © 
ently higher than “expected.” el 

6. Find the characteristics that 901808 
the “high” tracts from the rest of the city. 

Ten of the city’s 52 census tracts, va 
large enough populations to be included y 
the study, were found to have consist а, 
“high” first mental hospital admission к 
they are shown darkened on census 
maps of Syracuse (Figs. 1, 2, and 3): 
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“high” rate tracts tend to form a contiguous 
area in the center of the city. 

Because of the attention which Faris and 
Dunham(2) at first, and Redlich and Hol- 
lingshead(3) later, had drawn to the socio- 
economic status of populations as related to 
psychosis rates, we first examined the rele- 
vance of this variable. 

In Fig. 1, the low socio-economic areas IV 
and V, composed of 25 census tracts, are 
outlined by a heavy black line. All of the 
"high" rate tracts are within or touching this 
area, This fact suggests the possibility of 
some relationship between socio-economic 
status and CASSP rates. The presence, 
however, of a number of census tracts in this 
area with comparably low socio-economic in- 
dices, but without “high” rates, casts some 
doubt on the correlation between this index 
and CASSP hospitalization rates. 

Analysis of the available facts regarding 
the census tracts with low standard socio- 
economic scores (less than 95.0) strengthens 
this doubt. These census tracts are shown 
as follows: 


Population Number 
Standard age 65 and of first 
socio», over hospital 
Census economic (1940. admissions 
tract score census) 1935 to 1944 
"High" CASSP rates 
460 22 
308 15 
339 16 
366 14 
425 20 
462 20 
2360 107 
Not “high” CASSP rates 
317 13 
199 4 
189 2 
169 3 
268 4 
339 10 
136 3 
385 6 
226 5 
237 5 
2465 55 


Although the average standard socio-eco- 
nomic scores for the two groups are similar 
(90.6 and 89.4), the average annual CASSP 
first admission rates (453 per 100,000 and 
223 per 100,000) are significantly different. 
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Searching for clues to what might distin- 
guish the “high” rate tracts from the other 
lower socio-economic status tracts, the com- 
posite socio-economic index was examined to 
see if any member of the composite socio- 
economic score tended to correlate more 
closely with the rates than the composite 
score as a whole. (Furthermore, a tour of 
the low socio-economic areas was made to 
find if direct observation would yield a clue 
to distinguish these two sections). The com- 
posite socio-economic score? took 6 items 
into consideration: (т) mean contracted or 
estimated rental, (2) percentage of homes 
with mechanical refrigeration, (3) percent- 
age of homes which were detached, single- 
family homes, (4) percentage in certain oc- 
cupations, (5) percentage in the labor force 
looking for work, (6) median school year 
completed. 

These are all highly correlated with each 
other but the inspections mentioned above 
suggested a high concentration of multiple 
family dwellings in the “high” rate area. 

Accordingly, the census tracts with a large 
proportion of multiple dwelling units, those 
with an average of 2.25 or more dwelling 
units per structure, were outlined on a map 
(Fig. 2). It can be seen that this area cor- 
responds with the “high” rate area remark- 
ably well. 

In Table 1 the whole gamut of census 
tracts is presented according to socio-eco- 
nomic index, dwelling units per structure, 
and percentage of population living alone, 
with markings to indicate the tracts high in 
CASSP admissions, and the tracts high in 
admissions for all other psychoses. Inspection 
of these data shows that there is not so con- 
sistent a relationship between hospitalization 
of psychoses and the socio-economic score 
as between hospitalization and the other 50- 
ciological characteristics. J 

We then attempted to hold economic sta- 
tus constant while observing variations 11 
crowding. 

Average monthly rental and average num- 
ber of dwellings per structure were used as 
independent measures of economic status 


з Тһе social ecology study of Syracuse pese 
this analysis was made in cooperation with the ^ 
partment of sociology, Syracuse University on 
grant from the Milbank Memorial Fund. 
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ТАВГЕ 1 


Census Tracrs* RANKED Accorpine TO STANDARD SOCIO-ECONOMIC SCORE, AvrRAcE DwrLLINGS PER 
STRUCTURE, AND PROPORTION OF POPULATION IN ONE-Person HOUSEHOLDS 


Syracuse, N.Y., 1940 


Living in one- 


ings per person households 
structure 
quM % of. 
Census Census popilation. 
Rank tract Average tract (all ages) 
азр ai 5.41 ai 15.3 
2. 34 32} 3.01 16} 11.4 
3: 16 2.94 32ї 9.0 
4. 23t 2.92 40} 6.2 
5. 42i 2.62 34t 55 
6. 40t 2.59 23t 48 
7. 347 2.55 33} 46 
8. 33t 2.44 39 46 
9... Art 2.37 43 44 
10.. 43 2.37 Art 4.0 
п. ist 2.25 44 38 
12. 39 2.24 53 3.2 
13. 2.19 22h 2.9 
1... 21 1.03 30} 2.3 
15.. 53 1.92 24 1.9 
16... 24 1.85 52 1.9 
| Tes зоў 1.82 59 18 
18... 52 1.81 15 1.7 
19... 5 1.69 2 n 
20.. 35 1.64 42} 15 
21.. 14 1.57 51 1.5 
j 22... 15 1.55 27 L5 
23... 44 1.54 5 L4 
24. 54 1.53 13} 1.3 
an 38 1.52 54 13 
2... 25 1.52 18 1.3 
| 27... 29 1.51 45 L3 
| 28... 59 1.46 35 1.2 
| 20... 20 1.45 58 L2 
30. 6 1.44 бт 12 
її. 2 1.43 14 I.I 
32. 51 1.41 29 Іл 
33. то 1.39 то LI 
34. 27 1.36 50 I.I 
35. 28t 1.35 38 то 
36... 8 1.35 6 Lo 
37. 18 1.34 8 1.0 
38. 45 1.34 20 0.9 
39... 58 1.34 60 0.9 
40... 7 1.34 21 0.8 
41... wt 1.28 28| 08 
42. 49 1.25 7 o8 
43. 50 1.25 4 o8 
44. 57 1.25 57 07 
45. 4 1.17 3 0.7 
46. 9 1.15 zt 0.6 
4. бо LIS 49 0.6 
48. бт 115 9 0.6 
49. 36 113 25 04 
50. 3 1.12 19 0.4 
51. 19 1.10 36 ол 
52.. 47 1.04 47 oI 
} Exclusi 


“ sive of census tracts in which the total populatii 1940 census) was less than 1,500. 4 
mu Dun А rate of first admissions ROG ost Bo ваа age 65 and over for cerebral arteriosclerotic and 


ез. " 
leri ii Tate of first admissions from 1935 to 1944 of persons of all ages for psychoses other than cerebral arterio- 


Da ‘high rate" census tract is defined as one in which the probability of the difference in first admissions, as com- 
а those expected, was less than .5 in at least 3 of the 5 year periods from 1935 to 1944. The. number 
from 11381008 Was computed on the basis of the age and sex specific rates for all census tractsecombined. Admissions 


sing homes, sanatoria, convalescent homes, and similar institutions have been omitted. 
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and crowding, respectively. The result of 
this procedure is shown in Table 2. 

It may be seen that first admission rates, 
where figures are available, tend to rise 
within each rental range with rises in the 
density of dwelling units per structure. It 
may also be seen that there is not an apparent 
similar consistent tendency for rates to be 
lower for higher rentals. The small num- 
bers of census tracts and of first admissions 
appearing in some cells of the table must be 
taken into consideration, however, in draw- 
ing conclusions from the rates. 

Further study shows that the ratio of 
dwelling units per structure is so highly cor- 
related with the percentage of people living 
alone that a similar relationship may be 
found between this characteristic of a census 
tract and first admission rates of cerebral 
arteriosclerotic and senile psychoses (see 
Fig. 3 and Table 3). 

"Tables 4 and 5 show that this phenomenon 
is not characteristic of cerebral arterioscle- 


TABLE 2 


AVERAGE ANNUAL FIRST Арм1їззїом RATES PER 100,000 POPULATION FROM Census Tracts GROUPED 
ACCORDING TO AvERAGE MoNTHLY RENTAL AND AVERAGE DWELLINGS PER STRUCTURE 


Cerebral Arteriosclerotic 


Age 65 and Over 


Syracuse, N. Ү., 1935 to 1944 
AIO RE ешш рег yee Average monthly rental (1940 census) 
(1940 census) tracts $19-29 $30-39 $40-49 ото 
Number of census tracts * 
Less than 1.25.. 8 o 4 I 3 
125-174 .. d. eses. 26 то її 3 $ 
125-244 .. 4 3 o 9 
8 2 І p 
22 20 5 5 
Number of first admissions (1935-1944) t 
0 24 3 II 
69 84 37 2 
PAS UA 87 25 62 о 3 
2.25 and over.... 147 117 18 12 7 
All census tracts. УШУ КОА 483 Дүр 188 p 32 
Average annual rates per 100,000 f 
Less than 1.25 use 226,0 168.5 2030 
145-144 .... 265.1 264.4 310.9 3026 
1.75-2.24 .. 255.1 2957 E Se 
2.25 and over... 397-4 411.0 356.1 БУТЕ: 
—— BLESS — 
All census tracts........ ы 297.4 323.3 2775 305.0 2589 
p Exclusive of айша "ы Поа Чор 07 aid ЫЙА" Jet than deo (тро conu). 


f Based on 1940 census populations, 
„ 
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rotic and senile psychoses only, but is like- 
wise present for all other psychoses com- 
bined. (Determination of whether it is 
characteristic of each psychosis has not yet 
been undertaken.) 


SUMMARY 


| 

Our evidence indicates that there is in the | 
center of the city an area characterized by 
high first mental hospital admission rates for 
cerebral arteriosclerotic and senile psychosis, 
by high first mental hospital admission rates 
for all the other psychoses taken as a group, 
by high concentrations of multiple family 
dwellings, and by high percentages of people 
living alone. 


POINTS FOR FURTHER INVESTIGATION 


The foregoing findings indicate a need for 
studies in the following directions: 

1. Determination of whether a dispropor- 
tionate number of the hospital patients tend 


and Senile Psychoses 


ТАВГЕ 3 


AVERAGE ANNUAL First Арміѕѕом RATES PER 100,000 POPULATION FROM Census Tracts GROUPED 
ACCORDING To AVERAGE MONTHLY RENTAL AND PROPORTION OF THE POPULATION (ALL AGES) 
Livinc Іх One-Person HousEHoLps 


Cerebral Arteriosclerotic and Senile Psychoses 


Age 65 and Over 
Syracuse, N. Y., 1935 to 1944 
Per cent of population Average monthly rental (1940 census) 
(all ages) in one-person АП census 
households (1940 census) tracts $19-29 $30-39 $40-49 $50-r0r 
Number of census tracts * 

Tess than 1%....›»..%»,5.% 15 4 6 2 3 

Ito 1.9%..... 23 10 10 2 I 

2 to 15%..... 14 8 4 I I 

All census tracts...... desi TUB: 22 20 5 5 

? Number of first admissions (1935-1944) f 

Less than 1%..... 7 14 29 17 її 

215 8т тоо 23 її 

197 116 59 12 то 

483 2її 188 52 32 

Average annual rates per 100,000 f 

250.4 204.7 264.1 332.7 203.0 
275.6 282.9 266.3 268.4 337-4 
351.4 389.3 307.1 356.1 2717 
All census {гтасїз................ 2074. 323.3 277.5 305.0 258.9 


Exclusive of admissions from nursing homes, sanatoria, and similar insti 
Based on 1940 census populations. 


* Exclusive of 8 census tracts in which the population of all ages was ia: oap 1,500 (1940 census) ./ 
1008. 


TABLE 4 


Ratio or Onserven to Ехрестер First ApMIsSIONS rrom Census Tracts GROUPED ACCORDING TO 
AVERAGE MONTHLY RENTAL AND AVERAGE NUMBER OF DWELLINGS PER STRUCTURE 


All Psychoses, except Cerebral Arteriosclerotic and Senile 
Syracuse, N. Y., 1935 to 1944 


Average dwellings per Average monthly rental (1940 census) 
structure All census 
(1940 census) tracts $19-29 $30-39 $40-49 $50-101 
Number of census tracts * 
Less than 1.25... 8 o 4 т 3 
125-174... 26 то n 3 a 
S224... 7 4 3 о о 
225 and over МЕ 8 2 I o 
All census tracts. . е АЯ ар 22 20 5 5 
Expected first admissions (1935-1944) t 
Less than 1.25.. Ws їз 37 78 
л. 339 383 138 70 
175-224... 163 102 i ДИ 
225 and over... 348 58 30 Л 
All census tracts........ «=й, К OOH 850 764 205 148 
Ratio of observed to expected first admissions 

Les than 125. ГА 0.66 0.68 0.63 
125174 tee 0.85 0.79 0.86 089 
da x . 0. 1.34 0.86 Sed aes 

БОРА. . L50 1.63 0.88 1.23 DA 
АШ census tracts... НОБ 126 0.79 0.88 0.75 

+ Bilusive of 8 i i і than census). 
эша hom эа average rod nM ch the ifc e Peri oats is gu Niere of admissions from 


es, sanatoria, and similar institutions) and 1940 census populations by age and sex. < 
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TABLE 5 


Ratio or Овѕевуер To Ехрестер First ADMISSIONS From Census Tracts GROUPED ACCORDING ту 
AvERAGE MONTHLY RENTAL AND PROPORTION OF THE POPULATION 
Living iN One-Person Ноџѕеногрѕ 


All Psychoses, except Cerebral Arteriosclerotic, and Senile 
Syracuse, N. Y., 1935 to 1944 


Per cent of population 


Average monthly rental (1940 census) 


i All censu: 
Ner er Leu GERE tracts д $19-29 $30-39 $40-49 $50-101 
Number of census tracts * 
Less than 126... . vs eese 15 4 6 2 3 
1 to 1.9%... 23 10 10 2 1 
2 to 15%.... 14 8 4 ЧЫ ї 
All census tracts...... енене ... 52 22 20 5 5 
Expected first admissions (1935-1944) t 
Less than 1%...... 460 135 163 84 78 
1 to 1.9%.. 363 409 92 |: 40 
2 to 15%... 352 192 29 30 
All census tracts... 850 764 205 148 
Ratio of observed to expected first admissions 
Less than 1%. , 0.91 0.63 0.82 0.63 
т to 1.9%.. Ў 1.02 0.82 0.82 о8о 
2 to 15% 5 1.65 0.87 1.28 100 
All census tracts....... CEPR on 1.00 1.26 079 0.88 0.75 


* Exclusive of 8 census tracts in which the population of all was less than 1,500 (1940 census). 
{ Based on a йс rates for all census tracts combised (exclusive o 


on average annual age and sex speci 


admissions from 


nursing homes, sanatoria, and similar institutions) and 1940 census populations by age and sex, 


to have been living alone prior to hospitaliza- 
tion. Gerard’s(4) study of schizophrenia 
and Sainsbury’s studies of suicides as re- 
ported by Aubrey Lewis(5) suggest that this 
may be true. 

2. Determination of whether the cases 
come disporportionately from multiple fam- 
ily dwellings. This is a much harder ques- 
tion to answer and no simple method for 
doing so has yet been found. 

. 3. Determination of whether those first 
admissions who were not living alone at the 
time of admission were undergoing a process 
of social isolation without physical isolation. 

4. Determination of whether isolation is 
an early symptom of psychosis formation, 
is causative of psychosis, or both. 

5. If physical or social isolation are found 
to be causative, determination of methods by 
which such isolation may be prevented and 


by which it can be arrested and reversed 
once begun. 
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STUDIES OF THE PROCESS OF AGING: FACTORS THAT 
INFLUENCE THE PSYCHE OF ELDERLY PERSONS' 
EWALD W. BUSSE, M.D., ROBERT Н. BARNES, M.D., ALBERT J. SILVERMAN, M.D, 


G. MILTON SHY, M.D., MARGARET THALER, Pu. D., AND 
LAURENCE L. FROST, Ps. D., 


DunHAM, N. C. 


The psychic changes that frequently ac- 
company old age have been recognized since 
the beginning of recorded medical observa- 
tions. Until a few years ago, most physicians 
were content to attribute these changes either 
to arteriolosclerotic brain disease or to so- 
called senile dementia. However, competent 
investigators have demonstrated that the 
clinical diagnosis of either arteriolosclerotic 
brain disease or senile dementia is often not 
confirmed by a post-mortem gross and mi- 
croscopic examination of the brain(1, 2, 3, 4). 
This immediately raises the question of what 
other explanations for these psychic changes 
are possible; for this and other reasons our 
study was initiated. We have searched for 
some of the etiological factors, both organic 
and functional, to determine, if possible, 
their interrelationships and significance. 

Our material is derived from an extensive 
and continuing study of the functions of the 
psyche and the soma in subjects over the age 
of 60 years. This 60-year limit was arbi- 
trarily established and no upper age limit was 
set. The subjects are divided into 4 groups; 
three are referred to as community groups 
and one is a hospitalized group. All persons 
in the community groups were considered 
adequately adjusted socially and were ini- 
tially believed to be free of any disease di- 
rectly involving the central nervous system. 

у disease recognized prior to the inclusion 
Of a subject in our study was considered mini- 
mal for the subject’s age. All in community 
group A were in a low income level and were 
шей as volunteers from the facilities of 

University of Colorado Medical Center. 
= 


ak does at the 109th annual meeting of The Ameri- 
Sychiatric Association, Los Angeles, Calif., 

ay 4-8, 1953. 
5 investigation was supported by a research 
i 26 the National Institute of Mental Health, 
S à ational Institutes of Health, Public Health 


Community group B is composed of per- 
sons of higher financial and social back- 
grounds, who are retired but making a satis- 
factory adjustment in their environment. 
Subjects in C group, although past the usual 
age of retirement, are continuing to work ef- 
fectively in a gainful occupation. The type 
of work was not considered in this group, 
which included professional as well as un- 
skilled persons. We are collecting a group of 
highly skilled, professional people but the 
number in this group is insufficient to report 
at this time. 

The hospitalized series included patients 
requiring hospitalization because of their in- 
ability to function in the community. The 
degree of inability was not considered, but 
the sensorium in each of the hospitalized 
subjects was sufficiently clear to permit co- 
operation for the various tests. Those too 
confused to cooperate were excluded. There- 
fore, there is another group of severely psy- 
chotic elderly persons who have been hospi- 
talized but will not be considered in this 
presentation. The community A group is 
composed of тоо subjects: 52 women and 48 
men. The average age is 70.9 years. The 
community B group is made up of 50 volun- 
teer subjects and includes 28 women and 22 
men. The average age is 72.2 years. The C 
group is smallest, with 18 men and 12 
women, making a total of 30 subjects with 
an average age of 71.5 years. There are 80 
subjects in the hospitalized series with an 
average age of 76.6 years. The sex ratio in 
each group was a chance phenomenon. The 
age extremes in all subjects studied were 
бо and тот years. The routine work-up 
included: (1) detailed medical and social 
history, (2) psychiatric evaluation, (3) 
physical and neurological examinations, (4) 
complete blood studies, urine examination 
and determination of NPN, and blood sugar, 
(5) EEG's, (6) determination of critical 
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flicker fusion frequency for light, (7) psy- 
chological testing including a Rorschach, a 
shortened form of the Wechsler Bellevue, 
the Weigl Color-Form Sorting Test and the 
Successive Eights Test. A large amount of 
data has been collected and it is therefore 
necessary to select a few of the important 
findings to report at this time. 

The EEG’s have been of interest because 
of the large number of focal findings which 
appeared in all of the groups of elderly per- 
sons which we have studied. It is necessary 
to indicate briefly the criteria which was used 
in determining normality. Some slower 
waves in the frequency range of 6-8/sec. 
were allowed as long as the dominant rhythm 
remained between 8-12/sec. or was of the 
type usually referred to as low voltage fast 
activity. Therefore, many records were 
called normal, which in younger adults 
would be considered to be mildly slow. Only 
those records were called diffusely abnormal 
in which the frequency spectrum appeared to 
be definitely shifted. 

Figure 1 demonstrates a portion of 2 nor- 


mal EEG's. The upper record is that of à 
77-year-old female with a classical dominant 
alpha rhythm. The lower tracing is an ex- 
ample of a normal low voltage fast record. 
Before reviewing the findings in our sub- 
jects, let us look at the results found in a cony 
trol group of 329 normal adults ranging 1 
age from 18 to 54 years. Figure 2 shows tha 
86% of this control group had normal brain 
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waves; 13.9% showed mild disturbances and 
there were no focal abnormalities. This con- 
trol group should be contrasted first with the 
findings in the community 4 group (see 
Fig. 3). Here we found that only 42% had 
normal EEG’s; 30% had focal changes; 
16% diffuse slowing, and 12% were found 
to have both diffuse and focal abnormalities. 
It is at once apparent that with advancing age 
there has developed a marked change in the 
physiological functioning of the brain. The 
most striking change is the appearance of lo- 
calized abnormalities. Figure 4 represents 
the type of slow wave focal disturbance 
which so commonly appeared in our elderly 
subjects. The upper tracing is a 71-year-old 
man with slow waves of 3-5/sec., emanating 
from the left anterior and mid-temporal 
areas, Below this is a record of an 80-year- 
old woman who also had slow waves present 
in the left anterior temporal areas. In all of 
the various groups studied, 75% of these 
foci were located in the temporal areas and 
of these, 8 out of 10 were found in the left 
anterior temporal region. Ten per cent were 
in the right temporal area and the remaining 
10% appeared alternately or synchronously 


in both temporal leads. The high percentage 
of left temporal foci deserves further discus- 
sion and it will be returned to shortly. Al- 
though focal abnormalities are also present 
in community groups B and C, it must be 
noted that there is a definite increase in the 
percentage of normal records in these groups 
(Fig. 3). Group B contains 50% normal rec- 
ords and group C has 75%. The decrease in 
the percentage of focal records should also 
be noted. Figure 3 compares the various 
types of cortical dysrhythmias found in the 3 
community groups. These findings seem to 
indicate that those individuals who continue 
to work in spite of the fact that they are be- 
yond the usual age of retirement have a more 
normal functioning brain as measured by the 
EEG. The possibility that this is significant 
is emphasized by contrasting the community 
groups with the senile or hospital group. 
When elderly people are incapable of ad- 
justing in their environment and must be 
placed in a psychiatric institution, 3076 have 
normal EEG's, diffuse abnormalities and 
mixed abnormalities predominate, while the 
number of pure focal records is only 14.3% 
(5). Although it would seem likely that a 
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focal disturbance in these elderly persons 
would in some way affect their psychological 
functioning, the manner in which it does so 
has escaped our observation. We can find no 
evidence that those with focal disturbance 
alone have any decrease in their intellectual 
capacity. In fact, there is questionable evi- 
dence that those with temporal foci function 
better as measured by psychological testing 
than those with a normal EEG. They were 
better able to learn new patterns and were 
more flexible. In a previous report, pos- 
sible Rorschach differences were explored 
with an emphasis upon possible impairment 
of perceptual clarity by determining the F + 
percentage(6). Here again there was no evi- 
dent difference in perceptual clarity of sub- 
jects with focal disturbances alone and those 
with normal EEG’s. However, when the 
subjects have diffuse brain wave slowing or 
a mixed type of dysrhythmia, many changes 
in their mental functioning are very apparent 
and give evidence of organic brain disease. 
To return to a further discussion of the sig- 


nificance of the preponderance of left tem- 
poral abnormalities, one would be justified in 
speculating that the slowing is related to 
cerebral dominance. However, at the pres 
ent time we do not feel justified to make @ 
statement regarding its possible correlation 
with cerebral dominance as all of our patients 
with right temporal foci were right han 
and the few left handed individuals in 
study with focal abnormality have foci in d 
left temporal area. A possibility that E 
EEG changes could be correlated with € 
dence of cardiovascular disease also occ "d 
to us, but here again we were unable to ri А 
any consistency between the status 0 
cardiovascular system and the focal changes 
of the EEG. 


BEHAVIOR PATTERNS AND ATTITUDES 


Although these interesting physiological 
observations required further investiga’ * 
we cannot ignore the numerous other d a 
ences constantly exerting their pressure 


— 


© the mental status of the elderly persons(7). 
Many observers working with the aged in 
our population attribute much of their diffi- 
culty to problems arising from marital 
adjustment, relationship to their children, 
and a lack of religious convictions. Since 
it is obvious that conflicts in these areas play 
an important role in anyone’s adjustment, we 
set about to determine the magnitude of such 
conflicts, and the behavior patterns of our 
subjects in these specific areas. Marital 
status in the community groups was rela- 
tively consistent: 4376 of the A group were 
married, 56% of the B group, and 40% of 
the C group. Both A and B groups contained 
approximately 25% widowers or widows. 
While the community C group had a rather 
high number reaching 46%, it is possible that 
this difference is due to the relatively small 
number of subjects in the C group, and it 
may alter as this series is expanded. When 
the average number of marriages per person 
was determined from each series, it was 
observed that group A had an average of 1.4 
marriages per person, B group 1.13, and C 

group т, per person. 
Inquiries into sexual activity and interest 
revealed that sexual activity increased pro- 
gressively from group A through group С: 
286% of group A were sexually active, 
32% of B, and 43.3% of C group. This 
amount of sexual activity is less than that re- 
ported by Kinsey, who claimed that 70% of 
the males 70 years of age were sexually 
active(8), There is a higher number of 
Sexually active persons in group C than there 
pe married subjects. The presence of sexual 
clings was consistent in the various groups 
ranging from approximately 50% to 60%. 
F3 of course, indicates that there are 
Ps y people with sexual drives who have 
m aco outlet. In some instances the 
of ulting conflict appeared to be the source 
үке anxiety and was more com- 
dig women subjects than in males. An 
Е ды also made to evaluate the sexual 
is ent of the subjects as young adults. 
ES s compared to their present state- 
c pend sexual interests. Here it 
& eg that those persons who had made 
high M adjustment in early life had a 
at the elihood of being free of sexual drives 
time of this investigation. Approxi- 
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mately 90% of these people stated that they 
had no sex interests. 

The behavior patterns and attitudes of the 
subjects living in the community seem to cast 
doubt upon the statement that many persons 
in their declining years become more reli- 
gious. In the A and B groups, approximately 
1/3 never attend church. Roughly, another 
1/3 are occasional church attenders and the 
final portion are regular church supporters. 
In the C group, participation in church ac- 
tivities was a much more common feature, 
as nearly 50% of this group were regular 
members of some church. In explaining 
more fully their attitudes towards religion, 
it was found that nearly all of the subjects 
regarded themselves as “good,” “religious,” 
or “Christian” persons. Approximately 10% 
presented evidence of an increase in religious 
feelings in the latter years of their lives, but 
an almost comparable number (7%) re- 
ported a decrease. They gave several reasons 
to explain why they do not go to church, 
Some were bitter in their complaint that the 
church seemed more interested in young 
people and ignored them because they could 
not contribute more financially to the church. 
However, it also appears that many people 
utilize church attendance as a method of re- 
ducing guilt. Since these subjects show little 
evidence of any guilt conflicts, the church as 
a reassurance is not necessary. Guilt as an 
important psychodynamic force is infre- 
quently seen in our subjects living in the 
community. It appears that old people be- 
come involved in very little guilt-producing 
behavior. The older person is no longer liv- 
ing in a highly competitive situation which 
mobilizes hostile, aggressive impulses that 
end in self-condemnation. However, the 
change in the manner of living, that is the 
lack of competition with others, appears to 
foster the development of inferiority feelings 
which form the basis for depressive episodes. 
The aged person cannot counteract inferi- 
ority feelings by demonstrating his superi- 
ority through competition. The source of 
these feelings is primarily an inability to 
fulfill needs and drives, and the doubts which 
develop when the older person is reminded 
of the decreasing efficiency of his bodily 
functions. ; 

Old people who have methods of reducing 


e 


their inferiority feelings and can maintain 
supplies to their self-esteem, can usually 
avoid depressive periods, The opportunity 
for constructive efforts, which the church 
provides for some, is essential for the happi- 
ness of old people. 

In a previous report we also explored the 
relationship existing between our subjects 
and their living children(7). We found that 
when a poor relationship existed it could not 
be solely attributed to the events which ac- 
company old age, but was associated with a 
lifelong history of a poor marital and sexual 
adjustment, a lack of religious adjustment, 
and the inability to establish mature relation- 
ships. 


PSYCHOLOGICAL TESTING 


The amount of time consumed in the sur- 
vey of each subject required a restricted and 
careful selection of the psychological battery. 
The major desired psychological dimensions 
were: intelligence with its many ramifica- 
tions, personality structure, concrete and ab- 
stract attitudes, and psychomotor speed. 

The Rorschach was the test of choice for 
personality evaluation(9). The Weigl Color- 
Form Sorting Test was employed as the 
measure of the subject's capacity to shift 
between concrete and abstract attitudes, The 
Successive Eights Test was used to measure 
psychomotor speed, set, and deterioration, 
The Wechsler-Bellevue intelligence scale was 
selected as the best method of determining 
intellectual functioning, but it was too time- 
consuming to use in its entirety and no norm- 
ative values were available above the age of 
57.5 years. In order to circumvent these diffi- 
culties, four Wechsler-Bellevue subtests 
were selected on the basis of their relative 
preservation or deterioration with age. 
Wechsler and Goldfarb have that 
in the aged, relatively little deterioration is 
found in the verbal items of information and 
vocabularly. In contrast, deterioration is 
most likely to be seen in the performance 
items of block design and digit symbols. It 
was necessary to develop a system of convert- 
ing the results from the subtests to a determ- 
ination of their І.О. level. How this was 
done has been reported by our co-workers 
and no further discussion is justified at this 
time(1o, 11). .. 
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When the intelligence efficiency of the 
groups is compared, those who are work 
i.e, group C, were found to be the 
with an average I.O. of 106.29. 

Groups А and B are almost identic 
LQ., A being 102.31, and B 101.82, 1 
hospitalized group conforms to the expe 
with an average LO. of 85.7. When tl 
elderly persons, living in the community, 
compared to young adults at their prime 
intellectual efficiency, they appear as. 
average individuals. Besides a higher T 
group C has probably better planning cag 
ity, but group B takes a slight lead in а 
of perception and is better able to di 
abstract implications about a situation | 
more capable of shifting to other attitt 
In the hospital group, perception was b 
impaired, These persons misperceived 
proximately 2/3 of the perceptions which 
obvious and rarely missed by younger adi 
Judgment also was impaired in the ho 
subjects. Judgment in the community gro 
was not as good as that found in yowni 
persons. Groups B and C showed be 
judgment than the subjects in group 4i 
were more aware of the conventional aspi 
of the situations in which they found th 
selves, А 

Considering the affect of the comm 
group, all of them showed little evid 
the capacity to express warm and spol 
eous feelings toward others. 


SUMMARY 


1. The cortical activity of persons 
the age of бо shows a definite changi 
measured by the EEG. A high y 
have focal dysrhythmias which are prin 
found in the left temporal areas. ‘Thep 
ence of this focal dysrhythmia alone 
not seem to impair psychological f 
rather there is questionable evidence Шй 
is associated with more flexibility and 
creased ability to learn new pattem 
contrast, a diffuse slowing is accompa” 
intellectual deterioration. 

2. Guilt is not an important руб 
terminant in elderly persons and is 006 
major cause of feelings of depreni 
pression is more often related to loss я 
esteem because of feelings of inferior 
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i з, A poor relationship between old people 


and their children is a part of a lifelong pat- 
tern of neurotic and immature behavior. 

4. Psychologically, elderly persons who 
continue to work beyond the usual age of re- 
tirement have a higher intellectual capacity 
than those who do not. 

All of these findings raise many questions 
which require further thought and investiga- 
tion before we have achieved a reasonable 
and useable knowledge of the factors that 
influence the psyche of elderly persons. 
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INITIAL MASKING OF ORGANIC BRAIN CHANGES BY 
PSYCHIC SYMPTOMS 


CLINICAL AND ELECTROENCEPHALOGRAPHIC STUDIES * 


R. W. WAGGONER, M. D, ann В. К. BAGCHI, Px. D. ? 
ANN Arsor, MICH. 


It has been reported that 40% to 100% of 
patients with brain tumor show some mental 
symptoms at one stage or another of the de- 
velopment of the tumor(10, 17, 18, 20, 22, 
23, 26, 27, 29, 30, 31), but only a small pro- 
portion of patients whose symptoms are pri- 
marily mental or who are confined to mental 
hospitals have brain tumors (8, 17). It is 
known that the incidence of brain tumors 
among patients in mental hospitals is about 
the same as that among the general hospital 
population (7, 8, 10, 21, 24). The figure 
varies from .2% to 6% (17). Some authors 
consider that a brain tumor when found in 
mental patients is coincidental to the “psy- 
chotic process.” 

It is our purpose to emphasize the possi- 
bility of the existence of brain tumors in pa- 
tients whose symptoms are primarily mental, 
and the need to make the diagnosis in such 
cases as early as possible. Several writers 
have suggested that the psychiatrist should 
be “brain-tumor conscious"(14, 25). Al- 
though frequently very little or no neuro- 
logic evidence of the brain tumor is initially 
manifested, no one will deny that if those pa- 
tients who do have brain tumors were recog- 
nized sufficiently early unnecessary or pro- 
longed therapeutic procedures or custodial 
care could be avoided and the way cleared 
for early surgical treatment. 

_ The mental symptoms presented by a pa- 
tient are usually exaggerations of his basic 
personality (14) or manifestations of a re- 
gression to an earlier basic pattern. This is 
particularly true in those with organic brain 
changes. The presence of a brain tumor in 
such a patient may thus produce mental 


* Read in the section on Convulsive Disorders at 
the tooth annual meeting of The American Psy- 
chiatric Association, Los Angeles, Calif, May 4-8, 
1953. 

2The authors appreciate the courtesy and help 
given them by the Department of Neurosurgery, 
University of Michigan, in making this material 
available. 


904 


T. 


symptoms by exacerbation of minor per- 
sonality aberrations before definitive evidence 
of brain tumor can be found. It is obviously 
difficult to determine in any patient with a 
brain tumor whether the mental symptoms 
are due to the lesion or are merely exag- 
gerated by its presence (11). It is important, 
however, to recognize the presence of brain 
tumor in patients with mental symptoms as 
early as possible, certainly before the use of 
potentially dangerous therapeutic procedures 
such as electroshock. Not only recognition of 
the presence of brain tumor, but difficulty in 
its localization on the basis of mental symp- 
toms alone is apparent. This latter fact has 
been pointed out by different writers(11, 32). 
Hence any procedure that will enable the psy- 
chiatrist or neurologist to make an earlier 
diagnosis of a focal lesion should be utilized, 
particularly if this procedure does not involve 
any risk or cause any pain to the patient. 

We are presenting here 6 patients in whom 
the electroencephalogram was of particular 
help in early diagnosis. In all, the diagnosis 
of a focal lesion was either positively indi- 
cated or suspected by this procedure. A pa 
summary of the history of these patients fol- 
lows: 


B.R, a 37-year-old white female, when first d 
complained of headache, chills, dizziness, ае Bi 
cramps, nausea, weakness, fear of dark and 0 ia 
pending death, and feelings of inadequacy, frus Я 
tion, and anxiety. There was a recent ee id 
convulsions. Spinal fluid pressure and er El 
were within normal limits. At the time of the S 
nal examination, a diagnosis of psychoneurosis 
conversion symptoms in an inadequate, m 
individual was made. Patient superficially bri p 
during her hospital stay. Psychiatric treatmen 
advised on discharge. and 

At another hospital an еїесігоепсерћаіовтат re 
a pneumoencephalogram were done; both T ta 
ported negative. Following these studies, $ 
a short series of electroshock treatments. sitive 
examined by us 8 months later, the only A 
neurological findings were slight hyperactiV агей 
the tendon reflexes of the right arm as co disc 
with the left, mild structural blurring of 


ature 
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margins, a suggestion of organic brain syndrome by 
Rorschach, but no indication of a focus by 2 rou- 
tine EEG's. In the interval of 8 months, her “men- 
tal” symptoms had become worse and she had 
numerous somatic complaints and phobias. In addi- 
tion, she was reported to have had some attacks 
of unconsciousness with what was thought to have 
been a Jacksonian component (raising up the right 
arm) followed by confusion and amnesia. A localiz- 
ing EEG with 30 leads and adequate electrode pat- 
terning (1, 2, 3, 4, 5) done 2 weeks after the last 
routine study indicated the probability of a lesion 
in the left frontal, premotor, and anteriortemporal 
area (2- to 4-per-second focal low voltage waves). 
Other examinations including pneumoencephalogram 
and arteriogram were reported inconclusive or neg- 
ative. During hospitalization she had a typical Jack- 
sonian attack involving primarily the right face 
and arm. This occurred 9 days after the second 
localizing EEG. 

On the basis of the EEG findings and the focal 
epileptic attack, a left frontal craniotomy was per- 
formed and an infiltrating lesion was found in the 
left premotor and left frontal cortex identified by 
neuropathological studies as oliogodendroglioma. 
The tumor was L-shaped, each limb of the L 
being about 5 cm. It was the impression of the 
neurosurgeon that the tumor had arisen deeper in 
the white matter. It was not, however, determined 
by exploration whether the temporal lobe was 
involved. 


Comment.—This patient had 2 carefully 
done neurological studies including pneumo- 
encephalogram, routine external carotid ar- 
teriogram and routine EEGs, all of which 
were reported negative. The history of a con- 
vulsion with a questionable right-sided com- 
ponent at the time of the initial admission 
was tentative evidence of focal organic etiol- 
ogy but her profound psychiatric symptoms 
overshadowed the organic picture. The only 
neurological changes noted were those found 
at the time of the second examination, some 

months after the first, and consisted of a 
vety slight increase of tendon reflexes in the 
right upper extremity and the occurrence of 
a Jacksonian convulsion. The localizing 

EG revealed evidence of a focal lesion. 
pa mately a year after the operation, 

ег clinical findings were those of right-sided 
cmiparesis and early paranoid schizo- 
de The importance of an adequate and 
ie prehensive localizing EEG is demon- 
ated in this case. The value of such EEG 
ee has been already suggested by 
Us in a study of a large series of brain 
ors(3, 4). "This case also emphasizes the 
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importance of recognizing minimal clinical 
focal signs in cases with mental symptoms. 


D.C., a 43-year-old state highway patrolman and 
a war veteran, complained that his “nerves went to 
hell.” He felt he had always been under tension 
and for several months had been unable to re- 
member. He noted some fuzziness of vision in 
his right eye and was seen by an ophthalmologist 
who told him he had eyestrain and gave him glasses. 
He had periods of depression associated with a 
feeling of uncertainty and difficulty in thinking. 

Neurological and physical examinations were 
reported negative. Ophthalmological findings indi- 
cated a central angiospastic retinopathy OD. Blood 
pressure was 140/88. A routine EEG on Novem- 
ber 8, 1951, showed borderline to mildly abnormal 
findings without a focus. The patient was diag- 
nosed tentatively as psychoneurotic. After 4 months 
of inpatient psychiatric treatment there was some 
improvement. Then he had an episode of “syncope” 
on the street. He had to “catch his breath” sev- 
eral times, then he passed out and fell with a cry, 
injuring his nose. He had some facial grimacing 
but no actual convulsive movements. After a few 
days a localizing EEG was done utilizing 23 leads 
in a large variety of combinations. The findings 
were episodic increase of voltage of alpha waves in 
anterior parasagittal areas over that of posterior 
parasagittal areas, high background voltage of 
alphas in a triangle of left anterior quadrant com- 
pared with that in right and rare 3- to 4-per-second 
single focal waves in left interaural temporal and 
“Sylvian notch” lead. It was suggested then on 
the basis of EEG that the patient should be watched 
because of the probability of a focal lesion. Three 
months later a series of 3 generalized convulsions 
occurred. This more definitely indicated the possi- 
bility of a focal lesion. 

The neurological examination was still reported 
as negative, and a diagnosis of convulsive disorder 
made. Following the second grand mal seizure, a 
localizing EEG with our usual technique (1, 2, 
3, 4, 5) showed definite evidence of a focal lesion, 
probably a growing neoplasm, in the mid-line an- 
teriorly, somewhat more to the left than to the 
right. The focal signs were frequent 2-per-second 
high voltage bursts in both frontals, both premotors, 
midpremotor and midfrontal regions with shift to 
right frontal but was an over-all emphasis in left 
frontal. The focal signs had progressed markedly 
since last localizing EEG. 

The patient was then operated upon and an opera- 
tive diagnosis of “frontal parasagittal infiltrating 
meningioma” was made, The pathologic diagnosis 
was “Sarcomatous meningioma 10х10х5 cm. in- 
volving the frontal and extending to the parietal 
lobe bilaterally but more to the left.” Ў 

F.G., a 53-year-old married woman, with a his- 
tory of gradually increased inefficiency, loss of 
memory, restlessness, emotional instability, depres- 
sion of mood and sudden attacks of excitement and 
confusion, had numerous physical complaints over 
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a period of 24 years, including some difficulty in 
swallowing. 

Her mother had had some mental difficulty at 
the time of the menopause. Although there was 
no outward expression of it, her children believed 
that the patient’s marriage had been consistently 
frustrating to her, The day before her admission to 
the hospital, she had been unable to recognize her 
own daughter, was very agitated, noisy and hypo- 
manic, with loss of continuity of thought. Some 
twitching and jerky movements of her extremities 
were noted. Wechsler-Bellevue intelligence test 
showed average intelligence with some scatter in 
performance. 

Physical examination showed her emaciated and 
asthenic, with atrophic skin. There was a perfo- 
rated nasal septum, a scoliosis of dorsal spine, an 
upper right abdominal scar, and a transverse sub- 
costal scar on the right. There was arteriosclerosis 
of the peripheral vessels. 

Neurological examination was reported negative 
on several occasions. Ophthalmological examina- 
tion revealed simple hyperopia on the right, com- 
pound hyperopia on the left and retinal arterio- 
Sclerosis. Her hemoglobin was 77%, red cells 
6,000,000, white cells 17,500. Spinal fluid pressure 
normal, total protein 9r mg. %, globulin positive 
(4+), mastic 222221, A routine EEG on a 3-chan- 
nel machine utilizing 10 leads, but not our recent 
elaborate technique, showed paroxysmal changes 
with suspicion of a focal condition in the right 
temporal area. There were frequent bursts of 
spikes shifting from side to side and 2- to 3-per-sec- 
ond waves in the right temporal sometimes seen 
independently in left temporal. The significance 
of shifting bursts in terms of a deep pathophysio- 
logical trigger or a deep-growing neoplasm (2, 3, 4) 
was not realized at that time. A few days after 
admission she had a generalized grand mal convul- 
sion, Pneumoencephalogram was unsatisfactory be- 
cause of lack of filling of the ventricles. Follow- 
ing the pneumoencephalogram she had respiratory 
and circulatory embarrassment for several hours. 
She became more confused and labile emotionally, 
had visual and auditory hallucinations. On a few 
occasions she tried to walk on her hands and feet 
asserting she could not walk upright. After 9 weeks 
of inpatient care she was transferred to a state 
hospital with a diagnosis of probable degenerative 
brain disease, Alzheimer type, or question of brain 
tumor, Patient died 6 days later. Autopsy re- 
vealed obstructive lus and a neoplasm 
infiltrating the inferior vermis, the ependyma and 
tegmentum. The histologic diagnosis was ependym- 
oma of the fourth ventricle, 


Comment.—This patient had no ophthal- 
mological evidence of increased intracranial 
pressure, and almost entirely negative neuro- 
logical findings, yet there was a large infil- 
trating neoplasm in an area usually resulting 
in marked increase of intracranial pressure. 
A focal condition was suspected, but not lo- 
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calized by a routine EEG study. The signifi- 
cance of hallucinatory episodes in terms of a 
temporal lobe EEG and clinical focus is not 
clear. Autopsy revealed no gross temporal 
lobe pathology. 


C.A., a 54-year-old white female, was well until 
she experienced an abrupt delirious episode last- 
ing 24 hours. Following this, marked personality 
changes occurred, including dependency and per- 
sistent depression, After about 10 months with 
progressive increase of such symptoms, but no head- 
ache, she was admitted for study, at which time 
the physical and neurological examinations were 
essentially negative. А эгеѕһоск routine EEG 
work-up revealed right-sided focus. А localizing 
EEG next day indicated that the patient had a 
pronounced right anterior quadrant focus, suggest- 
ing an infiltrating neoplasm involving the temporo- 
frontal sector with parasagittal and/or deep ex- 
tension. The focal slow waves were very frequent 
and of 1.5- to 2-per-second or 3- to 5-per-second 
type with positivity. They were seen in the right 
intraural temporal region, more or less continu- 
ously, with variable spread to right frontal and 
parietal areas. This temporal dispersion or wni- 
hemispherical variability of focal waves between 
regions (3, 4) is often seen in a degenerative lesion 
with or without the presence of a malignant tumor 
(Fig. 1). The presence of slow waves rarely in 
left frontal in a case without papilledema was 
interpreted as suggestive extension of the lesion to 
parasagittal superficial or deeper structures of the 
markedly involved side. 

Repeated neurological studies were reported nega- 
tive and the diagnosis of a convulsive disorder sug- 
gested. Radioactive iodine uptake study was re- 
ported as negative, Ophthalmologic examination 
showed normal fundi, and visual fields were said 
to show a contraction typical of an emotional dis- 
order. Examination of the spinal fluid reveal 
a pressure of 150 mm., total protein 150 mg. CO! 
loidal gold .0012220000, mastic 123321, negative 
Kahn, and 4+ globulin. X-ray of the skull was 
negative. ; t 

In view of the marked depression, which might 
have led to suicide, and lack of neurological signs, 
and in spite of the electroencephalographic findings, 
it was considered necessary to treat the patient М 
electroshock, Following the third treatment, Бе 
patient developed a left facial paresis with iem 
ness of the left arm and leg and marked СОП ht 
sion, An arteriogram revealed evidence of а ie 
temporoparietal lesion and at operation а "i 6 
degenerating glioblastoma multiforme was зош И 
be infiltrating the frontotemporal and pariet? p 
gions (Fig. 2). The depth of the lesion was 
determined. 

Comment—In this patient, there was 10 
suspicion or neurological evidence of sig 
plasm. On the basis of the EEG, however P 
was felt that the patient did probably s 
brain tumor of a large infiltrating type 


likely. 
EG krs 


| оп electroshock therapy in an 
ease her depression. This, how- 
an increase of symptoms, and 
was then undertaken revealing a 
g glioblastoma multiforme. 


r-old white female, who 3 years 
had difficulty in sleeping, frequent 
and depression, had lost about 25 
and was referred to a psychiatrist 
ly on the basis of a possible meno- 
sion, gave her 12 electroshock treat- 
Outpatient. Her symptoms were im- 
е remembered little about the episode. 
she gave a history of 8 episodes 
lin in the distribution of the second 
‘the left fifth nerve which had been 
alcohol. Following the alcohol in- 
had a burning sensation in the dis- 
same portion of the nerve. Three 
at about the time she had the shock 
the Patient had a bursting sensation in 
s disappeared but was followed by a 
re sensation in both frontal areas. 
admission she had a decrease 
and a few months later was unable 
t before admission there was some 
walking, 

al examination revealed bilateral papil- 
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G shows frequent focal delta wave bursts (1.5- to 
sector (underlined strips) indicating the presence of a focal 
Corresponding areas in left hemisphere (stri; 
rst directed attention to this focal condition. 

ipected in this patient whose only symptom was personality change, particularly profound 
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тегано аа разе С.А. іп right 
lesion. ignant neoplasm 

not underlined) do not show such 
у history and examination no neo- 


ledema, normal visual fields, some increase in 
tendon reflexes, particularly the triceps and knee 
jerks, and a questionably positive Babinski sign on 
the right, A focal lesion was suspected but not 
clinically localized, EEG showed episodic 50% to 
increase of voltage of 9- to 10-per-second 
alpha wave burst in the left hemisphere over that 
of the right, particularly in left interaural temporal, 
parieto-occipital and posteriortemporal regions in 
addition to 7- to 8-per-second focal bursts without 
association of delta waves. There were many 
shifts of these bursts to the right side. According 
to criteria of evaluation mentioned elsewhere (2, 
3, 4), the findings were interpreted as indicating 
the presence of a lesion in the left temporoparietal 
sector with a very deep extension. X-ray evidence 
(routine skull and ventriculogram) showed erosion 
of the dorsum sella, marked dilatation of both right 
and left lateral ventricles, and the existence of a 
mass measuring 3.5 cm. projecting into the in- 
ferior margin of the left temporal horn. The find- 
ings were thought consistent with a tumor arising 
in the left posterior fossa with extension into the 
middle fossa. Isotope study indicated the presence 
of a neoplasm immediately superior to the petrous 
bone and extending into the middle fossa. 
At operation a large meningioma was found in- 
ferior to the left cerebellar hemisphere and ventral 
to the seventh and eighth hib nerves and ex- 
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tending superiorly along the left side of the brain 
stem through the incisura into the middle fossa and 
the temporal lobe. The patient died 8 days after 
the operation. Autopsy confirmed the operative 
findings. 


Comment.—This patient must have had a 
neoplasm for a long time, perhaps several 
years, Had the indications from the history 
been adequately evaluated and coordinated 
with a carefully done localizing EEG and 
ventriculogram, the correct diagnosis could 
have been made much earlier at a time when 
the tumor might have been satisfactorily re- 
moved. 


Н.К, a 42-year-old married woman, first seen 
at the age of 37, had a history of generalized 
convulsions. The neurological examination was 
negative with exception of a questionable bilateral 
Babinski sign, One year later, the neurological ex- 
amination was still negative, the spinal fluid essen- 
tially negative, pressure only go millimeters. The 
pneumoencephalogram was unsatisfactory, a ventric- 
ulogram was negative. X-ray of the skull showed 
some abnormality of the sella turcica, first thought 
to be due to extra sellar erosion but later believed 
not due to neoplasm. Arteriogram taken at the time 
of first study was also reported negative. 

A semilocalizing EEG done at that time indicated 
scattered minimal signs compatible with convul- 
sive disorder but suspicious evidence of a lesion 
on the left side. The exact location could not be 
determined, but it appeared to be deep and placed 
anteriorly, affecting the temporal, anterotemporal, 
and lower motor areas, The patient was treated 
for a convulsive disorder. Two years later she at- 
tempted suicide. Following this, she developed a 
paranoid psychosis associated with chronic alco- 
holism and was admitted to a state hospital. Some 
5 years after the original study, it was considered 
that she had an organic brain syndrome, question- 
ably postencephalitic, with excessive alcoholism and 
involutional factors, A localizing EEG was then 
done, which showed a markedly abnormal record 
with both psychomotor and grand mal elements, and 
with a marked change from the record obtained 
previously. The electroencephalographic findings 
(very frequent 2- to 4-per-second, mainly leftsided 
focal bursts) were interpreted as evidence of an 
extensive lesion, involving the left anteriotemporal 
and parasaggital premotor region. There appeared 
to be some extension deep and posterior with pos- 
sible involvement of the left midtemporal region. 
The neurosurgeon’s impression was that the lesion 
was probably degenerative, not amenable to neuro- 
surgery, and no operation was done. The patient 
died following a severe seizure some 5 years after 
the first examination. Autopsy showed a large 
encapsulated pituitary adenoma with an unusual 
type of growth, very malignant, extending into the 
left temporal lobe and surrounding left optic nerve. 


Comment—The possibility of a focal 
lesion such as &brain tumor was indicated by 


the EEG 5 years before the patient’s death, 


although the procedure was not a complete 


localization study. The value even of an in- 
complete EEG in such cases is demonstrated 
by this record, although it must be empha- 
sized that about 20% supratentorial tumors 
that show minimal, atypical, or delayed typi- 
cal focal signs can be localized only by an 
adequate localizing study (4). 


DISCUSSION 


These cases, althouzh few in number, in- 
dicate the importance of the localizing EEG 
as an aid in the diagnosis of localized intra- 


cranial lesions. It has been shown іп a large . 


series of supratentorial brain tumors(3, 4) 
that preoperative EEG localization and lat- 
eralization can be obtained correctly in 81% 
to 83% of such cases, if a comprehensive 
technique and adequate interpretation are 
employed. Other workers’ techniques and 
percentage of accuracy in localization are not 
mentioned here, not being relevant to the 
present investigation. It is our opinion that 
if a routine EEG were done on all patients 
admitted to state hospitals, in many, an in- 
dication of focal lesion might be found, In 
such patients, a careful localizing study 
should be carried out. In this way, it is en- 
tirely possible that a considerable number of 
brain tumors would be recognized early. 
Table 1 is incomplete but represents the gen- 
eral trend, shows the varying ratios of brain 
tumors to state hospital autopsies, and also 
the percentage of undiagnosed brain tumors 
before death (31% to 72%) as reported ү 
various authors(13, 16). We believe tha 
this percentage could be lowered if the p 

procedure which was not available to aa 
investigators was properly used. If only 5 
small percentage of mental hospital patien 

were found to have brain tumor and some А 
these were relieved by operation, the tim 
and expense of the EEG examination wot 

be an excellent investment. 


S SUMMARY 


М ; jents 
Abbreviated case histories of 6 pe 
with brain tumor in whom mental symp! 


: { are 
were the first or important manifestation е + 


of a 
presented. In these cases, the presence В 
focal lesion was indicated by EEG рерге 
was possible by initial clinical examin’ 
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i, E16 2—Same case as in Fig, т. A right-sided arteriogram shows capillary staining, downward dis- 
Placement of right middle cerebral artery, upper displacement of pericallosal artery and forward displace- 
Ment of carotid syphon and proximal portion of anterior cerebral artery. The arteriogram was inter- 
Preted as revealing a large right temporo-parietal infiltrating tumor which was later subtotally removed. 
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TABLE 1 


BRAIN TUMORS IN MENTAL HOSPITALS 


WITH ASSOCIATED MENTAL SYMPTOMS 


м е —————-—————— 
Year of 


Publication Number Number Percent 


or 
Investigator Hospital Study 


Percent of 


—_— 


Blackburn, І, St. Elizabeths 1884-1902 
Hospital 

Knapp, Р.С, Boston City 1906 
Hospital 

Morse, М.Е. Westborough State 1915217 
& 10 other Masse 
Hospitals 
«См. 

Davidoff, І.М. N.Y. State Psyche 1903-29 
Inst, & 16 other 
М.У, State Hosp. 

Rudershausen, V. Germany 1932 
Hoffman, J.Le St, Elizabeths 1923-35 
Hospital 
Larson, С.р, Western Washing= 1937-38 

ton State Hospe 
Crumecker, Eel. & Eastern State 4/6/43 
Rise, We Hospital, Williamse 8/31/44 
burg, Уа, 
| Braatelien, М.Т, & Colorado State 1938-49 
Gallavan Hospital 


It 18 recommended that, wherever possible or 
feasible, a routine EEG should be done on 
all mental hospital patients and that careful 
localizing electroencephalographic studies be 
done on all those in whom there is clinical or 


tlectroencephalographic suspicion of a focal 
lesion. 
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DISCUSSION 


Warrer F. ScHaLLER, M. D. (San Francisco, 
Calif.)—An illustrious predecessor in the neuro- 
psychiatric division of the Ann Arbor Medical 
School, Dr. Albert M. Barrett, once contributed 
a neuropathologic exhibit of undiagnosed brain tu- 
mors from Michigan state hospitals before the Sec- 
tion of Nervous and Mental Disease in an annual 
meeting of the American Medical Association. I 
cannot give any statistics as to number or frequency 
of cases, but the total was impressive and, added 
to the large number of mental cases in hospitals 
showing organic disease of the nervous system or 
other body systems, amounting in a statistical study 
by the Bureau of the Census to approximately 51% 
of all cases. I do not consider that the question 
as to whether mental symptoms are due, say, to 
tumor, or are produced by assumed personality 
deviations is purely academic, despite the fact that 
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the question may not always be answered, It js 

fairly well established that toxemia may cause men | 
tal aberration in a normal brain, as does alteration 

in structure and function of the brain, as exempli- 

fied by encephalitis, particularly the encephalitides 

of children, 

Regarding brain tumors, I have had the oppor- 
tunity to confirm the observation of Spiller that even 
small localized cortical tumors may produce papille- 
dema, which is difficult to explain on any other than 
a toxic basis. The removal of such a tumor in one 
of my patients relieved the papillitis. A tumor may 
also act by interfering with normal brain circula- 
tion, either of blood or cerebrospinal fluid, or it 
may act by interfering, according to its location, 
with cerebral pathways that we have learned to be 
important to the higher psychic functions and their 
interrelations. 

After my basic medical training, my orientation 
was in the pathological laboratory, and after my 
special neurological clinical training my associated 
interest was also in neuropathology. I have always 
regarded this approach to neurology and psychi- 
atry as fundamental, and it is but a step into an 
adjoining laboratory to contact experimental neuro- 
physiology, biochemistry, and electroencephalogra- 
phy. I am in perfect accord with the authors in 
their plea for a basic investigation of every mental 
case which enters a state hospital, regarding such 
а case as a medical and neurological problem, as 
well as a mental problem. Neurology and ps 
chiatry are inseparable. We have passed from the 
descriptive stage in mental disorders to the analyti- 
cal stage, and now we are entering into a mu 
more basic concept of personality structure 1n 
fining it in terms of organic reactions, whether 
these reactions are conditioned by heredity of by 
environment. 

The foregoing remarks apply to the psychoses, 
and not the psychoneuroses. I have always thought, 
and am more convinced as time goes on, that 7 
psychoneuroses and the psychoses are two differen 
categories of disease; but this is outside the scope 
of the present discussion. 
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GROUP PSYCHOTHERAPY AND MANIC-DEPRESSIVE PSYCHOSIS : 
DAVID С. WILSON, M. D., CHARLOTTESVILLE, VA. 


{о feel in touch with their environment. 
There is a loss of interest, or at least an 
inability to admit an interest, that is one of 
the most distressing traits found in the de- 
pression reaction. Persons who are elated 
also form very superficial relationships. Sev- 
eral writers have déscribed the difficulty of 
the therapist in relating to a person who 
suffers from a manic-depressive reaction dur- 


| 

| a quiescent period because of {һе super- 
| 
р 
К 


The characteristic complaint of those ex- 
periencing depressions is that they are unable 


ficiality of the attitude of such sufferers. 

In an effort to study the ability of persons 
with depressions to relate, a group of de- 
pressed or elated patients was formed. Origi- 
nally made up of 10 members, an observer, 
and the leader, the group held weekly meet- 
ings for 6 months, from eight to nine-thirty 
each Wednesday night in the staff conference 
room of the department of neurology and 
Psychiatry of the University of Virginia 
Hospital, 

This paper is a report on the changes in 
the individual members and in the nature of 
=. 


| ! Read at the rooth annual meeting of The Ameri- 
tan Psychiatric Association, Los Angeles, Calif, 
May 4-8, 1053. 


No. of 
Previous 
Depressions 


Length of 
Present Attack 
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4 
2 
4 
3 
2 
2 
° 
4 
3 
4 
3 


Снавт L—Summary profile of participating patients. „ 


the group itself. The data are presented as 
follows: first, a brief sketch of each of the 
members, summarized in Chart I which 
shows significant data regarding the indi- 
vidual members and what happened to them 
during the 6-month period; second, a de- 
scription of the development of the group 
with a discussion of the group relation, The 
changes that took place are presented in two 
sociograms (Charts II and III). The third 
portion of the report discusses the effect of 
the group on the individual members, The 
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| Observer 


Aleen 
tucy 


Positive Relations 
apd ty) Negative Relations 


Cuarrt II—Leader's impression of group relation- 
ships at initial session, 


No. of 
Sessions 


Marked Improvement 
Well 

Marked Improvement 
Marked Improvement 
Slight Improvement 
Marked Improvement: 
Depressed 
Hypochondriacal 
Hypochondriacal 
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Like — Mutual <—> Mutu! <--> 
Dislike E 
Мио! Like <——> Bill, Solly Ed rene 
Mutual Dislike <---> Ford, Aleen 

Ford, Bill 
Stor = Sally, Bill Sally, Ed. Ford Mae 
Isolate - Non Ford, Sally Ed Aleen 


Снлкт IIL—Group relationships at completion of 
sessions—compiled from questionnaires. 


ability of each to share in the feeling of unity 
and the mutual understanding of the depres- 
sive reaction is compared with their ability 
to drop symptoms. Charts IV and V pre- 
sent these 3 qualities in quantitative form. 
The fourth section discusses the interpreta- 
tion of the depressive reaction formulated by 
the group at the end of 6 months. 


DESCRIPTION OF INDIVIDUAL MEMBERS 


The membership of the group varied as 
did attendance: there were always at least 


Moximum 


WI Closeness 
Ex] Knowledge 
ZB Symptoms 


VARIATIONS. 


Minimum 


Before After 
FORD 


Before After 
ED 
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Before After 
ALEEN 


CHART IV.—Variations of closeness, knowledge, and symptoms before and after group relationshiP: 
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то members and occasionally 12; there was 
an average attendance of 8. No member 
had less than 4 months' experience and 6 
attended for the full 6 months. The leader 
was absent on б occasions and the observer 
оп 8. Notes were kept on each meeting and 
when neither the leader nor the observer was 
present, Sally gave a written report. The 
Observer is a social worker who used her 
experience with the group as part of her 
thesis for a master's degree. The leader isa 
psychiatrist who was also the individual 
therapist for the members of the group. 


Jack, aged 6r, had two older sisters, both dead. 
The father was 47 years old when Jack was born, 
He died in a state hospital in 1921 of what was 
probably senile dementia. One sister died suddenly 
in a manner that suggested suicide. Jack’s first de- 
pression occurred when he was 27. This was a 
mild affair and did not keep him from working. At 
the age of 38, he was depressed again. His current 
depression began in August 1951 and has continued 
up to the present (May 1953). He is now the pic- 
ture of a confirmed hypochondriac. There is very 
little evidence of depression. Between periods of de- 
pression he always worked very hard and there has 
been no evidence of mania. $ 

Aleen, mother of 2 children, is 42 and has during 
the last 5 years had yearly attacks of depression fal 
lowed by mania. When she first came into the 
group, she was definitely overactive and elated. She 
showed a paranoid trend. The manic attack soon 
disappeared, and there has been little depression 
since she joined the group. She now shows vey 


No Symptoms 
No Symptoms 


Before After 
JACK 


Before After 
SALLY 


Before After 


BILL 
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ШЕЙ Closeness 
Knowledge 
Symptoms 
СД 
2 
e 
E 
č 
E 
Minimum 


Before After Before After 
IRENE Lucy 


Снлвт V.—Variations of closeness, knowledge, 


little evidence of abnormality. Her group experience 
seems to have broken the manic-depressive cycle. 
Sally, a former school teacher, was 39 when she 
first came to the office in 1943, suffering from pres- 
Sure headaches. She was seen again in 1946, and 
їп 1950, following her father’s death the previous 
el she had her first depression. She recovered 
“hie 3 months, but in the spring of 1952 became 
К е again. She was still depressed at the time 
е group was organized. Her symptoms disap- 
peared rapidly. She has changed from a seclusive, 
scornful individual into a warm, out-going person 
йз à great deal of charm. 
"s pu was admitted to the hospital in 1950 follow- 
Se suicide attempt. „Не had had recurrent de- 
Ww ions with alternating manias since 1920. He 
dd CM electroshock, Later, he became depressed 
ud ue remained chronically so up until he 
ten the group. He is a member of Alcoholics 
ae Du Since being in the group, he has been 
ened, eS his suicidal preoccupations have less- 
p d depression practically disappeared. 
$ Жы ай recurrent attacks of depression since 
T hes high school, He was slightly depressed 
^ cred to Charlottesville in January 1952. 
Sede ition gradually became severe and was so 
continued vati. the group in September. This state 
iaa па approximately mid-November. Now 
Bis ctive member of the group and manifests 
Bill дале of depression. 
йау ® lost his right arm in 1948. He was 
came d wing this, made a fair recovery, but 
epressed again in February 1951. This 


rad í 
ually disappeared, but in 1052, returned, and 
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After 


Before 
MAE 


and symptoms before and after group relationship. 


Before After 


NELL NAN 


when he entered the group in September 1952, he 
was definitely depressed. He was taking seconal for 
sleeping and dexedrine in the morning. His pre- 
depression history showed him to be a passive-de- 
pendent individual with many neurotic traits. He 
has remained on the periphery of the group, partici- 
pating slightly in group discussions, but has been 
able to relate closely in spite of his silence and ap- 
parent isolation on the outer edge. His symptoms 
have abated, but he is not ready to give up depres- 
sion as a technique. 

Irene, a 38-year-old married woman, was ad- 
mitted to the hospital on August 29, 1952, with a 
depression lasting 6 months. She had been in the 
hospital previously from September 5-29, 1951, and 
had received electroshock which apparently relieved 
her symptoms for approximately 6 months. On the 
second admission, she was in good contact and 
was treated without shock. She entered group ac- 
tivities, and after her discharge, continued them for 
2 months. At this time, she became slightly elated, 
but felt so well that she ceased to attend meetings. 
She returned in January 1953, without symptoms, 
and with a good understanding of her reaction. She 
continued to attend group meetings until March 15, 
when she acted depressed and stated that she thought 
she might be returning into a depressed state. 

Lucy, 25, came into the office in March 1952, 2 
weeks post-partum. She was quite hysterikal and 
definitely depressed, unable to relate to her child or 
her family. Treated by electroshock in May 1952, 
with relief, the patient returned in June with the 
same symptoms. She entered the group in Septem- 
ber 1952, quite aggressive, and irritated the other 
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members, who found it difficult to sympathize with 
her. She returned for weekly group meetings 
through September, October, and November. In 
December, she stopped coming. In January, she re- 
ported that she was still having trouble relating to 
her husband and baby, but was busy with outside 
activities. Undoubtedly she never became one of 
the group and did not show any effects of group 
activity. 

Nell first entered the University of Virginia Hos- 
pital, at the age of 61, in December 1951. She was 
quite depressed. In 1949, she had been treated in a 
local nursing home. She received 11 electroshocks 
and remained symptom-free until October 1951, 
when she was given 5 electroshocks, again with 
symptomatic relief. In September 1952 she re- 
turned to the hospital and entered the group. She 
had all the usual symptoms of depression. In Octo- 
ber, she received 5 electroshocks, and her symptoms 
disappeared. She left the hospital on October 30, 
but continued to attend group meetings at irregular 
intervals, She has increased her understanding and 
changed many of her previous attitudes. In March 
1953 she considered herself well for the first time 
in 3 years. 

Nan, first seen in 1941, had been depressed for 2 
years, She was given metrazol intravenously to 
cause convulsions and shortly began to improve. 
She was apparently well until 1949 when she be- 
came depressed again. Her depressed attitude con- 
tinues. She states that she cannot get interested in 
anything, and prays constantly for help but no help 
is forthcoming. She goes about her daily routine in 
an automatic fashion. She entered the group in 
October 1952, attended 4 meetings, then stopped be- 
cause she derived no benefit. She returned in Janu- 
ary 1953 and still attends sessions, but has always 
been on the edge of the group. She has contributed 
very little and there has been no change in her be- 
havior. She has made only the slightest overtures 
to the other members and is definitely hostile to the 


Mae, 62, who entered the group in January 1 
had been depressed for 2 months, and had hida 
previous depressions. She related to other members 
of the group quite well while present at the meet- 
but at other times felt she was not accepted 
that this was because of her lack of education. 


little in understanding. 

Chart I summarizes the data given above. 
Of the terms “mildly depressed,” “markedly 
improved,” and “well,” used in the chart, 
the first 2 need no further amplification. 
“Well” means that the patient is free from 
symptoms and is able to form warm relation- 
ships with others; it, of course, does not 
indicate that the symptoms will never recur. 


GROUP PSYCHOTHERAPY AND MANIC-DEPRESSIVE PSYCHOSIS Ti 


DEVELOPMENT OF THE GROUP 


On September 15, 1952, at the first 
ing of the group, the members were 
lated to the leader, in most cases a 
close relation. "There was practically no 
connection. А close friend of Sally's 
sister-in-law of Ed. Jack and Ford had m 
but none of the others were acquainted, | 

It was immediately evident that they] 
а common meeting ground: all had ех 
enced depressions. They could talk {о ё 


meeting for discussion and a working 
They were interested in each other and 
came more so. Basically they all differ 
more superficially they had much in com 
which they were eager to share. It was 
teresting that Sally, who had been somey 
seclusive and withdrawn, and Ford, who: 
he could never relate, became the cente 
the group. This change in relationships f 
the beginning, in September, and at the el 
in March, is shown in the sociograms p 
sented in Charts II and III. Chart II rej 
sents the leader's impression of the g 
relation at the beginning. Chart III i 
piled from the results of questionnair 
out by all the members regarding their f 
ings about other members. They were as 
to express their likes as positive, negi 
or neutral They were asked to ch 
members they would select to help 
forma similar group and 3 they would 
not to have in such a group. The soci 
in Chart III shows that Lucy and Nam 
on the outside while Jack, who was clos 
the center in the beginning, has now mo 
out toward the periphery. 

EFFECT OF THE GROUP ON IND 
MEMBERS 


The group were asked to describe 
feelings regarding the nearness to the c 
of the group of other members as Of 
first meeting in September and as of М 
The weekly notes of the observer and 0! 
leader were referred to and members 
selves were consulted regarding their 0 
feelings of closeness, their understand 
the depressive reaction, and finally, reg 
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their own symptoms. These accumulated 
data are represented in Charts ТУ and V. An 
effort is made to express the results quanti- 
tatively by considering a maximum and a 
minimum of closeness and of understanding 
and then showing in comparative columns 
the relative amount of closeness to the center 
of the group and the relative amount of 
understanding of the mutual attitude toward 
depression. 

The 2 charts show that as closeness and 
understanding increase, symptoms become 
less prominent and finally disappear. In 
persons like Jack and Mae, who were unable 
to progress toward the center of the group, 
symptoms became more fixed. Instead of 
telating through actual causes, they chose to 
relate through complaints. 


INTERPRETATION OF DEPRESSIVE REACTION 


In the beginning, symptoms held the atten- 
- tion of all members but soon they found that 
| the same form of suffering was shared by all. 
There was no point in reiterating what they 
all knew. The leader by selecting 1 or 2 
members for discussion during the evening 
was then able to bring in a search for possible 
causes. The members presented their ex- 
periences freely while the others interpreted. 
The leader attempted to make the group 
advance in understanding through critical 
assessment of its own productions. A few 
fundamental conclusions as to the nature of 
their depressions were arrived at, and agreed 
upon by the majority of the group: 


(1) Depressions occur in all kinds of 
People, but are similar reactions regardless 
‘whom they occur. (2) Those who have 
ia ons are sensitive persons who need 
: йы te to others. (3) Although the person 

is depressed appears to lose faith in him- 


self, he really loses faith in others to accept 
him as he truly is. (4) Every depression has 
real cause which is sufficient to depress any- 
one, but usually the sick person refuses to 
look at real causes, preferring to attack him- 
self. This attack he continues by emphasizing 
every suggestion that might reinforce his 
inadequacy, The manic, on the other hand, 
has to prove that the same suggestions of 
inadequacy are not true. (5) There is a 
time, at the beginning, when a person who 
has experienced depression can make the 
choice to be depressed or not to be depressed. 
Depression is a technique used to meet life’s 
needs which once taken up tends to perpetu- 
ate itself, (6) A depression can be given up 
if the sufferer is forced to admit that he will 
be accepted as he really is, not as he ought 
to be or as he thinks he should be. (7) When 
a depression continues, there is usually a 
special person or group that the individual 
wishes to affect. This may be a wife, mother, 
“boss,” or a church. The person with depres- 
sion feels the need of this special person for 
dependency and tries to supply it, but the 
special person is driven further away by the 
depressive behavior, so the depressed person 
continues to act more depressed in an effort 
to obtain the love he craves. 

In summary, the following conclusions 
were offered. 

1. Persons suffering from depressions or 
elations are able to relate to each other, 

2. Such a relationship enables them to 
form an understanding group. 

3. In this small group, a certain number 
were able to give up their symptoms, while 
others went on to a more severe emphasis 
on symptoms, 

4. There was apparent relationship be- 
tween their loss of symptoms and their in- 
crease in ability to relate closely and to share 
in group understanding. 


THE EFFECTS OF INFANTILE EXPERIENCES UPON ADULT 

BEHAVIOR IN ANIMAL SUBJECTS: I. EFFECTS OF —— 

LITTER SIZE DURING INFANCY UPON ADULT 
BEHAVIOR IN THE RAT: 


PHILIP F. D. SEITZ, M.D., INDIANAPOLIS, IND. 


Breuer and Freud(1) first proposed the 
theory that the etiology of neurosis is based 
upon psychologically "traumatic" experiences 
during childhood. Since that time, genetic 
(developmental) theories of behavior and 
psychopathology have been investigated by 
several methods: (1) restrospective clinical 
studies of adults, (2) hypnotic studies, (3) 
cultural anthropologic studies, (4) progres- 
sive studies of human stibjects, and (5) ex- 
perimental progressive studies of animal 
subjects, 

"This paper presents an investigation of the 
hypothesis that infantile experiences influ- 
ence the behavior of an organism throughout 
itslife: more specifically, an attempt to test 
this hypothesis experimentally by studying 
the effects of litter size during infancy upon 
adult behavior in the rat. Litter size varies 
naturally in this species from only 2 or 3 to 
15 or 16 offspring. Experimental manipula- 
tion of litter size is therefore a convenient 
and natural method of inducing variation in 
maternal care and nurture during the earliest 
period of life, 


REVIEW OF THE LITERATURE 


Hunt(2) studied the effects of feeding 
frustration during infancy upon adult 
"hoarding" in the rat. He found that rats 


1 Read at the tooth annual meeting of The Ameri- 
can Psychiatric Association Los Angeles, Calif., 
May 4-8, 1953. 
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which had been exposed to feeding 
tion early in their lives (after wi 
"hoarded" significantly more food pelle 
their controls in adulthood. He also di 
strated that the earlier the feeding fr 
tion the greater its effect upon adult “4 

ing." 1 
Alexander Wolf(3) investigated 
fects of interference with vision and h 
during infancy in the rat. He found 
mals exposed to interference with visio 
hearing during infancy exhibited 
cantly poorer performance than their 
on learning tests involving visual a 
tory cues in adulthood, 

Bernstein(4) reported an experimen 
rats, in which he found that amount of 
dling (following weaning) was cor! 
with adult behavior in a learning situati 

Levy(5) reported an experiment 0 
sucking reflex and social behavior ү 
This investigation was not concerned @ 
with the problem of infantile experi 
relation to adult behavior but with mo 
mediate effects of infantile experience: 

Levy(6) also reported investigatio! 
pecking behavior in chickens. Chicks. 
on wire beginning at то days of age we 
able to peck the ground in satisfa 
pecking needs. These animals subseqt 
developed the habit of feather-pecking, 
did not occur in animals raised on the 

Kuo(7) demonstrated experimentally t 
rat-killing behavior in the cat is influence 
early-life experiences of seeing the m 
kill rats. 

Bayroff(8) studied the effect of early 
lation of white rats upon their later г і 
to other white rats. He concluded that th 
experiment did not offer definite evidence @ 
this problem. 7 

Biel(9) found that rats subjected to $ 
inanition during infancy exhibited 
maze learning ability in adulthood. _ í 

Pattie(10) investigated the gregarious bë 


1954] 


havior of normal chicks and chicks hatched 
in isolation. Whether the 2 groups differed 
in terms of gregariousness is not clear from 
his data. 

Patrick and Laughlin(rr) found that wall- 
seeking behavior in adulthood is influenced 
by the size of the enclosure in which infant 
rats are raised. 

Kahn(12) reported an experiment on the 
effects of severe defeat at various age levels 
upon adult aggressive behavior in mice. He 
found that severe defeat early in life resulted 
in less aggressive adult behavior. As was the 
case in Hunt's experiment, he found that the 
earlier the experience of severe defeat the 
greater its effect upon adult behavior. 

Scott(13) separated infant lambs from 
their mothers at birth, and raised them in 
human environment for the first 10 days of 
life. He found that such lambs showed a 
permanent change in their behavior toward 
other sheep. 

Hall and Whiteman(14) investigated the 
effects of intense auditory stimulation during 
infancy проп adult emotional stability in the 
mouse, They found that the infantile experi- 
ence of intense auditory stimulation resulted 
in adult emotional instability. 

Scott, Fredericson, and Fuller(15) re- 
ported experiments demonstrating some ef- 
fects of infantile experiences upon adult be- 
havior in dogs. 

Fredericson(16) found that mice exposed 
to competition for food shortly after weaning 

ibited competitive behavior for food, even 
though not hungry, in adulthood. 


METHOD 


E albino rat was selected for the present 
NL eon The reasons for this choice 
" S ease of breeding in the laboratory, 
"tively large litter size, short gestation 
md (3 weeks), rapid maturation (weaned 
an taneously at 3 weeks of age, sexually 
Tun by 3 months of age), inexpensive to 
AP and maintain, availability, ease of 
tlie а апа considerable knowledge about 
havior of this species already available. 
E e ding pilot experiments, 120 off- 
E тот 15 para II albino rats of the 
259 Strain were used in the present in- 
€ation, The pregnant mothers were ob- 
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tained from a local dealer and brought to the 
laboratory one week before expected deliv- 
ery. Although these rats came from a colony 
which had been started 15 years previously 
Írom Wistar breeding stock, they must be 
considered heterozygous, since sibling mat- 
ings had not been followed consistently. A 
modification of the split-litter technique was 
used to control the genic variable. This will 
be discussed below. 

The 15 pregnant rats were housed in nest- 
ing cages, and delivered their litters within 
2 days of each other. The experiment on the 
offspring therefore began when the pups were 
from 1 to 2 days old. As each litter was born, 
it was culled to 9 pups by reaching into the 
litter blindfolded and removing 9 at random, 
without regard to sex. After 9 pups of each 
litter had been selected in this manner, the 
remaining pups were sacrificed. The reason 
for this procedure was to standardize the lit- 
ter sizes until all litters had been delivered, 
and for purposes of reassigning pups to ex- 
perimental groups. The 9 remaining pups of 
each litter were given the same mark to iden- 
tify their hereditary origin. The number was 
painted on the back with phenolized carbol 
fuchsin. 

Of the r5 mothers, 10 were selected ran- 
domly to be assigned foster litters of 6 pups 
each, and 5 were selected randomly to be 
given foster litters of 12 pups each. The 
pups were redistributed to the 15 mothers 
according to a prearranged table so that no 
pup was raised by its hereditary mother. The 
purpose of this modified split-litter technique 
was to control the genic variable by randomi- 
zation of hereditary siblings between the 2 
experimental litter size groups. 

The reasons for selecting litter sizes of 6 
and 12 were as follows. The female rat has 
12 nipples, several of which are usually not 
functional. Litter sizes of 6 provided each 
pup with more than one nipple apiece, 
whereas litters of 12 included more pups than 
functional nipples. The pups in large litters 
were therefore exposed to more frustration 
of suckling and maternal care than those 
in small litters. 

Pilot experiments had demonstrated that 
litters as large as 12 would tend to survive 
with a few mortalities. With this in mind, 
2 extra litters of 6 and 12 pups each were 
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kept on hand to be used as replacements for 
pups which died in the experimental series. 
Only 2 mortalities occurred, both in litters of 
12, and these were replaced from the reserve 
litters of 12. 

The assignment of pups to foster litters 
was done without selection according to sex. 
We reasoned that random assignment of 120 
animals to 2 groups should result in fairly 
even sex distribution on the basis of chance, 
which is what occurred. 

The mother rats accepted their foster lit- 
ters readily, as was expected on the basis of 
pilot experiments. The rat pups remained 
in their foster litters from the age of 1-2 days 
until 3 weeks. This corresponds with the 
suckling period and is therefore referred to 
as "infantile" At 3 weeks the young rats 
weaned spontaneously and were then placed 
in identical individual cages for the rest of 
their lives. This was done to control and 
standardize the subsequent experiences of 
the animals, isolating the infantile experience 
of litter size as the sole independent variable 
of the experiment, 

) To control environmental variables such as 
illumination, temperature, and sound, animals 
from the 2 experimental groups were system- 
atically arranged in alternate adjoining cages 
FE NER strane Since the presence of 
a e in an adjoining cage has been 
demonstrated to affect the behavior of male 


І inking tubes functioned ef- 
ficiently at all times, and that each cage con- 
tained approximately the same amount of 
food, All animals received the same amount 
and type of handling throughout their lives, 

During the infancy period, the pups were 
remarked daily for the first week, then twice 
weekly for the next 2 weeks, The only other 
handling in the first 3 weeks was during 
weighing, which was done every 3 days, and 
during a test of maternal behavior. At the 
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age of 3 weeks, when the young animal: 
placed in individual cages, they wi 
earmarks. 

Beginning at 1 month of age, vario 
were carried out on the animals. The рг 
dures used for these tests will be deser 
below in connection with results obtaine 


RESULTS 


Behavioral tests were carried out bet 
the ages of 1 month to 2 years. Thea 
age life span for this strain of rats is 
proximately two years. Statistical anal 
of results for males and females were © 
lated separately, the behavior of 
being quantitatively too different to pe 
their being grouped together for statis 
purposes. Separate analysis for males 
females offers 2 additional advantages: | 
sex differences in reaction to the infi 
experience variable are distinguished 
(2) a replica of each test is accompli 
this procedure. 


TEST I 


Behavior of Mothers Toward Litters) 
and 12.—The aim of the first test was ti 
termine whether the number of pups in 
ter influenced the behavior of the тоҝё 
ward the offspring. The maternal beh 
test was carried out daily for 10 succe 
days when the pups were from 5 to 19 
old. On each test day, the investigator m 
9 standard observations of maternal b 
for each mother rat. These 9 observat 
measurements included nursing behavio 
action when cage door opened, reluctat 
leave when approached, attempts to pid 
pups when litter removed, searching beh 
when litter absent, behavior when litte 
turned, retrieving of pups, behavior @! 
cage door closed, and nest-building. All 
these measurements were quantified @ 
scoring basis of 1 through 5. Е 

Results of the test demonstrated that! 
mothers assigned litters of 6 pups bel 
significantly more maternally than the mol 


? Because of space limitations, all statistical 
have been omitted from this report. These Ё 
have been printed separately, and are available 
request from the author. 
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ers given litters of 12. The mean scores for 
maternal behavior per day were: for Io 
mothers given litters of 6, 20.7 (S.D. 4.296) ; 
for 5 mothers given litters of 12, 15.6 (S.D. 
2.331). The difference between means was 
5.1, t=2.7943, Р= <.02. The small-litter 
mothers were approximately 25% more ma- 
ternal toward their pups than the large-litter 
mothers, 


TEST II 


Body W eight.—The animals were weighed 
at intervals to determine whether the variable 
of litter size during infancy was correlated 
with body weight in adulthood. At the outset 
of the experiment the mean body weights for 
pups assigned to large as opposed to small 
litters did not differ significantly. This was 
true for both male and female animals. 
(Mean weight of 25 males from litters of 
6: 8.92 Gm., S.D. 7.358; 30 males from lit- 
ters of 12: 8.82, S.D. 7.858; difference be- 
tween means: о. Gm., C.R.=0.0486, P= 
>.05. Mean weight of 35 females from lit- 
ters of 6: 7.10 Gm., S.D. 2.094; 30 females 
from litters of 12: 7.92, S.D. 2.420; differ- 
ence between means: 0.82 Gm., C.R.— 1.448, 
P=>.05.) By the age of 3 weeks, when the 
Pups weaned spontaneously, the mean body 
Weight for pups raised in small litters was 
Significantly greater than that for pups raised 
in large litters. This was true for both sexes, 
and was significant at the less than 1% level 
of confidence. (Mean weight of 25 males 
from litters of 6: 62.4 Gm., S.D. 9.35; 30 
males from litters of 12: 43.7, S.D. 11.83; 
difference between means: 18.7 Gm., C.R.= 
6.5453, P= <.oor. Mean weight of 35 fe- 
males from litters of 6: 52.6 Gm., S.D. 

:390; 30 females from litters of 12: 40.2, 

D. 8.590; difference between means: 12.4 
sl С.К.= 5.8017, P= <.001.) At the age 

‚2 months, both male and female animals 
Faised in small litters were still significantly 

eavier than the large litter animals. 

At 3 months, a sex difference in results 
Was found. The male animals continued to 
fen the same trend as previously, but the 
eR > no longer exhibited this difference 
" y weight. (Mean weight of 25 males 
"m itters of 6: 291.3 Gm., S.D. 22.653; 

Males from litters of 12: 264.5, S.D. 
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24.081 ; difference between means: 26.8 Gm., 
C.R.—4.2431, P.— <.оот. Mean weight of 
35 females from litters of 6: 186.1 Gm., 
S.D. 17.379; 30 females from litters of 
12: 183.9, S.D. 17.140; difference between 
means: 2.2 Gm., C.R.—0.5124, P= 7.05.) 
The reason for this sex difference is not 
known. The fact that rats become sexually 
mature at 3 months should be considered a 
factor possibly related to this finding. 

The trend for small-litter males to be 
significantly heavier than large-litters ones 
continued far into the adulthood of these ani- 
mals. After about x year of age, and coinci- 
dent with the institution of feeding schedules 
associated with later tests, this difference 
tended to disappear. During the first year, 
the male animals from small litters were ap- 
proximately 13% heavier than those from 
large litters, The question arises whether one 
group was overweight or one underweight. 
Qualitative observation would favor the im- 
pression of obesity in the small litter animals. 
These rats were distinctly flabby, whereas the 
large-litter males maintained a sleek, muscu- 
lar appearance. 


TEST III 


Food and Water Consumption —The find- 
ing that male rats raised in small litters 
tended to weigh more in adulthood than 
males from large litters suggested differences 
in eating habits for these 2 groups. To ob- 
tain quantitative data on this question, food 
and water consumption were measured daily 
for то days when the animals were 1 month 
old. The procedure was to weigh the food 
hoppers and water bottles daily, subtracting 
the weights of these from their weights on 
the previous day to obtain a daily measure- 
ment of food and water consumed. 

The only significant difference was found 
in food consumption by females. This dif- 
ference was in the expected direction, with 
small-litter females eating significantly more 
than those from large litters. (Mean daily 
food consumption by 35 females from litters 
of 6: 17.44 Gm., S.D. 2.098; 30 females 
from litters of 12: 14.94, S.D. 1.817; differ- 
ence between means: 2.50 Gm., CR.— 
5.1372, P— <.001.) The one significant dif- 
ference found supports the hypothesis that 
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animals raised in small litters tend to eat 
more in adulthood than animals from large 
litters. 


TEST IV 


Pellet Hauling | ("Hoarding").—Pellet 
hauling, or “hoarding,” refers to a behavioral 
characteristic of the rat in which the animal 
removes pellets of food from its hopper and 
deposits them elsewhere in the cage. Tests 
of pellet hauling were carried out when the 
animals were 2 months and 9 months old. 
The procedure of the test was to fill the food 
hopper with food pellets each morning, and 
to count the number of pellets that had been 
hauled out of the hopper and deposited about 
the cage 24 hours later. This was repeated 
daily for то successive days. 

The results of these tests revealed highly 
Significant differences between the 2 groups 
at both 2 months and 9 months of age. Both 
male and female animals from large litters 
"hoarded" significantly more pellets than the 
rats reared in small litters. (Mean pellets 
hauled per day by 25 males from litters of 6 
at 2 months of age: 7.1, S.D. 3.624; 30 
males from litters of 12: 18.2, S.D. 5.177; 
difference between means: 11.1, C.R.=9.250, 
P=<.001. Mean pellets hauled per day by 
35 females from litters of 6 at 2 months of 
age: 9.7, S.D. 3.303 ; 30 females from litters 
of 12: 17.3, S.D. 4.80; difference between 
means: 7.6, С.К.=7.3786, P=<.oo1. Mean 
pellets hauled per day by 20 males from lit- 
ters of 6 at 9 months of age: 5.1, S.D. 4.694 ; 
28 males from litters of 12: 161, S.D. 
6.745 ; difference between means: 11.0, C.R. 

—6.6306, P=<.oor. Mean pellets hauled 
per day by 35 females from litters of 6 at 9 
months of age: 19.3, S.D. 8.923 ; 30 females 
from litters of 12: 29.5, S.D. 7.415; differ- 
ence between means: 10.2, C.R.=4.9642, 
P=<.001.) 

The difference between the 2 experimental 
groups was so striking and consistent that 
Statistical analysis was not really necessary. 
The large-litter animals had usually emptied 
their food hoppers after each 24-hour period. 
whereas the animals from small litters had 
hauled only a few pellets each day. This 
striking difference occurred in both sexes, 
and was strongly evident far into the adult. 

hood of the animals. 
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These findings indicate that although the 
large-litter animals eat less and weigh less 
than rats from smaller litters, they “hoard” 
more. 


TEST V 


Food-Getting Behavior when Hungry.— 
When the animals were 5 months old, an at- 
tempt was made to investigate the time re- 
quired to obtain food in a novel situation 
when hungry. The aim of this test was to 
determine whether the large- and small-litter 
animals differed in terms of food-getting be- 
havior under conditions of deprivation and 
the stress of novel surroundings. 

The animals were placed on a daily feeding 
schedule of a 23-hour fast, following which 
they were tested, and then given 1 hour of 
feeding. A single unit T-maze was used for 
the test. One animal at a time was placed in 
the starting box, 10 seconds were allowed 
to elapse, and then the door into the maze 
was opened. Two measurements were made: 
(т) time required to reach food, which was 
always placed at the end of the left arm of 
the Т; and (2) number of wrong turns made 
in reaching food. This test was repeated 
daily for 10 days. 

Both the male and female rats from litters 
of 6 required significantly less time to reach 
food than the larger-litter animals. (Mean 
daily time to reach food in seconds for 25 
males from litters of 6: 59.74, S.D. 18.268; 
30 males from litters of 12: 70.26, S.D. 
15.876; difference between means: 10.52, 
C.R.—2.2557, P= <.05. Mean daily time to 
reach food in seconds for 35 females from 
litters of 6: 43.12, S.D. 13.053; 30 females 
from litters of 12: 50.63, S.D. 14.235; dif- 
ference between means: 7.51, C.R. =2.2028, 
P=<.05.) 

No significant difference was found be 
tween the 2 groups for errors in reaching 
food. 


TEST VI 


Food Consumption Following Fasting— 
In connection with the previous test, а meas” 
urement was made of the amount of Ee 
eaten by the animals following 23 hours 0 
fasting. After each animal was tested in the 
T-maze, it was returned to its home cage; a" 


| 
| 


1954] 


PHILIP F. D. SEITZ 


921 


5 pellets of food were placed in the cage. One 
hour later the remaining food was removed 
from the cage, and the number of pellets 
eaten was computed to the fraction of $ of 
a pellet. This procedure was repeated daily 
for 10 days. 

Both male and female rats from litters of 
6 ate significantly more food in the test feed- 
ing periods than the animals from larger lit- 
ters. (Mean pellets eaten per hour for 25 
males from litters of 6: 1.81, S.D. 0.197; 30 
males from litters of 12: 1.69, S.D. 0.212; 
difference between means: 0.12, C.R.— 
2174, P=<.05. Mean pellets eaten per 
hour for 35 females from litters of 6: 1.53, 
S.D. 0.185; 30 females from litters of 12: 
1.39, S.D. 0.181; difference between means: 
0.14, C.R.=3.0837, P= <.01.) These find- 
ings coincide with the results of previous 
tests in which the small-litter animals exhib- 
ited heavier body weight, greater food con- 
sumption when food was available continu- 
ously, and greater speed in reaching food 
when hungry. 


TEST VII 


Reaction to a Novel Situation—The pur- 
pose of the next test was to determine 
whether the animals from large and small 
litters differed in their reactions to a novel 
experience. When the rats were 7 months 
old, the open field test was done. The “open 
field” consisted of a circular area 9 feet in 
diameter enclosed by a sheet metal wall 3 
feet high. On the inner surface of the wall 
Were painted vertical marks at 1-foot inter- 
vals. One rat at a time was placed in the 
field and observed for 2 minutes. The dis- 
tance travelled was recorded by counting the 
number of vertical wall lines which were 
Passed. After 2 minutes in the field the rat 
‘iy returned to its home cage. The number 
С fecal boluses dropped by the animal in the 
а ee was then recorded and removed, 
i. the next rat was tested. The test was 
ELM daily for то days. Defecation in the 
ioa eld test is considered an anxiety re- 
side se, whereas distance travelled is con- 

ae a function of exploratory behavior. 
ue ш and female rats from large lit- 
feld p significantly more in the open 

than the animals from litters of 6. 


(Mean number of defecations per day for 25 
males from litters of 6: 1.5, S.D. 0.722; 30 
males from litters of 12: 2.0, S.D. 0.834; 
difference between means: 0.5, C.R.= 2.2868, 
P=<.05. Mean number of defecations per 
day for 35 females from litters of 6: 0.7, 
S.D. 0.389; 30 females from litters of 12: 
1.2, S.D. 0.599; difference means: 0.5, С.К. 
=3.8401, P— «.oor.) 

Both males and females from small litters 
travelled significantly greater distances in the 
open field than the large-litter animals. 
(Mean distance travelled in feet per day by 
25 males from litters of б: 17.92, S.D. 4.411; 
30 males from litters of 12: 15.31, S.D. 
3.328; difference between means: 2.61, C.R. 
—2.4365, P= «.02. Mean distance travelled 
in feet per day by 35 females from litters of 
6: 25.20, S.D. 4.666; 30 females from lit- 
ters of 12: 19.18, S.D. 4.915; difference be- 
tween means: 6.02, C.R=5.0389, P=< 
.001.) 

We conclude from these findings that the 
small-litter animals exhibit less anxiety and 
more exploratory behavior in this novel situa- 
tion than those reared in large litters. 


TEST VIII 


Audiogenic Seizure Susceptibility—Au- 
diogenic seizure has been proposed by some 
investigators as a test for “nervousness” in 
the rat. Our own previous experience led us 
to doubt that audiogenic seizure had any re- 
lationship to anxiety in rats. We predicted, 
therefore, that our 2 experimental litter-size 
groups would not differ in terms of suscepti- 
bility to audiogenic seizures. The procedure 
used was to place each rat individually in the 
open field and expose it to the hissing sound 
of an air jet at the edge of the field for 1 
minute. This was repeated daily for то days. 
No significant differences were found be- 
tween the 2 groups in their susceptibility to 
audiogenic seizure. 


TEST IX 


Emergence from Ноте Cage—When the 
animals were 13 months old, they were tested 
for emergence from the home cage in the fol- 
lowing manner. A portable cage-like struc- 
ture, approximately the same size as one of 
the living cages, was constructed. Its floor 
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was of sheet metal, and the walls and roof of 
hardware cloth. This equipment could be 
mounted on the front of the living cages in 
such a way that the rats could pass from 
their home cages into the test cage. The pur- 
pose of this arrangement was to determine 
whether the 2 litter size groups differed in 
their tendency to emerge from the home cage 
and explore the novel test cage. Each animal 
was tested separately for 2 minutes on 10 
successive days, The door of the home cage 
was opened, the test cage was mounted in 
position, and the behavior of the animal was 
observed for 2 minutes. Records were made 
of the time latency for entering the test cage, 
and the number of times out of 10 trials on 
which each animal emerged from the home 
cage, 

Both male and female rats from small lit- 
ters entered the test cage significantly more 
times than the animals reared in large litters. 
(Mean number of emergences per 10 days 
for 19 males from litters of 6: 5.1, S.D. 
5.88; 24 males from litters of 12: 3.2, S.D. 
6.97; difference between means: 1.9, t= 
2.3718, P=<.02. Mean number of emer- 
gences per 10 days for 31 females from lit- 
ters of 6: 6.5, S.D. 3.07; 30 females from 
litters of 12: 5.2, S.D. 5.19; difference be- 
tween means: 1.3, t=2.4615, P=<.02.) La- 
tency scores failed to reveal significant dif- 
ferences, These results correspond with the 
findings on Test VII ("open field" test): 
the small litter animals exhibited greater 
tendency toward exploratory behavior in a 
[obs situation than the rats from large 
itters, 


TEST X 


Competition for Food between Pairs of 
Animals Living Together —NWhen the rats 
Were 15 months old we investigated competi- 
tion for food between pairs of animals in 
their own living cages, The following method 
was used. Animals from large and small lit- 
ters were paired against each other and 
placed in the same cage. Males were paired 
against males, and females against females. 
They were fed on a schedule of 23 hours 
fasting and one hour of feeding. The ani- 
mals from small litters were given a collar 
mark to distinguish them. For the first week 


no testing was done to allow the pairs of ani- 
mals to adjust to the new living arrangement, 
"Tests of competitive behavior for food were 
then carried out for 2 minutes daily on 10 
successive days. Following each 23-hour fast- 
ing period, the corner of a food pellet was 
inserted through the grill of the cage wall and 
held in place for 2 minutes by a set of clamps, 
Observations were made of which animal 
reached the food first, the number of times 
each animal pushed its cage mate in the 
struggle for the food, and the amount of time 
each animal spent in eating. This test suc- 
ceeded in inducing fairly intense competitive 
behavior, amounting at times to fighting, but 
principally in the form of pushing and shov- 
ing each other to gain possession of the food. 
A further observation was systematically re- 
corded after the test had been run for 2 days 
—"'rooting" behavior; that is, a form of be- 
havior in which one rat pushes the other 
away from the food by nosing under it and 
flipping the animal over its back. The reason 
for adding this further observation was that 
“rooting” seemed to be used almost exclu- 
sively by the rats reared in large litters. 

The male animals from large litters 
reached the food first and maintained pos- 
session of it for a significantly longer time 
than the rats reared in small litters. (Mean 
times reaching food first in то trials for I5 
males from litters of 6: 3.33, S.D. 2.495; 15 
males from litters of 12: 6.33, S.D. 2.330; 
difference between means: 3.0, t=3.200% 
P=<.or. Mean time in possession of 1000, 
in seconds per day, for 15 males from litters 
of 6: 19.21, S.D. 16.701 ; 15 males from lit- 
ters of 12: 52.89, S.D. 21.893; difference 
between means: 33.68, t=4.5765, P=< 
.001.) No significant differences were found 
in the amount of pushing by males, nor 1 
any of the 3 categories for females. 

' Rooting behavior was significantly 21016 
frequent in the female animals from large 
litters, (Mean times “rooting” per day for 
26 females from litters of 6: 0.019, 50: 
0.0482 ; 26 females from litters of 12: 0.44% 
S.D. 0.0660; difference between means: 
0.427, t—3.2245, P= <.01.) iu 

These findings suggest that the anima’ 
raised in large litters tend to be more SUC" 
cessful in competition for food than the rats 
from smaller litters. 
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TEST XI 


Behavior of Males toward a Female in 
Heat.—When the animals were 17 months 
old, the behavior of males toward a female in 
heat was tested, the purpose being to deter- 
mine whether the large and small litter males 
differed in their mating behavior. After the 
previous test, the animals were returned to 
individual cages. The males were presented, 
in their home cages, with a 6-month-old fe- 
male rat in heat for 2 minutes on то succes- 
sive days. Observations were made of time 
latency to approach the female, amount of 
time spent in courting the female, and num- 
ber of mountings. By “courting” is meant 
grooming the female and licking her genitals. 
The females used in this test were from an 
isogenic colony of albino rats reared in our 
laboratory. Vaginal smears were made on 
these female rats each morning, and only fe- 
males in heat were used for the test. Large- 
and small-litter males were tested alternately, 
and one female was used for testing 6 males. 

The male rats from large litters exhibited 
significantly more mating behavior than those 
reared in small litters. This was reflected in 
both the time latency in approaching the fe- 
male and the amount of time spent “court- 
ing” her. (Mean latency in seconds per day 
to approach female for 14 males from litters 
of 6: 27.36, S.D. 26.118; 20 males from 
litters of 12: 7-15, S.D. 5.346; difference be- 
tween means: 20.21, t=3.2615, Р= <.01. 
Меап бте spent “courting” female, іп sec- 
onds per day, for 14 males from litters of 6: 

“32, S.D. 27.091; 20 males from litters of 
12: 89.30, S.D. 15.632; difference between 
Means: 22,98, t=2.6340, P= <.02.) 

Statistical analysis of data on frequency of 
Mounting is not presented since only 3 in- 
Stances of mounting occurred. These 3 in- 
ioa Were in males from large litters, In 

empt to obtain data on actual copulatory 
tei a further test was devised. The 
o "iie presented with a female in heat 
Bier 15-minute period. This test als 
9 elicit copulation. 


TEST хр 


куй of Males toward a Male Placed 
Ge. : ome Cage.—In the previous test, the 
as from large litters exhibited signifi- 


cantly more mating behavior than those 
reared in small litters. Because actual copu- 
lation had not occurred, we could not be cer- 
tain that what we observed was "mating" be- 
havior. It may have been simply “gregarious” 
behavior, without sexual significance. To de- 
cide this question, the same test was repeated 
when the animals were 18 months old; but 
this time a male rather than a female rat was 
placed in the home cages of the large and 
small litter males. The test was done for 2 
minutes on 10 successive days, and the same 
observational measurements were made, 

The 2 groups did not differ significantly in 
either category of behavior measured. A sta- 
tistically not significant trend was found for 
the large litter males to approach sooner and 
spend more time with the male rat placed in 
the home cage than the animals reared in 
small litters. We conclude from these find- 
ings that the significant difference observed 
in the previous test was related to the fact 
that the animal placed in the home cage was 
a female. On this basis, the probability is 
that the behavior observed in the previous 
test was a type of “mating” behavior, 


TEST XIII 


Qualitative Observations.—In addition to 
the quantitative tests of behavior, certain 
qualitative observations were recorded : 

Behavior when handled.—The small-litter 
rats were observed by the 6 persons who 
handled them to be more docile, quiet, and 
passive when picked up than those raised in 
large litters. Animals from the latter group 
were frequently observed to squeal and 
struggle when handled. 

Biting —The persons handling the animals 
observed that rats from large litters tended 
to bite more often than did small-litter ani- 
mals. Two of the rats from large litters were 
so vicious that they could be handled only 
with the utmost caution, 

Behavior when cage door opened.—Ani- 
mals raised in small litters were observed to 
react hardly at all to the cage door being 
opened. The large-litter rats tended to react 
with “startle,” and then maintained an atti- 
tude of "alert" at the rear of the cage. The 
small-litter animals often approached the 
front of the cage when the door was held 
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open, but this was seldom observed among 
the rats from large litters. 

Behavior when food put in or taken out of 
cage—In this test, the small-litter animals 
were frequently observed to pick up a pellet 
in their mouths and hold it. This behavior 
was seldom seen in the rats from large litters. 


TEST XIV 


A Further Control Experiment.—The 
present experiment demonstrated that litter 
size during infancy affected adult behavior in 
the rat. The question then arose whether a 
similar experience in adulthood would influ- 
ence subsequent behavior. To answer this 
question, the following additional control ex- 
periment was done. 

A group of 84 adult albino rats were se- 
lected randomly from an isogenic colony 
raised in our laboratory. The animals were 
9 months old and had never been used in any 
experiments. They were separated according 
to sex, and then placed in groups of 6 and 12. 
Among the females, there were 2 groups of 
12 and 4 groups of 6. Fewer males were 
available, and we had only 2 groups of 12 and 
2 groups of 6. These groups were put in liv- 
ing cages, where they stayed for 3 weeks. 
Since all cages were the same size, the groups 
of 12 were more crowded than those of 6. 
Only one food hopper and drinking tube 
were placed in each cage. The purpose of 
this arrangement was to duplicate for adult 
rats an experience similar to the litter size 
variable in infancy. After these adult rats 
had lived in groups of 6 and 12 for 3 weeks, 
they were placed in individual cages. Tests 
were begun immediately to determine 
whether the experience of living in large 
or small groups influenced their subsequent 
behavior, 

First test—Immediately following and 2 
months following the 3-week period of living 
in groups, the “pellet hauling” test was done 
(see Test IV above for method of proce- 
dure). The reason for choosing this test was 
that it gave the largest differences between 
groups in the main experiment. Immediately 
following the experience of living in large as 
opposed to small groups during adulthood, a 

significant difference was found in pellet 
hauling by males. The males from small 


groups “hoarded” significantly more pellets 
than males from large groups. This trend is 
the opposite of that observed in the main ex- 
periment. (Mean pellets hauled per day by 
12 males from groups of 6: 6.34, S.D. 3.790; 
24 males from groups of 12: 2.21, S.D, 
1.509; difference between means: 4.13, t= 
4.5181, Р=<.оот.) 

Two months following the experience of 
living in large as opposed to small groups 
during adulthood, no significant difference in 
pellet hauling was found. We conclude from 
these findings that, in the rat, the experience 
of living in groups of 6 and 12 during adult- 
hood does not have comparable effects upon 
subsequent behavior as the experience of be- 
ing reared during infancy in litters of 6 and 
12. This suggests that the infancy period is 
characterized by greater susceptibility of the 
organism to long-term effects of experiences. 

Second test.—The other test used at this 
time was the “open field” test (see Test VII 
above for method). The 2 groups did not 
differ significantly. Since tests that discrimi- 
nated the large- and small-litter animals in 
the main experiment did not reveal signifi- 
cant differences in this control experiment, 
we generalize tentatively that infantile ex- 
periences appear to have greater effects upon 
subsequent behavior than do similar adult 
experiences, 


Discussion 


The results of the present investigation 
support the hypothesis that experiences dur 
ing the infancy of a mammal can influence 
the subsequent behavior of the organism 
throughout its life. Some evidence from the 
present experiment supports the addition 
hypothesis that infantile experiences are 
more prone to influence subsequent behavior 
than are similar experiences during adult- 
hood. The infant mammal appears to ч 
more susceptible to long-range effects from 
experiences than the adult animal. 

The test of maternal behavior toward off- 
spring revealed that mothers given small lit- 
ters behaved more maternally toward be 
pups than mothers given larger litters. Th к 
finding introduced a complication in the 24 
terpretation of results from the present a 
periment. Until this observation was 12 Е 
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we assumed that the differences in adult be- 
havior of the 2 experimental groups were 
based upon the single variable of litter size 
during infancy. The finding of differences in 
maternal behavior of mothers given large as 
opposed to small litters confronted us with 
2 experiential variables during infancy: lit- 
ter size and maternal behavior. However, 
since large litter size was correlated with less- 
maternal behavior, and since both of these 
variables theoretically involve similar effects 
upon the offspring (frustration of needs for 
maternal care and nurture), the 2 variables 
could be considered related. 

What explanation can be proposed for the 
finding that mothers given large litters be- 
haved less maternally toward the offspring 
than mothers given small litters? If maternal 
behavior operated according to simple rein- 
forcement principles, one would expect this 
type of behavior to increase quantitatively 
with each additional pup present in the litter. 
The results of the present experiment sug- 
gest, however, that there is a litter size above 
which additional pups negatively reinforce 
maternal responses in the mother. Could this 
be a fatigue effect? This question must be 
left to further investigation, 

The variable of litter size during infancy 
was found to be correlated in adulthood with 
Several behavioral traits having to do with 
body weight, eating, food-getting, “hoarding” 
of food, reaction to fasting and competition 
for food. Animals raised in small litters 
tended to eat more, weigh more, and go after 
food more quickly when hungry than rats 
from large litters. On the other hand, the 
large litter animals “hoarded” more and were 
More successful in competition for food. 

How can these correlations be explained? 
i he results appear to suggest that the greater 
ош of maternal care and nurture 
the c8 infancy, the more “eating-oriented” 

a кнын is in adulthood. Within the 
DU of psychoanalytic theory, Feni- 
which 0) Proposed 5 kinds of experiences 
Gan apt the development of | fixations т 
over ie | + + ‚„ёхсевыїүе satisfactions at 
Petition ih а * The relatively little com- 
among the A US ling and maternal care 

Sd all litter animals may possibly 
E uced "excessive satisfaction" from 
8 and consequent “fixation” upon this 
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kind of behavior. Some justification for con- 
sidering eating behavior to be "excessive" in 
these animals is seen in the fact that they 
tended to become overweight in adulthood. 
Why this phenomenon was confined to male 
animals cannot be explained at this time, but 
must await further investigation. 

The tendency for rats from large litters to 
"hoard" more and to be more successful in 
competition for food also requires explana- 
tion. The success in competition may have re- 
sulted from the fact that these animals were 
exposed to considerably more competition for 
food early in their lives, and from this ex- 
perience developed greater skill and practice 
in competing. Why the infantile experience 
of feeding frustration and competition should 
result in a greater tendency to “hoard” food 
is more difficult to explain. Fenichel(17) 
listed as a second cause of "fixation": 
**, . . excessive frustrations at a given level.” 
If the “hoarding” behavior is explained on 
the basis of “fixation” resulting from infan- 
tile feeding frustration, the question arises 
why the animals “hoarded” food instead of 
eating it. The hypothesis is suggested that 
specific behavorial consequences of “fixation” 
depend in part upon the type of infantile ex- 
perience giving rise to the “fixation.” Behav- 
ior resulting from fixation due to overgratifi- 
cation may tend to differ from that resulting 
from fixation based upon frustration. Ap- 
plying this theory to the results of the present 
investigation, the following formulas would 
result : 


Overgratification of suckling in infancy > 
Fixation of behavior on eating — Subsequent 
tendency to overeat. 

Frustration of suckling in infancy — Fixa- 
tion of behavior on storing-up food — Sub- 
sequent tendency to “hoard” food. 


In connection with the results on pellet- 
hauling (“hoarding”), attention is called toa 
comparison with Hunt’s(2) experiment. 
Hunt exposed his young rats to feeding frus- 
tration after weaning, and found that this ex- 
perience resulted in significantly greater 
“hoarding” behavior in adulthood. He also 
found that the earlier the feeding frustration 
post weaning, the greater the tendency to- 
ward pellet-hauling in adulthood. In the pres- 
ent investigation, the infantile experience of 
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feeding frustration (and competition) was 
introduced during the suckling stage; and, 
in this experiment, unusually large differ- 
ences resulted in “hoarding” behavior dur- 
ing adulthood. Although we did not employ 
the same method as Hunt, the conclusion 
seems warranted that feeding frustration 
prior to weaning has a greater effect upon 
pellet-hauling behavior in adulthood than 
feeding frustration after weaning. These ob- 
servations serve to emphasize how suscepti- 
ble the suckling organism is to long-range 
effects from experiences associated with 
feeding and maternal care. 

Another finding of the present study was a 
tendency for animals from large litters to re- 
act with greater anxiety and less exploratory 
behavior when confronted with novel situa- 
tions in adulthood. How can this be ex- 
plained? One might conclude that since the 
large-litter animals had been exposed to 
greater frustration and competition early in 
life, they should tend to become “hardened” 
to stresses of all kinds. Or one might pre- 
dict that since these animals started out life 
under such strenuous circumstances, they 
might tend to become more wary and cau- 
tious. The results of the present experiment 
Suggest that the greater the experience of 
frustration during infancy, the greater the 
tendency toward “expectancy of danger” in 
novel situations throughout life. 

The finding that large litter males exhib- 
ited more mating behavior toward a female 
in heat than did the males from small litters 
is difficult to explain, A frequent observation 
by the personnel doing this test may help to 
clarify the problem. When a female was 
placed in the cage with a small-litter male, 
the male often picked up a pellet of food in 
its mouth and scurried about the cage with it, 
giving impression that the small-litter males 
were more concerned with food than with 
females. This behavior was never observed 
among the large-litter males. A possible ex- 
planation for the difference in mating behav- 
ior for the 2 groups might therefore be that 
the small litter males were so “fixated” on 
eating that they were less responsive to sex- 
ual stimulation. This raises the question, 
however, of why the large-litter rats, being 
theoretically “fixated” on storing-up food, 
were not deterred, in their responsiveness to 
sexual stimulation. Once again, the hypothe- 


sis is suggested that specific behavioral con- 
sequences of fixations depend in part upon 
the infantile experiences producing the fixa- 
tion—e.g., whether based upon infantile ex- 
periences of overgratification or frustration, 

The additional control experiment revealed 
that the experience of animals living in 
groups of 6 and 12 during adulthood did not 
result in-sustained behavorial differences be- 
tween the 2 groups. On the basis of this 
finding, the hypothesis was suggested that 
adult experiences, in general, have less effect 


"upon subsequent behavior than similar ex- 


periences during infancy. The objection could 
be raised that adult experiences cannot be 
compared with experiences during infancy, 
One reason for thís might be that "physio- 
logical time" differs during these 2 periods of 
life. This argument does not nullify the the- 
ory that infancy is a períod during which the 
organism is uniquely susceptible to long- 
range effects from experience. Rather than 
disproving the theory, such a concept might 
help to explain it. 


SUMMARY 


This report has dealt with an investigation 
of the hypothesis than infantile experiences 
influence the behavior of an organism 
throughout its life. The hypothesis was tested 
experimentally by studying the effects of lit- 
ter size during infancy upon adult behavior 
in the rat, Experimental manipulation of lit- 
ter size was used as a method for inducing 
variation in maternal care and nurture dur- 
ing the suckling period. One hundred and 
twenty newborn rats were divided into 2 
groups, one group being reared in litters of 6, 
and the other in litters of 12. The animals in 
large litters were exposed to considerably 
greater frustration and competition in con- 
nection with maternal care and nurture than 
those in small litters. When the animals were 
adults, tests were done to determine whether 
the infantile experience variable had resulted 
in behavorial differences between the 2 €X- 
perimental groups. The following results 
were obtained : - 

I. Mothers given small litters behaved sig- 
nificantly more maternally toward their pups 
than those given large ones. P 

2. Male animals raised in small litter 
weighed significantly more than males from 


— into adulthood. 
| 3. Animals from small litters tended to eat 
"more and to go after food more quickly when 
"hungry than the rats raised in large litters. 
| 4 The animals from large litters 
“hoarded” significantly more food in adult- 
hood than the small litter rats. 
`5. The large-litter animals were more suc- 
cessful in competition for food during adult- 
od than those from small litters. 
| 6. Animals raised in small litters reacted to 
_ novel experiences with less anxiety and more 
loratory behavior in adulthood than large- 
litter rats. 
4 7. The large-litter animals exhibited sig- 
icantly more mating behavior toward a fe- 
D in heat during adulthood than the rats 
"n 


m small litters. 
8. The large-litter rats were more vicious, 
n it more, struggled and fought more when 
handled, and reacted with greater "startle" 
© new stimuli in adulthood than the animals 


(9 A further control experiment with 84 
‘other animals revealed that when adult rats 
ved together in groups of 6 and 12, this 
Xperience did not result in sustained behav- 
oral differences between the 2 groups. 
he results of this investigation support 
le hypothesis that experiences during the 
ancy of a mammal can influence the sub- 
sequent behavior of the organism throughout 
€. The following additional hypotheses 
€ proposed to explain the results of the 
Sent experiment : 
The infant mammal is more susceptible 


'ong-range effects of experiences than the 
t animal. 


1 Offspring negatively reinforce mater- 


avior in the mother. 
3. The 3 variables of litter size, maternal 
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4. Although both overgratifying and 
overly frustrating infantile experiences may 
result in behavior “fixations,” the types of 
“fixated” behavior resulting from such in- 
fantile experiences tend to be specific and 
different. 
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COUNTERTRANSFERENCE IN FREUD'S REJECTION 
OF HYPNOSIS: 


JEROME M. SCHNECK, M. D., New Yonk City 


An important point in the history of hyp- 
nosis and the development of psychoanalysis 
is Freud's abandonment of hypnotic method. 
This event from the historical point of view 
would in itself justify further study. A bet- 
ter understanding of Freud's decision may 
influence anew certain aspects of clinical and 
experimental psychiatric research, but the 
present discussion is essentially an attempt to 
clarify the reason for Freud's action. No ef- 
fort is made to deal with the intricacies of 
his personality and motivations, although 
these play a crucial role in this account, and 
will be considered deliberately in a rather 
general way. 

In a paper dealing with Freud and hypno- 
Sis(6) a number of references to the subject 
taken from Freud's work and some other 
books involved direct quotations in order to 
present Freud's views as they were expressed 
in his writings. The reader is referred to the 
original study, and the direct quotations with 
specific exceptions will not be repeated here. 
In that report the reasons for rejection of 
hypnosis by Freud were divided into two 
categories, objective and subjective. One of 
the subjective reasons approaches, but does 
not elaborate crucially, the central theme of 
the present report. It was said that the rejec- 
tion may have included the feeling that hyp- 
nosis had sexual implications and stimulation 
for the patient to а degree that was uncom- 
fortable for Freud to work with. Parentheti- 
cally it was added that hypnosis may also 
have engendered this feeling in Freud him- 
Self. The incident involving his experience 
with a particular female patient, an incident 
which will be stressed especially here, was 
mentioned in that report as drawn from the 
Puner(7) biography. 

In his autobiography (2) Freud wrote that 
when he was treating hypnotically a woman 
in whom he was tracing to their origins her 
attacks of pain, she awoke and threw her 
arms around him. He then added that the 


1 This study is one of a series dealing with his- 
torical and cultural aspects of hypnosis. 
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unexpected entrance of a servant relieved 
them of a "painful" discussion. From that 
time there was a “tacit understanding" that 
hypnotic treatment should be discontinued. 
Freud went on to say that he did not ascribe 
this occurrence to his personal attraction. He 
believed he now understood the "mysterious 
element" behind hypnosis. "In order to ex- 
clude it, or at all events to isolate it, it was 
necessary to abandon hypnotism." 

А question arises as to the real significance 
of his relief from a "painful" discussion. For 
whom would this discussion have been pain- 
ful? The discussion might have been painful 
for the patient, but would this have differed 
in any way from emotionally charged discus- 
sions regarding other issues in therapy? If 
the answer is negative, his reaction would be 
unaccounted for. If the answer is positive, 
why was it not approached scientifically in 
the same way that other problems were being 
dealt with? It appears that the discussion 
envisioned with this patient might or might 
not have turned out to be painful for her, but 
it would evidently have been painful for 
Freud. For present purposes it can suffice to 
pinpoint his response as a countertransfer- 
ence reaction in a general but crucial sense. 
Details are left for the exploration of others 
who may care to interest themselves further 
in this event. i 

That the aforementioned event was crucial 
and a turning point is found in the statement 
following immediately, which Freud incorpo 
rates into his account. Hypnosis had to be 
abandoned in order to exclude this "mysteri- 
ous element" (transference) or to isolate it. 
This would appear to be rationalization. Its 
importance was not excluded because in the 
development of psychoanalysis transference 
reactions were capitalized on as they were 
understood and utilized. The desire to isolate 
it, on the other hand, furnished no reason for 
rejecting hypnosis completely. 

This event cannot be underestimated, pe 
immediately following its description, Fret 
revealed that hypnosis had been of consider- 


1954] 


JEROME M. SCHNECK 


929 


able help in the cathartic method and “It 
seemed no easy task to find a substitute for 
it" This point contradicts frequently en- 
countered implications that better methods 
were being developed by him to replace the 
hypnotic technique. His own words deny this 
and he says specifically that he was “in this 
perplexity” when help came to him in the 
recollection of the posthypnotic amnesia and 
recall demonstration by Bernheim. One won- 
ders whether the development of the tech- 
nique of remaining out of sight of the patient 
in analysis is not directly related to the coun- 
tertransference. Freud’s comments regarding 
the strain of being stared at for long periods 
is certainly not out of keeping with this 
supposition. 

Freud asserted that his thoughts regarding 
transference in therapy preceded the incident 
with his female patient. This serves in no 
way to contradict the role of a countertrans- 
ference problem in the final abandonment of 
hypnosis. 

Certain other points are of secondary sig- 
nificance, if not actually rationalizations, in 
the complete rejection of hypnosis and failure 
to return to it even at a later date. Thus the 
wish to avoid limiting treatment to “hysteri- 
form conditions” would not have precluded 
further experimentation with hypnosis, and 
the disturbances in doctor-patient relation- 
ship could have been investigated further 
while continuing the use of hypnosis as well 
as when employing nonhypnotic techniques. 
The point involved was clearly an issue of the 
attitude of the investigator toward further 
development of the hypnotic method in the 
same way that problems arising with psycho- 
analysis furthered attempts to resolve these 
Problems rather than rejection of the entire 
therapeutic method. Difficulties in hypnotiz- 

8 certain patients can hardly be taken seri- 
ve When it became increasingly evident 

i conventional psychoanalytic technique 
| ое limited to very few patients. Fur- 
Rin m not long after abandoning hypnosis 
Бйз ш with furthering associa- 
SEA " пе patient through use of the couch 

"Rd a hand tothe patient's forehead, 
Bis ay a No doubt this seemed a 
ita урн process than putting them 
structive npn but it might Prove highly in- 

* ihe exact quotation is taken from 


the autobiography written years later of 
course. Issues eventually taken up in time 
by Freud involving analysis of resistances 
and transference still would have no need 
a p the necessary rejection of hypnosis 

» 9). 

Of particular interest in this connection is 
Breuer's termination of the studies in col- 
laboration with Freud. It is frequently al- 
luded to and the transference issue involving 
Anna О. is decisively related to Breuer's 
withdrawal. The role of the Anna O. inci- 
dent as a problem which precipitated with- 
drawal is mentioned by Freud and it is fully 
implied that it was Breuer's problem. Yet 
Freud does not imply that his own abandon- 
ment of hypnosis was his own problem. This 
abandonment assumes in his account a dis- 
tinctly impersonal coloring, involving a pa- 
tient's sexual response but otherwise simply 
representing scientific procedure without his 
own personality involvement. One cannot but 
wonder whether the references to Breuer, 
this very reference immediately preceding 
Freud's account of the female patient who 
threw her arms around him, might not be 
explained on the basis of the very personality 
psychodynamics ultimately clarified through 
the development of psychoanalysis itself. The 
stress on Breuer's flight seems at times to be 
almost too pointed. 

In Freud's history of the psychoanalytic 
movement the Breuer theme was mentioned. 
Regarding his own objection to hypnosis the 
points about the role of resistance and trans- 
ference are presented. The comment that 
“This resistance was always covered by the 
use of hypnosis" (the Brill translation) is to 
be found (3), yet it is now known as a result 
of many studies that the statement is by no 
means valid(8, 9). (The Riviere supervised 
translation(4) reads, “The use of hypnosis is 
bound to hide this resistance.”) Even if 
Freud believed that this was a major obstacle 
at the time hypnosis was rejected by him, it is 
difficult to see why he would not have tried to 
work through the problem since by his own 
statement he had little to choose from in the 
way of an alternative and found himself per- 
plexed about his next move(2). 

Brill’s introduction(1) to his translation of 
Freud's basic writings is of interest because 
it illustrates the influence of an admittedly 
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strong emotional attachment to his mentor on 
the choice of statements regarding action and 
motivation. In relation to Breuer’s with- 
drawal, Brill alludes to his being frightened 
by the storm which was gathering as Freud 
penetrated deeper into the etiology of the 
neuroses and he mentions Breuer’s good 
practice, his good reputation as a family phy- 
sician, and that he was “unprepared for this 
specialty.” Brill’s introduction is dated 1938. 
Freud’s autobiographical study had appeared 
in 1925 and the history in 1914. Regarding 
Freud’s rejection of hypnosis, the array of 
technical claims is made by Brill, all of which 
apply to any form of psychotherapy includ- 
ing psychoanalysis. The more personal in- 
gredients pertaining to Breuer and Freud’s 
reactions are missing. 

Ernest Jones(5) reveals information that 
serves to further the point of view presented 
in this report. Additional details are pre- 
sented by Jones about the Breuer retreat and 
he specifically employs the term countertrans- 
ference. His statement reads, “It would seem 
that Breuer had developed what we should 
nowadays call a strong countertransference 
to his interesting patient.” When reference 
is made to the female patient throwing her 
arms around Freud, no comment was added 
about the entrance of the servant which pre- 
cluded a “painful” discussion. (Jones has the 
Strachey translation of the autobiographical 
study as his reference.) He says Freud re- 
garded the transference problem as one of 
scientific interest, as compared to the “scared 
Breuer” on a similar occasion. In view of 
many elaborations on related themes by Jones 
and other writers, the absence of further 
evaluations of the incident involving Freud, 
where the “painful” discussion with his pa- 
tient failed to materialize, appears to stand 
out in bold relief. 

, One additional point seems worth mention- 
ing. Jones tells of being informed by Freud 
about the remainder of the Breuer incident. 
This involved the reaction of unhappiness on 
the part of Breuer's wife followed by a 
marked response by Breuer involving an ad- 
mixture of "love and guilt." He decided to 
bring to an end his treatment of Anna О. 
When Freud informed Martha (Freud mar- 
ried Martha Bernays) she, according to 


Jones, identified herself with Breuer's wife, 
When she was concerned about the same 
thing happening to her, “Freud reproved her 
vanity in supposing that other women would 


fall in love with her husband: ‘for that to i 


happen one has to be a Breuer. ” Specula- 
tion regarding the possible link between the 
above and Freud’s experience with his amor- 
ous patient following which he discarded hyp- 
nosis is feasible but reliable factual data 
should preferably be in order. 

As mentioned previously the point of view 
presented here is intended as a contribution to 
an understanding of the turning point in the 
history of hypnosis and the development of 
psychoanalysis. It is believed to be of basic 
significance in contrast to contradictory state- 
ments about clinical claims for the rejection 
of hypnosis. With the development of psy- 
choanalysis emotional allegiances to Freud 
and his work followed and some intense iden- 
tifications with him tended to obscure poten- 
tial scientific horizons and to block legitimate 
evaluations of theory and technique. Identi- 
fications incorporating countertransference 
attitudes can be conceived of readily and it 
would seem they have played a role of con- 
siderable force. With accumulating under- 
standing of transference and countertrans- 
ference within the therapeutic process it i$ 
clear that just as in conventional psychoana- 
lytic method such issues are taken into con- 
sideration, so too they play a role in devia- 
tions. In hypnoanalytic work based on psy- 
choanalytic formulations, therapists are ОГ 
should be constantly concerned with these 18- 
sues. If inroads can be made into the de- 
structive blocks resulting from the emotional 
ties to tradition and the identifications 1n- 


corporating the original countertransference f 


problem in connection with hypnosis, the re- 
lease of potential energy on the part of many 
workers for additional research encompass- 
ing hypnotic technique would be feasible(8, 
9, 10, 11). It would allow for further studies 
within the framework of psychoanalytic ad- 
vances, and furthermore among younger stt- 
dents it would permit new explorations along 
lines not necessarily specifically psychoana- 
lytic. The powerful hold and influence 9 
outworn allegiances and identifications Сап 
serve only as a deterrent. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sır: A comment on Criminal Irresponsi- 
bility in the February issue of the Journal 
(p. 627) discusses the perennial question of 
psychiatric efforts to improve the M'Naghten 
Rules when confronting the medical expert. 
It is correctly stated that (1) a psychiatrist's 
view is not decisive in such cases since the 
question is purely a legal one, and (2) that 
the formula, though imperfect, is still valid 
and unimprovable. 

However, although the psychiatrist's opin- 
ion is not binding, the fact is that the expert 
is called upon to give an opinion relating 
mental disease to irresponsibility for criminal 
acts. The psychiatrist and his judgment, 
therefore, cannot be left out of consideration 
in this discussion, 

Two years ago, Dr. Hervey M. Cleckley 
and the writer in an article, (The Medico- 
Legal Dilemma, A Suggested Solution, J.. 
Crim, Law and Crim. and Police Sc., Vol. 
42, p. 729, March 1952), offered a suggestion 
aimed at bringing medical and legal thinking 
closer together. Since the psychiatrist is 
asked his opinion on such cases, it is nec- 
essary to analyze how he answers. In en- 
deavoring to fit the results of psychiatric 
examination into the M'Naghten rules, the 
psychiatrist must ask himself, and must de- 
cide before he informs the judge and jury, 
how much illness has been demonstrated that 
would or would not interrupt or distort the 
criminal's knowledge of the rightness or 
wrongness of an act. Our suggestion relates 
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to the question put to the expert to match the 
form of the latter's thinking. The question 
might be put in these terms: “to what degree 
has mental disease rendered the defendant 
unaccountable or less than totally accounta- 
ble before the law for a crime?" In simpler 
words, which no jury could misunderstand, 
the question might read, “їп your opinion 
does this defendant have sufficient mental 
disease or mental disturbance to make him 
unaccountable for his crime?” 

There is in this reframing of the question 
no mention of knowledge of right and wrong 
but only mention of the degree of illness—a 
psychiatrist’s province. Our suggestion does 
not imply discussion of text book diagnoses 
but of ego damage including the impingement 
of emotional states on intellectual function— 
a feature which, though “slippery,” cannot be 
read out of a discussion of sanity and the 
law. 

Admittedly the legal formula is the one to 
be answered; admittedly the benefit of psy- 
chiatric thinking is requested. Why not bring 
them closer together by introducing the psy- 
chological reality of assessing the total per- 
sonality as it affects resultant behavior? This 
is what the psychiatrist does in attempting 10 
answer questions based on the M’Naghten 
formula, and it seemed to us that direct con- 
frontation of this fact would improve the 
practical administration of this formula 80 
deeply imbedded in criminal law. 

Wa rer Вкомвекс, M. D. 
Sacramento, Calif, 
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COMMENT 


SOUTHERN GOVERNORS’ CONFERENCE 


Signs, symptoms, and activity which may 
be indicative of possible early improvement 
in the Mental Health Programs of the 16 
Southern States are being observed and ten- 
tative interpretations made. These phenom- 
ena are so obvious that they must be con- 
sidered to be most significant. 

A synopsis of the case may be appropriate. 

In Seattle in 1953 the Governors’ Con- 

ference unanimously endorsed the report, 
“Training and Research in State Mental 
Health Programs.” That report strongly rec- 
ommended interstate compacts and arrange- 
ments for the training of psychiatric person- 
nel and joint participation by the state in 
mental health research. It also recommended 
periodic regional mental health conferences 
devoted to a discussion of how these and 
other efforts could be accelerated. 
: The Southern Governors' Conference held 
in Hot Springs, Virginia, November 1-4, 
1953, took note of this endorsement and 
acted, as follows : 

The Southern Governors’ 
therefore recommends : 

1. That the Southern Regional Education 

rd begin an immediate survey of facilities 
for the training of psychiatric personnel in 
the South, and that it report to this Confer- 
ence those institutions best qualified to take 
additional students in the psychiatric disci- 
Plines from states which have no such train- 
Ing facilities, 
in Est the Board also initiate a survey of 

utions doing mental health research in 
E and that it recommend to this 
я rence those institutions capable of be- 

& enlarged to do additional research. 

4 E БЫР upon completion of the above sur- 

р but ш case not later 

› 1954, a Southern Regional 

щета! Health Conference be held to discuss 

qe ys and draw up interstate compacts 
e health research and training. 

^ That, in the interim, the individual 


Conference 


states make official surveys of their training 
and research facilities with particular em- 
phasis upon raising mental institutions in 
each state to the level of residency or affiliate 
accreditation—and that the results of these 
surveys be presented to the 1954 Regional 
Mental Health Conference. 

5. That the Southern Regional Education 
Board be requested to report the results of 
its study and any action taken to the 1954 
Southern Governors' Conference. 

The Southern Regional Education Board 
has secured funds from the National Insti- 
tute of Mental Health with which to employ 
a project staff and defray expenses incidental 
to this study. They have also appointed the 
Commission of the Project, the guiding body, 
and they have met in Atlanta, Georgia, Janu- 
ary 30-31, and the Governors of the several 
Southern States have appointed nucleus State 
Advisory Committees. These nucleus com- 
mittees, to be enlarged later, met with the 
Project Staff in Nashville, Tennessee, Feb- 
ruary 1-2, 1954, and developed procedure in 
accordance with the scope outlined by the 
Commission of the Project. 

Each state is to conduct its survey along 
uniform lines in cooperation with the Project 
Staff and submit its material to the staff for 
compilation and evaluation. 

It is to be hoped that all this will develop 
into a definite shift of emphasis from the old 
programs of more buildings to house more 
patients in a status of custodial care to а posi- 
tive dynamic program of research for causes 
of and improved methods for treating men- 
tal illness by adequate and properly trained 
personnel. 

Јоѕерн E. BarreTT, M. D., 

Commissioner, 

Department of Mental Hygiene 
and Hospitals, 

Commonwealth of Virginia, 

Richmond, Virginia. 
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NEWS AND NOTES 


Toronto Meetings, August 1954.—Three 
meetings of interest to psychiatrists are be- 
ing held this summer in Toronto, Canada: 
The fifth International Congress on Mental 
Health, August 14-21 ; the International In- 
stitute on Child Psychiatry, August 13-14; 
and the first International Congress on Group 
Psychotherapy, August 12. 

It is expected that approximately 2,500 
delegates from 45 countries will attend. Men- 
tal Health in Public Affairs is the theme of 
the International Congress on Mental Health. 
Among the distinguished speakers presenting 
papers at the plenary sessions are Dr. Hans 
Rümke of Holland, Dr. William Malamud o£ 
Boston, Dr. С. R. Hargreaves of the World 
Health Organization, Mrs. Eleanor Roose- 
velt, Н. E. William E. Borberg, Danish rep- 
resentative to the U. N., and Mr. Leonard 
W. Brockington, О. C., Canada. 

The technical deliberations of the Congress 
will address themselves to 5 major topics: 
Partnership in Mental and Public Health ; 
Mental Health of Children and Youth ; Men- 
tal Health in Governmental Activities, Com- 
munity Partnership in Mental Health; and 
Professional Advances in the Mental Health 
Field. 

The International Institute on Child Psy- 
chiatry, focussing its discussions on the emo- 
tional problems of children under 6, will be 
addressed in the plenary session by Dr. Ben- 
jamin Spock, U. $. A., and Dr. Emmanuel 
Miller, England. 

For further information, write the Inter- 
national. Congress оп Mental Health, тїї 
St. George Street, Toronto, Canada, 


THE CARNEGIE CORPORATION or New 
YoRK.—Among grants for 1954 authorized 
by the Carnegie Corporation and totalling 
more than one and one-half million dollars 
to 22 institutions in the United States and 
the British dominions and colonies are allot- 
ments to provide for advanced fellowships in 
physiological psychology, 

A grant of $140,000 to the National Re- 
search Council, Washington, D. C., will be 
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directed toward "investigating the physical 


causes of human behavior." This work may | 


be in a number of fields, such as biochem- 
istry, general physiology, neuroanatomy, neu- 
rosurgery, or experimental psychology. The 
grant is payable over a 5-year period. 


THE COMMONWEALTH FUND.—A letter 
from President Aldrich contains the infor- 
mation that Dr. John C. Eberhardt joined the 
staff of The Commonwealth Fund as Execu- 
tive Associate on March 15, 1954. Dr. Eber- 
hardt received his Ph. D. in psychology from 
Northwestern University, and since 1947 he 
has been an officer of the U. S. Public Health 


Service. During the last 5 years he has been _ 


Chief of Research Grants and Fellowships 
Branch of the National Institute of Mental 
Health. 

Miss Mildred C. Scoville, Executive As- 
sociate, The Commonwealth Fund, retired on 
March 31, 1954, following 30 years of active 
work in the development of child guidance 
and psychiatric programs, professional edu- 
cation, and the integration of psychiatry in 
medicine and public health. 


THe Woops Ѕснооіѕ ConFERENGE— 
The 1954 Spring Conference of the Child 
Research Clinic of the Woods Schools was 
held at New Orleans, April 9-10, 1954. The 
conference dealt with the problems of the 
mentally retarded adolescent. There were 3 
Scientific sessions, presided over by i 
L. К. Angus, director of the Child Re 
Clinic of the Woods Schools and Edward L 
Johnstone, president of the schools. 

These 2 officers spoke at the сша 
preceding the organization meeting of t f 
Louisiana State Association of Parents 0 
Retarded Children. M 

Dr. Angus outlined а 5-point “Bill ү 
Rights" for retarded children and Mr. Johi 
stone spoke on a “Bill of Rights" for parents 


ARCHIVES OF ALCOHOL Lire | 
The Classified Abstract Archive of the E 
cohol Literature at New Haven, Conn., 


| knowledge, 
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now available at $1.00 per copy its Manual 
describing their method of selecting and cod- 
ing the vast accumulation of published ma- 
terials on alcohol problems. 

Begun in 1939, when a review of past 
especially in the biological 
sciences, was undertaken, the Archive gives 
easy access to any selected topic relating to 
alcohol. Thousands of relevant articles have 
been read and abstracted by a professional 
staff, and the Archive has offered its services 


| to scientific workers since 1941. Typewritten 


bibliographies are ‘supplied upon request; 
however, for those wishing to read the Ar- 
chives abstracts, it is now necessary to visit 
the headquarters in New Haven. 

For copies of the Manual and further in- 
formation write Alcohol Literature Archive, 
2162 Yale Station, New Haven, Conn. 


PSYCHIATRY IN CLINICAL PRACTICE.— 
Some 250 physicians in general practice in 


the area attended a symposium on psychiatry 


in general and industrial medicine sponsored 
by the Tomkins County Academy of General 
Practice and the Lederle Laboratories Di- 
vision of the American Cyanamid Company, 
at Cornell University, Ithaca, N. Y., April 8, 
1954. Three pertinent topics were discussed 
at each of the morning and afternoon ses- 
sions by eminent speakers, after which there 


_ жеге panel discussions by the speakers based 


Оп questions from the audience. 

For participation in this educational pro- 
Bram а credit of 43 hours of formal study 
was allowed by the New York Academy of 
General Practice, 


Cup Care PUBLICATIONS.—The Jour- 
ks of Child Psychiatry, formerly an irregu- 
arly issued journal, became a quarterly, be- 
rene with its third volume ; the first issue 
а in April 1954. The journal is de- 
ds to child neurology, child psychiatry, 

clinical psychology of childhood. 
m d ш Child has now increased in 
will ТЕ X II inches. Although its contents 
the 1l appear in the form of 4 symposia, 
fe be directed toward practical work 
ae and therapy of the mentally im- 
s pu ild. The journal will address itself 
cma ance and social workers and the vari- 

“presentatives of the teaching profes- 


sion, as well as to psychiatrists and psy- 
chologists. Each issue will contain a feature 
article reviewing major aspects of existing 
conditions under which work is done with the 
subnormal child. 

For further information write Child Care 
Publication, 30 West 58th Street, New York 
19, N. Y. 


FEDERATION OF AMERICAN SOCIETIES FOR 
EXPERIMENTAL BroLocy.—The annual meet- 
ing of this organization was held at Atlantic 
City April 12-16, 1954. The Federation is a 
consolidation of 6 scientific societies : Ameri- 
can Physiological Society, American Society 
of Biological Chemists, American Society for 
Pharmacology and Experimental Therapeu- 
tics, American Society for Experimental 
Pathology, American Institute of Nutrition, 
and American Association of Immunologists, 

Since its formation in 1912, the Federation 
has risen in membership from 230 to 4,245. 
Its primary objective is the dissemination of 
information on the results of biological and 
medical research, through the media of 9 
special journals on physiology, biochemistry, 
pharmacology, nutrition, and immunology, in 
addition to the annual meetings. 

Of the Federation members who became 
Nobel laureates, 22 received the prize for 
their work in medicine, and 3 for chemical 
contributions, 

At the meeting this year a great variety of 
studies were reported, among them: polio- 
myelitis, food faddism, pathology of chloro- 
phyl administration, chronic alcoholic in- 
toxication, habit-forming drugs, frontiers in 
biochemistry, and theory of coronary heart 
diseases. 


American EEG Socigry.—On June 11- 
13, 1954, the eighth annual meeting of this 
society will take place at the Hotel Claridge 
in Atlantic City, immediately preceeding the 
annual meeting of the American Neurological 
Society. 

A symposium, “The Rhinencephalon: Its 
Relationship to Both Clinical Electro-enceph- 
alography and Experimental Neurophysi- 
ology with Special Reference to its Electrical 
Activity in Relation to Behavior and Symp- 
toms,” under the chairmanship of Dr. Robert 
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Schwab, will be held on Sunday, June 13, 
from 9:00 a.m. to 1:00 p.m. 

Business sessions will be held on Friday, 
June 11, and the annual banquet will take 
place the following evening. Committee and 
Council meetings will be held all day Thurs- 
day and Friday morning. The registration 
desk will open Friday, June 11, at 9:30 a.m. 


AMERICAN PSYCHOSOMATIC SociETY.—At 
the annual business meeting of the American 
Psychosomatic Society, held on March 27, 
1954, the following persons took office: Law- 
rence, S. Kubie, M. D., president; Stanley 
Cobb, M. D., president-elect ; and Theodore 
Lidz, M. D., secretary-treasurer. Drs. Dane 
G. Prugh, David Shakow, and Stewart Wolf 
were elected to Council. 

The twelfth annual meeting of the Society 
will be held on May 4-5, 1955, at the Claridge 
Hotel in Atlantic City. 


East Bay (CALIFORNIA) PSYCHIATRIC 
AssocIATION.— The newly elected officers of 
this society for 1954 are: president, Dr. Al- 
bert Ackerman ; president-elect, Dr. Douglas 
Kelley ; secretary, Dr. Dora Fishback ; treas- 
urer, Dr. J. E. Neighbor; councillors, Drs. 
William Sheehy and Herbert C. Archibald. 


CLEVELAND SOCIETY ОЕ ELECTROENCEPH- 
ALOGRAPHERS.—At their March 14 meet- 
ing this society elected as president Dr. 
Edward M. Zucher; as vice-president, Dr. 
Laurence М. Weinberger; and as secretary- 
treasurer, Dr. Victor M. Victoroff. 

Mr. Marvin Buffington, electronics engi- 
neer, gave a formal talk on the fundamental 
circuits of the electroencephalograph. 


Ѕоствтү or BIOLOGICAL PsycHIATRY.— 
This society will hold its ninth annual con- 
vention and scientific program on Sunday, 
June 13, 1954, at the Hotel Claridge in At- 
lantic City. A morning session will begin at 
nine o’clock in the Board Room; an after- 
noon session, starting at two o'clock, will be 
held in Trimble Hall, and the evening meet- 
ing is scheduled for eight o’clock in the Board 
Room. The president’s reception, for invited 


guests, will be held in the Park Lounge at | 
6 p.m., and the annual dinner is in the West 
Room at 7 p.m. 


Dr. Leo BARTEMEIER TO Heap SETON 
Instirute.— The Seton Institute of Balti- 
more, Md., announces the appointment of 
Dr. Leo H. Bartemeier as medical director, | 
He will assume his duties in October 1954, 
succeeding Dr. Walter O. Jahrreiss, who has 
been medical director since 1951. 

The Seton Institute is the oldest Catholic 
mental hospital in the United States and is | 
owned and operated by the Daughters of 
Charity, whose founder, St. Vincent de Paul, 
cared for "insane" patients at St. Lazare in 
Paris in the seventeenth century. 

The Daughters of Charity opened an insti- 
tute in Baltimore in 1840 and another in 
1860, called Mount Hope Retreat. The name 
of the latter was changed to Seton Institute 
in 1945, in honor of the founder of the 
Daughters of Charity. A major reorganiza- | 
tion of the institute was undertaken at that | 
time and it has been accredited by the Ameri- 
can Board of Psychiatry and Neurology for 
a 2-year residency. 


AMERICAN Boarp or PsycHiatry AND 
INEUROLOGY.— Since its inception the Board 
has received 6,928 applications. Some of 
these are still under consideration. The total 
number of diplomas issued, to March Ъ 
1954, is 4,803. Of this number 3,542 21 
diplomas in psychiatry, 308 in neurology, a"! 
953 in neurology and psychiatry. 


ARIZONA State Hosprrar.—Dr. Samuel 
Wick was appointed director of the Arizonā 
State Hospital on March 19, 1954, Bav wg 
served as acting director since Decem? 
1953. 

"Fhe facilities of the hospital have bet 
considerably enlarged recently with the be 
ing of a new intensive treatment building E. 
tuberculosis hospital and the COEN s 
the new geriatrics building. These buil d 
will add 700 new beds to the capacity 

the hospital, which at present houses 17 
patients. [ 
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PsvcHorHERAPY, THEORY AND RESEARCH. By О. Ho- 
bart Mowrer, Ph.D., and 21 Contributors, 
(New York: Ronald Press, 1953. Price: 
$10.00.) 


In the past 50 years psychiatry has come more 
and more under the influence of genetic-dynamic 
formulations of the cause and treatment of mental 
disorders. This shift of emphasis can be thought of 
as providing a broader framework than the former 
preoccupation with neuropathology ; it has also been 
interpreted as the most significant and sole approach 
to psychiatric disease. The broad point of view sug- 
gests multiple causation and multiple treatment 
techniques. The genetic-dynamic view tends to em- 
phasize psychodynamics and psychopathology al- 
most to the exclusion of the organic. 

The present book represents one facet of the 
genetic-dynamic position, professionally and theo- 
retically. The advertising on the cover states, “This 
book establishes the central role of psychologists in 
psychotherapy," and the 22 authors, all psycholo- 
gists, "are in the vanguard of research and prac- 
tice , . . of psychotherapy." A central conception 
of the work appears in the introduction. "One thing 
is already sufficiently clear: personality disorders, 
in the great majority of the cases, have no demon- 
strable physical basis and no proved physical treat- 
ments. The problem, from the standpoint of causa- 
tion and correction, is basically psychological or 
Psychosocial and revolves around the phenomenon 
of learning.” 

‘These are, of course, statements of faith. This 
faith is difficult to reconcile with personality dis- 
order which occurs in a host of diseases such as 
thyroid or pancreatic dysfunction, multiple sclero- 
Sis, dietary deficiency, anemia, convulsive disorders, 
© infections. Such a faith finds little support їп 
ud Penicillin treatment of paresis or the electric 
Shock treatment of involutional depression. Less 
Ming is the faith when one recalls that pub- 
сна оп the results of psychotherapy with 
Tie Wherein show about a 60% improvement 
c ere is the proof that the problem of schizo- 
ing? лге around the phenomenon of 1еагп- 
that 46 ie is the meaning of the repeated finding 
dines p CA of behavior-problem children have 
of ша ectroencephalographie tracings? Neglect 

EN. consideration of such difficulties and prob- 

nd an adherence to a one-sided faith, tend to 


а separation of psychot i 
from me dicing, Psychotherapy of the mentally sick 


ллы Psychiatrists will perhaps interpret this 


28 having a political intent, and after readin; 
i d B 
hoe, Production that a marriage between learning 
ЕЕ Psychotherapy “might make a man out 
Diychothe us theory and an honest woman out of 
"der the ‘apy, Would rejoin that psychotherapy 
E author's philosophy could lead to a situa- 
ere psychotherapists could more properly be 


referred to as divorcees. Other psychiatrists will 
consider the work as a serious attempt to grapple 
with the baffling problems encountered in the proc- 
ess of psychotherapy. This production seems to 
justify both viewpoints. 

The book is divided into two parts; part one, 
“Theories, Concepts and Applications,” covers about 
200 pages; part two, Research Methods and Re- 
sults,” over 450 pages. 

In part one, May writes that the problems of 
people have varied at different historical periods. 
When a period has a unified character, human prob- 
lems are ordinarily solved by educational, artistic, 
religious, and philosophic attitudes or institutions. 
On the other hand, when a period is full of disin- 
tegrating factors, anxiety becomes more evident. 
Then neuroses, which take their content from the 
culture, appear. A neurosis means that an individual 
can no longer act independently nor can he express 
himself as an independent self. Psychotherapy is a 
form of social learning intended to improve the re- 
lationship of one person to another. 

Rogers discusses some aspects of client-centered 
therapy which is held to increase an individual's in- 
sight, maturity, and his own awareness of himself 
as distinct from others. He suggests that a signifi- 
cant point occurs in psychotherapy when a client 
discovers that he can accept positive feelings of the 
therapist. He believes his work has led to a revolu- 
tionary concept; the innermost core of man's nature 
is basically social, rational, realistic, and forward- 
looking rather than made up of primitive sexual and 
aggressive impulses. 

Mowrer takes sharp issue with what he calls the 
traditional view of neurosis. He states that the main 
neurotic conflict is not between the id and the ego- 
superego, but rather between the id dominated ego 
and the superego. The task of psychotherapy is not 
to allow greater id expression nor is it to soften an 
oversevere superego; it is rather to break the re- 
pressive dissociation between the id-ego and super- 
ego, thus bringing these elements into conscious 
association. This view is elaborated at length in 
several chapters and in different contexts where 
Mowrer has had a hand in the writing. He seems 
to feel that not only neuroses but also schizophrenia, 
manic-depressive reactions, paranoid psychoses, and 
involutional melancholia can be better understood 
in such a framework. (i 

Shoben emphasizes that the therapeutic relation- 
ship is one of friendliness, warmth, permissiveness, 
emotional closeness, and is also nonjudgmental and 
noncondemnatory. The neurotic has failed to ac- 
quire in his early years the necessary affective re- 
sponses for successful social relationships. In treat- 
ment the patient learns a new comfort reaction to 
replace his anxiety concerning his own impulses, 
and this comfort reaction can then be extended to 
include other people. c 
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Wechsler, basing his comments on experiences 
with a case of schizophrenia, writes that improve- 
ment in the patient began when he agreed with the 
patient that his thoughts, feelings, and actions were 
bad and sinful, This technique plus other devices of 
controlling instinctual outbursts enabled Wechsler 
to reach the helpless ego of the patient and helped 
him to re-establish more realistic contact with his 
environment. 

Bobbitt and Clausen discuss the relationship be- 
tween psychotherapy and public health. The lessons 
of individual psychotherapy can be extended to im- 
proying interpersonal relationships by way of edu- 
cational media, group discussions, movies, radio, and 
television. 

In part two, Seeman and Raskin present the his- 
torical development of client-centered therapy and 
suggest possible lines of further research. 

Dollard and Mowrer describe a Discomfort-Relief 
Quotient, which is the ratio of words expressing 
discomfort to the total of discomfort plus relief 
words in a given written sample. This quotient may 
be used to show changes in written documents, for 
example, what subjects might say about themselves 
at the beginning and end of treatment. 

Fiedler reports quantitative results on the role 
of the therapists’ feelings toward their patients. He 
finds that expert therapists, regardless of adherence 
to a particular therapeutic school, create relation- 
ships to the patient that are more alike than do ex- 
pert and nonexpert therapists within a school, From 
this he concludes that good therapy is more a func- 
tion of expertness and not of theoretical persuasion. 
Expertness seems to consist in setting the stage for 
а good relationship with the patient, which permits 
him to give freer expression to his feelings. 

Four chapters by various authors deal with sta- 
tistical techniques devised to evaluate personality. 

Mowrer writes on changes in verbal behavior 
during psychotherapy. Empirical studies of language 
indicate that changes in the form and content of 
speech during treatment can be studied scientifically. 

A chapter by Mowrer, Light, Luria, and Zeleny 
deals with tension changes during psychotherapy 
with special reference to resistance to treatment. 
Here resistance is equated to tension and tension is 
measured by a subjective rating scale, by palmar 
sweating, and by the Discomfort-Relief Quotient. 
As therapy continues, subjective tension declines 
as do palmar sweating and the Discomfort-Relief 
Quotient. 

A final chapter by O'Kelly is entitled “Physio- 
logic Changes During Psychotherapy,” лия 
from the research standpoint, 
| The book is much too long; it is repetitious, dis- 
jointed, and verbose, the style ОБЛА "It is 
full of suggestions for psychotherapeutic research, 
many of which appear to have much promise, and 
is recommended to those interested in the process of 
psychotherapy. 


Paur E. Huston, M. D. 
State University of Iowa. 
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THE ANATOMY OF THE Nervous System: Irs De 
VELOPMENT AND FUNCTION. oth Edition, В 
Stephen Walter Ranson. Revised by Sam L 
lard Clark, (Philadelphia and London: W. В 
Saunders Company, 1953. Price: $8.50.) 


This popular textbook in neuroanatomy, y 
first appeared in 1920, has kept pace steadily 
progress in its field and is now in its ninth edition 

In the 6 years since the last revision, advances й 
neuroanatomy have been made on a broad front 
the results of these have been gleaned and 
available with helpful interpretive comments, 
addition to these adjustments, minor changes hi 
been made in the arrangement of the mat 
throughout the text and these, plus the inclusion’ 
27 new figures (replacements and additions) mal 
for greater clarity. 

The most significant changes appear in the sectio 
on the cerebral cortex. Here the secondary set 
and motor areas, the speech mechanism, contr 
the autonomic nervous system, and automatic 
movements are considered. The contributions 10) 
our knowledge of the reticular nuclei in relati 
the sleep-waking mechanism and the very intei 
ing findings concerning the cerebellum are 
available. The author has added a useful summai 
of the anatomy of pain. Other contributions @ 
with the muscle representation in cell groups 
motor nuclei, cerebral angiography, nerve ending 
reflex mechanisms of the cord, etc. ‚8 
From the above it is evident that a considerab 
fund of additional information has been made aval 
able, This fact together with the skillful manner 
which this new material is presented make the 
edition a valuable acquisition. 

C. C. Smita, M.D., | 
University of Toront 


b 


SHAME AND Guir. By Gerhart Piers, M. D. 
Milton B. Singer, Ph. D. (Springfield: С. 
Thomas, 1953. Price: $3.25.) 1 


This is the first psychiatric monograph of E 
American Lecture series. Its importance lies in * 
fact that the terms "shame" and "guilt" have ba 
used loosely and considered by many as synonym 
whereas actually each is associated with a differe 
intrapsychic pattern. Piers does a superlative 
of differentiating shame from guilt and of рой 
out the importance of such a clarification 1n 
peutic considerations. i 

Piers emphasizes that “Behind the feeling 
shame stands out not the fear of hatred, but Ё 
fear of contempt which, on an even deeper level à 
the unconscious, spells fear of abandonment, 
death by emotional starvation.” And regat 
therapy he makes the following point ©... it ; 
not follow at all that a pathological condition. 
the nuclear problem of shame will yield to the 
easier than one of guilt. Rather the oppositi 
true.” 2 

An element of conjecture seems to have crenta 
Piers’ comments on cultural problems. He 9" 
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to be at variance, to some degree at least, with 
Singer, who wrote the cultural study part of the 
book entitled “Shame Cultures and Guilt Cultures" 
wherein he concluded: “Whether then, we consider 
the criterion of internal and external sanctions or 
the cross-cultural psychometric data, or the psy- 
choanalytic interpretations of culture, we cannot 
find sufficient evidence to justify the theory that 
most cultures of the world are shame cultures and 
that they are morally and technically ‘backward’ be- 
cause they are not dominated by a sense of guilt, 
What evidence there is, tends to support the con- 
clusion that the sense of guilt and the sense of 
shame are found in most cultures, and that the 
quantitative distribution of these sanctions has little 
to do with the ‘progressive’ or ‘backward’ character 
of a culture.” 
T. L. L. Ѕомат, M. D., 
Ochsner, Clinic, 
New Orleans. 


EXPERIMENTAL SrUDms IN PsycHIATRIC Art. By 
E. Cunningham Dax. (Philadelphia: J. B. Lip- 
pincott Company, 1953. Price: $5.00.) 


One would like to argue over this small though 
not completely unpretentious book but both sides 
could go on without solution. There are those who 
call themselves art therapists and who feel that 
art, as a medium for intensive psychotherapy, can 
effect cures, There are others who would still be 
willing to be called art therapists who are equally 
willing to admit that art is only part of their tech- 
nique, that various personal and psychological ele- 
ments count for as much as the art, and that creative 
expression is definitely an adjunctive therapy. Dr. 
Dax says that the therapeutic values of art have 
not yet been sufficiently measured and proved sci- 
entifically to validate the term. 

Experimental Studies in. Psychiatric Art describes 
some observations made during an attempt to main- 
tain Scientifically standard situations at Netherne, an 
Nnportant mental hospital in England, where Dr. 
i Tancis Reitman also gathered much of the material 
ог his excellent Psychotic Art. The farther one 
Teads in the book the more one wishes that its ob- 
Алы were developed with more specific ех- 
vivi and comparisons. As it stands the book is a 
ae Provocative sample that can not, in all honesty, 

ince many points beyond the general. 
ui сар is undoubtedly something less than 
Hine ы р r. Dax skillfully and justly criticizes in 
already lous pages. And it has been experienced 
D ich унше more than he seems willing 
Ж, In his effort to define and evaluate the 
9 es many of the intangible (and bene- 
iid Dects around „creative expressions have 
Peine. mated or ignored. The art studio ex- 
attic iei үз Netherne were set up with a psychi- 
hibited i n that certainly must shave in- 
Work warn аи of desire ог „expression. _ The 
Cteativens oved from the relative spontaneity of 
It ja to the status of material for case study. 
the value ee бае to the doctor whereas much of 
art therapy is outside the realm of the 


doctor. This is what makes the knowledge and 
discretion of the art therapist so important. Doctors 
often do not have either the aesthetic sensibility or 
experience to function satisfactorily in this field. 
One sees signs of a medical dogma in the manger. 
But this remark is made more as a general comment 
on much of the psychiatric writing about the crea- 
tive impulse. These scientific attempts bring out the 
old battle over the measuring of the immeasurable. 
Few things have proved more illusive than the crea- 
tive impulse. 

"This reviewer, an artist-therapist, can find noth- 
ing in the results from Dr. Dax' controlled sit- 
uations that he has not already found in his own 
uncontrolled, but not unobserved or unguided, ses- 
sions. The complexities of individual backgrounds 
and personalities make valid interpretation, that is 
for scientific statistical purposes, almost impossible, 
One also needs to remember how much is done in- 
spite-of as well as because-of and this might be 
brought to bear especially on Dr. Dax’ tests in 
synaesthesia, art productions from musical stimuli. 

But none of this is intended to detract from the 
thoroughness or interest of Dr. Dax’ investigations, 
especially as outlined in the chapters on The Mean- 
ing of the Eye, the musical investigations, synaes- 
thesia, painting, and cerebral injury, or his generally 
sympathetic and favorable conclusions, among them 
a belief in the diagnostic value of art productions, 
their aid in speeding recovery, in self-healing, in 
their release and reorganizing aspects. This di- 
rectly written and well-illustrated book is a good 
checking point for those working in the uncharted 
fields of art therapy. It is notable for its restraint. 

Prentiss TAYLOR, 
St. Elizabeths Hospital, 
Washington, D. C. 


Tue RzpsEMERs. By Leo W. Schwars. (New 
York: Farrar, Straus and Young, 1953. Price: 
$4.50.) 

Most of us are acquainted in some measure with 
the story of the Nazi concentration camps, At the 
war's end, the plight of some of the unfortunate 
victims was recorded by Eisenhower as follows: 
“Of all the D.P.’s the Jews were in the most de- 
plorable condition. For years they had been beaten, 
starved and tortured. Even food, clothes and decent 
treatment could not immediately enable them to 
shake off their hopelessness and apathy, They hud- 
dled together—they seemingly derived a feeling of 
safety out of crowding together in a single room 
and there passively awaited whatever might befall. 
... They were, in many instances, no longer cap- 
able of helping themselves; everything had to be 
done for them." 

Also, most of us have heard some account. of the 
war which started when armies representing 40 
million Arabs invaded the tiny, U.N.-created state 
of Israel. What is perhaps not so widely known is 
the fact that the cadaverous wretch of the former 
situation and the almost biblical hero of the latter 
was, in thousands of instances, one and the same 
person. What happened to these people between 
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these 2 points in history? We have been left curi- 
ously uninformed. And yet, if one reflects, it is this 
very period of transition which should be of greatest 
interest to the student of the human mind. What 
were the stages in the transformation from the 
spectacle that met Eisenhower’s eyes to the picture 
of vigor and self-confidence that has been described 
more recently by travellers in Israel? How typical 
of the average concentration camp survivor was 
Eisenhower’s conception (and, incidentally, the most 
commonly accepted one)? Was mental disease a 
problem in the reorganization of these camps after 
the liberation? How capable of mature, independent 
action were these people after their years of enslave- 
ment? Were they able to provide their own leader- 
ship or did friendly disposed outsiders have to as- 
sume responsibility for their care? And in those 
many instances where rehabilitation was swiftly 
achieved, how was this done? Was motivation a 
factor and, if so, from what did this motivation de- 
rive? Leo Schwarz’s account provides many of the 
answers to these questions, 

He takes up the narrative at the moment of 
liberation and ends after the last D.P. camp in 
Germany has been liquidated. This beautifully 
written book is a scientific document based literally 
on tons of data. The author lays the ghost of the 
D.P. stereotype of the dazed, helpless, dehumanized 
wretch. Although the tree was indeed felled, the 
surviving roots sprouted and flowered at the mo- 
ment of liberation. These people produced their 
own leaders, ideologists and artists in a matter of 
days. They moved towards their goal with a self- 
disciplined maturity that won ungrudging praise 
from Lucius D. Clay, in his prefatory note. Psy- 
chopathology was conspicuous by its absence. What 
is the basis for this extraordinary achievement? It 
is the author’s thesis that motivation provides the 
answer. “If the story has the quality of legend,” 
says the author in his foreword, “it is because it is 
compounded of prodigies. Call it legend, call it his- 
tory. It is life. Above all, it is plain proof that 
man can, if passionately devoted to an ideal, lift 
himself above his poverty and vanity and by force 
of will attain his cherished goals.” This theme re- 
peats itself in various forms. One character, for ex- 
ample, after overcoming certain personal hardships 
says, “What is the moral? There is not one but 
three: to be right; to want what is right with all 
your heart and soul; and never to get tired.” 

These homeless people emerged with a yearning 
for a homeland. This yearning dovetailed with the 
aspirations of the Zionist movement which wanted 
and needed their help. Between these 2 poles a 
powerful motivation was generated which seemed 
capable of transcending all obstacles. It is as a study 
of the role of conscious motivation in human be- 
havior that this book will be of greatest interest to 
the psychiatrist. For these people were able to 
overcome their individual neuroticisms to achieve 
an unexampled unity of purpose. 

This book should be of interest to physicians in 
general for still another reason. Because their serv- 
ices were needed, the Nazis permitted a dispropor- 


tionately large number of doctors to su 
that at the war’s end they represented a re 
large pool of educated people upon which the 
community could draw for their needs, no 
as well as medical. Our D.P. colleagues 
awesome responsibility in a truly glorious fe 
Some of the most brilliant leaders were phy 
Their record of achievement is in the finest 
tradition of service to fellow man. 
Leo Schwarz’s book can be read with prof 
pleasure by a wide circle of medical men. _ 
Lours Livy, M, 
New Yor! 


FREUDIAN PsvcHo-ANTICS: Fact AND 
PsvcHoaNaLvsi. By Maurice Natenberg. 
cago: Regent House Publishers. 1953. 
$2.00.) 


This book is mainly autobiographical. It 
out with a foreword which warns the read 
although physical brutalities on the insane 
occur, there is a psychological brutality wl 
Freudians are carrying out that should be kn 
all. The reader starts, therefore, with the fee 
а very embittered person who has a highly 
tional attitude toward psychoanalysis, and 
out the entire book this personal bias stan 
such a degree that it can hardly be called ; 
tive evaluation of psychoanalysis. The autho 
scription of his own analysis, his interpreta! 
what happened to him, shows such obvious: 
that the psychiatrist reading it, whether he 
analyst or an anti-analyst, or somewhere in betw 
has the feeling that here is a patient who 
profit by some further psychotherapy. 

The writer indicates that his personal analy 
incompetent, uninterested, and quite sa 
has no way of knowing whether or not th 
but the description of the writer's experience, 
his interpretations, tend to make one rather 
cal about accepting his conclusions. On page 
writer tells that after stopping his analysi ] 
turned to his analyst to express his feeling 
his treatment. “He also displayed the i 
Freudian passivity and listened without del 
himself, as if he were beyond feeling hum 
As he изһегей me out, there was an exp 
his face sickening to behold, a half grin sug 
of sadistic enjoyment. This open display of | 
guised emotions revealed more about him 
all my sessions on the couch. No doubt as 
behind me he had enjoyed my struggles and. 
evident ignorance of the real purpose ; 
the treatment,” On the next page he states, 
‘treatment’ is the most regrettable experience 
life and left me convinced that psychoana 
pure quackery, inevitably doomed to die: 

The writer then goes on to state that after 
again reread Freud and, since he felt that 
considering analysis should know the facts; 
called upon to expose analysis for what it re 
The criticisms that he has made are, in gê 
standard ones that have been made for the! 
years. These include such ideas as the 
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psychoanalysis sprung full-blown from Freud, that 
Freud was exceedingly jealous of all of his asso- 
ciates and did not allow any of them to give any in- 
terpretations or modifications to his theories, Freud, 
he feels, was a grandiose, clever person, who was 
not scientifically honest, and who has hoodwinked 
people by his clever writings. Considerable atten- 
tion is given to Freud’s unwillingness to assume the 
ordinary role of physician treating a sick person. 

The author feels that the psychoanalytic technique 
is really a form of hypnosis, and quotes from 
Freud's Interpretation of Dreams as follows: “As 
will be seen, the point is to induce a psychic state 
which is in some degree analogous, as regards the 
distribution of psychic energy (mobile attention) to 
the state of mind before falling asleep . . . and also, 
of course, to the hypnotic state.” 

The author is particularly critical of the “free as- 
sociation” technique and feels that to have an indi- 
vidual lie on the couch and concentrate in this 
fashion produces essentially a condition of hypnosis 
in which all critical faculty is lost and the patient 
really surrenders to the power of the analyst. 

Chapter 4 is labeled “Unconditional Surrender” 
and carries this idea still further. There is much 
criticism of the amount of money the patient is 
forced to pay, it being stated that the rate is from 
$5.00 to $50.00 an hour. It hardly seems to the re- 
Viewer that $5.00 per hour can be criticized, with 
the present rate of pay for carpenters, plumbers, 
and many semiskilled types of labor. It is likewise 
suggested that if the author were to check what the 
average successful general practitioner takes in per 
hour in his office interviews (not per patient seen) 
it would be seen that the psychoanalytic fees are not 
as much out of line as they are made to sound. 

The author points out that psychoanalysis is a 
fertile field for quacks and that it is difficult to de- 
tect the quacks from the qualified persons. From 
Ld ji wanders into а conclusion that does not seem 
"n. logical to the reviewer, which is as follows: 
ES n. ш кайшы into the field is a tip-off 
ce. ture of psychoanalysis which is so 

With possibilities of fraud.” The fact that 
ane Et oh tara ac getting into all types of psy- 
» Including everything from electric shock to 
алау, does not seem to the reviewer а 
ptm that either electric shock or psy- 
sic rag 18 an improper way to treat mentally 

T ons. 

Mud pet n" on to mention the book Fight 
devotes а i ДЕ у Miss Lucy Freeman, and then 
Brick to о entitled ‘A Chemist Buys a Gold 
of My Р rupaan of another book The Story 
demonstrate oanalysis, This, the author feels, 

Tode me the validity of his claims of intimida- 
cial очоп, as well as the questionable finan- 
cusses ЕРКЕ psychoanalysis. He next dis- 

T ien ack of interest in therapy and his 
Patients wer In research, as a result of which his 
ment, The EMEN given what was the best treat- 

or mentions that in the book, Fight 
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Against Fears, the only time the psychiatrist really 
took any active role was when the patient “was 
deeply upset because of an overt display of anti- 
Semitic prejudice against him." The analyst con- 
ceded that the patient had some justification, but 
claimed that his reactions were exaggerated. One 
gets some idea of the writer's own racial prejudices 
when we find on page 79 the following statement: 
"Jung, who became a Nazi during the war, was 
philosophically bent and probably one of the most 
devious figures ever attached to the movement." 
Those who are familiar with the whole situation 
know that Jung never was a Nazi and this sort of 
emotional tirade against Jung is another illustration 
of how this book is filled with emotional outbursts. 

Another chapter is devoted to quoting from an 
article by Jamieson and McNeil, who criticized a 
number of cases who had been psychoanalyzed and 
who later developed psychoses. Apparently, how- 
ever, there is one good and honest psychoanalyst. 
In Chapter 8, we find that Dr. C. P. Oberndorf has 
given some good criticisms of psychoanalysis, How- 
ever, Dr. Phyllis Greenacre is regarded as the type 
of Freudian who is willing, like Dr. Oberndorf, to 
follow Freud in his scientific theories, but is un- 
willing to reject some of his views on healing. Then 
we find that Dr. Lawrence S. Kubie is quoted as 
saying "the patient's revelations could be distorted 
by the analyst's own inner complexes and motives." 
То avoid this distortion, Dr. Kubie suggested using 
sound recording devices for reproducing the inter- 
views for later consideration, to provide permanently 
recorded data for review in conferences and semi- 
nars. To the reviewer, this seems a commendable 
admission of some of the present defects of psycho- 
analysis as practiced, and a worthwhile attempt to 
remedy them. However, the reviewer agrees that 
many of the leaders of psychoanalysis, have made 
serious and valid criticisms of present practices in 
psychoanalysis. The author could have presented a 
much better and stronger criticism if he had quoted 
other material such as some of the reports of com- 
mittees of the American Psychoanalytic Associa- 
tion appearing in the Bulletin of the American 
Psychoanalytic Association, 

There have been many books written criticizing 
psychoanalysis. Some of them are excellently 
written with many worthwhile criticisms. Others 
are very badly written, full of emotional bias, and 
contribute little of value. The reviewer must con- 
clude that Freudian Psycho-Antics belongs in this 
latter group. The bitter enemies of psychoanalysis 
will read it with glee, the ardent psychoanalysts 
will either be infuriated by it or will manage to re- 
tain their detached professional psychoanalytic at- 
titude, the in-betweens will feel that the book has 
served no really useful purpose, that it brings out 
only a few of the often repeated and valid criti- 
cisms of psychoanalysis, but does this in such a 
highly emotional and biased fashion that the book 
has little value. 

K. M. B. 
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REHABILITATION OF THE PHYSICALLY HANDICAPPED 
(Revised edition). By Henry H. Kessler, 
M.D. New York: Columbia University, 1953. 
Price; $4.00.) 


In this revised edition Dr. Kessler presents his 
own observations and experiences in the field of re- 
habilitation covering the past 35 years. The author 
has been actively identified with various state, na- 
tional, and international rehabilitation programs and 
has studied the problems of the disabled veteran and 
certain aspects of vocational training, since their 
inception in this country. 

Problems of disability have been grouped under 
the mentally and emotionally disabled, the ortho- 
pedic problems, the blind and the deaf, the medical 
and surgical invalids, along with certain comments 
on the crippled child. A final chapter on legislation 
and administration offers a survey of this aspect as 
well. 

As a contribution of firsthand observation and in- 
terest in this new field of rehabilitation, and a wide 
survey of the problem, the author's account of the 
origin and growth of rehabilitation in this country 
and its needs, as well as his own administrative ex- 
periences, with suggestions for further advances in 
the field, makes the volume one that should be added 
to the background of a sound rehabilitation library. 

ТемрІЕ Fay, M. D., 
Philadelphia, Pa. 


Prrurmany CHROMOPHOBE ADENOMAS. By John I. 
Nurnberger and Saul R. Korey. (New York: 
Springer, 1053. Price: $7.00.) 


"The first 114 pages of this book are devoted to a 
review of the anatomy of the pituitary: the func- 
tional anatomy of the perisellar region including 
visual pathways and cavernous sinuses; the meta- 
bolism in humans and animals, with lesions of hypo- 
thalamus and/or pituitary. The second half of the 
book consists of consideration of 52 histologically 
verified cases, 26 cases investigated clinically and 
by means of intracranial air studies, and 39 patients 
investigated solely by clinical methods. An addi- 
tional 34 tumours removed surgically were studied 
pathologically, The cases are closely analyzed from 
the points of view of clinical neurology, radiology, 
disturbance of metabolism, pathology, and therapy. 

The authors have compiled a good review. Neu- 
rologists and neurosurgeons will find the case analy- 
ses of interest, Cortisone and ACTH have solved 
many of the metabolic problems here considered at 
length. The impression is gained, as the preface 
states, that “some of the material included is beyond 
the range of the authors’ immediate field of study” 
and particularly with reference to therapy, radio- 
logical and neurosurgical. The reproductions of 
pneumoencephalograms are not of uniformly good 
quality. The bibliography contains 533 references. 
The book is well printed and easy to read. 


E. Н. Воттевкш, M. D., 
"Toronto, Canada. 


FACIAL DEFORMITIES AND PLASTIC SURGERY, By Fran- 


ces Cooke Macgregor, M. A., Theodore M, _ 


Abel, Ph. D., Albert Bryt, M. D., Edith Lauer 
and Serena Weissmann, M.S. (Springfield: 
С. С. Thomas, 1953. Price: $5.75.) 


This is the report of a plastic surgery research 
project which began in April 1949 and continued 
through September 1051. During the course of the 
project, 74 patients were studied from both a social 
and a psychological viewpoint. This book is di- 
rected to physicians, psychiatrists, social workers, 
psychologists, teachers, parents, etc., but actually it 
will be of greatest benefit to plastic surgeons every- 
where who are all too often unaware of the deep 
seated and extremely complex emotional ramifica- 
tions involved in persons suffering from facial de 
formities and in the intricate psychological motivas 
tions which send these people to a plastic surgeon, 

Some of the conclusions of the study may be sum- 
marized as follows: (1) In the patient's attitude 
towards his deformity, he shares the attitudes and 
prejudices of the society in which he lives. (2) The 
presenting complaint is often a cover for deeper 
personality difficulties which are apparently unre- 
lated to the defect. (3) The severely disfigur 
complained less bitterly than the mildly disfigured, 
(4) Each patient has his own characteristic ways 
of adjusting to his deformity and to his family an 
acquaintances. (5) Before surgical correction is at 
tempted or advised, it is extremely important to 
get some understanding of each patient's personality 
and his needs. (6) Regardless of what the surgeons 
might think of their handiwork, all patients have 
not been pleased with the results of the corrective 
procedures. (7) When operation has to be post 
poned past the age of puberty, psychiatric assist- 
ance seems to be indicated in order to hasten emo 


tional recovery. (8) In any such screening process - 


not only will it become evident that some patients 
have unrealistic and excessive expectations of what 
can be accomplished through plastic surgery ? 
they hope for miraculous changes in the behavior 
of others without amy active contribution of their 
own. 

Suggestions for handling the problems centering 
around facial deformity are directed to the pati 
to the parents, and to the surgeon. All plastic suf 
geons should study this little book carefully. 

THEODORE L, І. SoN!AT, M. " 
Ochsner Clinic, 
New Orleans, 


ADRENAL Cortex. Transactions of the Fourth Con- 
ference, November, 1952. Edited by Blaine Т. 
Ralli. (New York: Josiah Macy, Jr. FoU 
tion, 1953. Price: $3.50.) 


al 
days annually for a term of 5 years, and is m 
up of a permanent group of 15 specialists ¥ ү: 
time to time invite guests to participate in © 
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more of the conferences. The transactions of the 
Macy conferences are verbatim reports of discus- 
sions of 5 or 6 topics introduced over the 2-day 
period by one of the members of the group. 

The Fourth Conference on the Adrenal Cortex 
begins with considerations by Dwight Ingle on what 
he refers to as the “permissive action of adreno- 
cortical hormones.” By permissive action it is meant 
that the corticoids produce their manifest effects by 
conditioning the body to stress situations. He con- 
siders that these hormones play a permissive rather 
than regulatory role in many biochemical and physi- 
ological adjustments to stress and he uses a number 
of illustrations to elucidate his point of view. The 
hormones, he believes, are not causal agents for 
specific events in any one-to-one sense but rather 
accelerate or inhibit going reactions to a degree con- 
ditioned by the state of the organism including the 
level of hormone balance at the time. 

The second session of the conference is a presen- 
tation by Hans Selye entitled “Mechanisms through 
which the adrenal cortex produces qualitatively dif- 
ferent effects.” Selye reviews his concepts of the 
general adaptation syndrome and presents examples 
to illustrate its applications to problems in medicine. 
He also discusses an ingenious recent procedure de- 
veloped in his laboratory involving a “granuloma 
pouch" produced by an injection of air under the 
skin of rats into which irritant substances can be 
injected. The effect of the irritants in producing 
inflammatory reactions within this pouch is studied, 
together with the action of various hormones in 
modifying the inflammatory reaction. Comparisons 
of the action of 11-Oxy steroids, desoxycortico- 
Sterone, and the growth hormone in relation to 
inflammation are discussed and considered in rela- 
tion to effects of nonspecific stresses and the gen- 
eral adaptation Syndrome. 

Yu a third paper Marthe Vogt of Edinburgh con- 
е nature, and site of production of 
м ene (mineralo-corticoid) secreted by the 

renal gland,” Synthetic desoxycorticosterone has 

{ n known for some time to be a powerful regu- 

ator of the salt and water balance of the body. But 
ee” us great difficulty in demonstrating its 

Hess in body fluids, its toxicity, and its ready 
iy Pu to E rede in the perfused adrenal 

ire лур ogists have come in recent years to 
авсан е 11-оху steroids were the primary 
tency of Hide of sodium despite the great po- 
ing Abe etic desoxycorticosterone in controll- 
evid retention, Dr. Vogt presents recent 
Жаша for the existence of a highly specific 
the O-Corticoid from the perfused dog adrenal, 
is тше of which is as yet unknown but which 
at панча аз active, weight for weight, as desoxy- 
еа Controlling sodium retention in ad- 
is hyd zed rats and is some 225 times as potent 
h i TOcortisone in this regard. At the time of 
tatory in he this work was reported from the lab- 
Bush wh ngland of Tate, Simpson, Grundy, and 
matoga ji fractionated the steroids by paper chro- 
Substance Ü and found that this mineral regulating 
that of аз a running time approximately equal 
cortisone and is neither desoxycortico- 


sterone, cortisone, nor hydrocortisone, Since the pub- 
lication of these proceedings it has been announced 
that the particular material called electrocortin has 
been isolated in crystalline form from the laboratory 
of Reichstein in Basel. The presence of this power- 
ful regulator points up the importance of trace sub- 
stances produced by the adrenal. Weight for weight, 
electrocortin amounts to only 3 of 1% of the steroids 
produced by the adrenal but it accounts for # of the 
regulatory activity of all of the adrenal steroids in 
controlling sodium balance. In the course of the 
discussion of this paper Gregory Pincus reviews re- 
cent contributions from the Worcester Foundation’s 
studies of perfused bovine adrenal glands indicating 
the pattern of steroidogenesis of the adrenal to- 
gether with the quantities and the nature of inter- 
mediate metabolites. The discussion also contains a 
consideration of the steroid precursors and of the 
organs involved in the formation of 17-ketosteroids, 

The final chapter of the transactions is a discus- 
sion by Е. D. W. Lukens on adrenalectomy in man 
in which he describes studies of patients adrenalec- 
tomized for the relief of hypertension. 

For those who are interested in adrenal physi- 
ology this volume makes lively and stimulating 
reading. One matter brought out by George Thorn 
that may be of interest to psychiatrists is the in- 
adequacy of eosinophile counts in man as a method 
of elucidating adrenocortical responsivity to epine- 
phrine and to stress. This point is worth mentioning 
since a number of studies have been reported using 
the eosinophile count exclusively as a measure of 
stress responsivity to compare normal and psychotic 
subjects. It is now clear that this index by itself is 
not useful in this type of experiment since men who 
have undergone total adrenalectomy display marked 
drops in eosinophile counts under many conditions of 
stress. Direct measurements of steroid substance in 
blood or urine are necessary for effective compara- 
tive purposes, 

Hupson Hoactanp, M. D., 
Worcester Foundation for Experimental Biology, 
Shrewsbury, Mass. 


Dre PSYCHIATRIE Des MORBUS ADDISON INSBESON- 
DERE SEINER CHRONISCHEN FORMEN. Ву W. А. 
Stoll. (Stuttgart: Georg Thieme, 1953.) 


A careful systematic study of the psychiatric 
aspects of Addison's disease is presented in this 
book. In the introduction M. Bleuler, in whose 
Burghoelzli Clinic the study originated, points out 
that no detailed study of the psychopathology of 
Addison's disease has ever been undertaken in the 
past. Bleuler also emphasized that Stoll's findings 
corroborate Bleuler's thesis of the nonspecific char- 
acter of psychiatric disorders arising on an endo- 
crine basis. 

As far as the acute insufficiency of the adrenal 
cortex is concerned Stoll found that the concomi- 
tant psychotic syndromes can be easily classified 
under the concept of the acute exogenous reaction 
type of Bonhoeffer. This concept comprises coma- 
tose and delirious states, clouded states possibly 
complicated by anxiety, the syndromes of amentia, 
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delirium acutum as well as the acute severe Korsa- 
kow psychosis. This acute exogenous reaction type 
is entirely nonspecific and all its various subgroups 
may occur in chronic adrenal cortex insufficiency. 
From the psychiatric point of view its psychopa- 
thology is indistinguishable from what may appear 
as complication of various generalized infections, 
exo- or endotoxic states, acute cardiac insufficiency, 
cerebral contusion, etc. 

The chronic states of Addison’s disease show an 
extremely wide variety of psychiatric disturbances. 
Most of these chronic disturbances are relatively 
mild and do not fall within the frame of the acute 
exogenous reaction type. The most frequent symp- 
tom is an affective change usually of dysphoric 
character. Activity is reduced and the individual 
basic drives (hunger, thirst, sex, sleep) are also 
disturbed, however, occasionally in the same patient 
in different direction and intensity. 

These disturbances of affect and drives may show 
definitive periodicity which does not necessarily run 
parallel with the somatic condition. The disturb- 
ances of affect, activity and drives, as seen in 
chronic Addison’s disease, should not be considered 
specific. As a matter of fact the psychopathology 
of adrenal insufficiency may be identical with the 
one seen in Cushing’s syndrome, and the same psy- 
chiatric picture could be observed in Acromegaly. 
The author feels that the concept of an “endocrine 
psycho syndrome” is warranted. This syndrome is 
characterized by various disturbances of mood, im- 
pulse, activities and basic drives and potentially may 
be produced by any endocrine disease. To the acute 
exogenous reaction type and this endocrine psycho 
syndrome (chiefly observed in chronic Addison’s 
disease) the author adds the “amnestic psycho syn- 
drome” as a third possible psychiatric complication 
of Addison’s disease. It may run the gamut from 
severe dementia to mild amnestic disturbances, the 
latter usually being seen in cases of relative cortical 
insufficiency. The author continuously re-emphasizes 
that all three syndromes are basically nonspecific. 

As a special group the author describes what he 
calls the severe chronic Addison psychoses. They 
are characterized by hallucinations, delusions, and 
confusion combined with psycho-organic disturb- 
ances, While their symptomatology may resemble 
schizophrenia, they are basically not of schizo- 
phrenic nature showing an undisturbed affective 
rapport, absence of depersonalization. They do not 
terminate in typically “schizophrenic dementia,” but 
either in an acute exogenous reaction type or in 
organic dementia. 

Finally the author raises the question of what may 
be the cause of the great variety of these various 
psychiatric syndromes. He comes to the conclusion 
that “what the psyche makes of the endocrine steer- 
ings does not only depend on those but also on the 
psyche.” The psychopathology of Addison’s disease 
is the resultant of the personality and the somatic 
noxious agent. 

This 143-page monograph is an important con- 
tribution to the chapter of endocrinological psychi- 
atry. The presentation of the material is somewhat 


——— 


cumbersome and laborious. The author has not fully 
succeeded in interpreting his findings and conclu. 
sions in the light of the theory of the general adap. 
tation syndrome. 
ALFRED GALLINEK, M. D, 
Columbia Presbyterian Medical Center 
New York City, 


Tue ArricAN Minp IN HEALTH AND DISEASE: 
A Srupy iN Erunopsycuiatry. By J, б, 
Carothers. (Geneva: World Health Mono- 
graph Series No. 17, 1953. Price: $2.00.) 


Were it not for the circumstances of its publica 
tion, this monograph would not merit serious con 
sideration, but would be counted among Charles 
Lamb’s “books which are not books.” The fact 
that it comes from so authoritative a publisher a 
the World Health Organization requires that it be 
reviewed. 

The study deals with mental health in native 
African societies and cultural variability of thought 
and personality, both important subjects, but uses 
irrelevant though competent authorities to bolster 
very shaky generalizations. It was written by an 
African psychiatrist, retired from the Colonial Serv- 
ice, who “suffers from the foible of dissatisf 
with loose ends and from an urge to tie them 
together" He is concerned with "the African 
mind” and such cognate concepts as “the Africa 
mentality,” “the African personality,” “the African 
brain,” and “‘normal’ African brain waves.” This 
“African,” who, incidentally, does not enjoy 
“total integrated personality” possessed by the Ew 
ropean, is apparently any colored man of Africa 
ancestry, living either in that continent ог in 
United States. Dr. Carothers assessed his persat 
ality in a “way approaching statistical and scen 
tific lines” by describing “33 examples of ип 
behavior in Africans. The examples were 
by several Europeans from among the latter's enk 
ployees and others, and the Africans СО! E 
were of all degrees of sophistication and were ee 
feeble minded or evil, but fair examples of a 
race.” He concluded that the African рео 
differed from the European's in three {апдап * 
tendencies: it was interested in particulars, not 
lationships; it followed routine procedures ™ re 
unreasoning fashion; and it lacked interest m si ail 
tions which had no direct personal or Deve к 
peal. Authorities like Hallowell, Lee, Whorf Вар 
Griaule, and Spiro, who might have put the "ble 
оп a scientific track, are not cited in the ой 
ography of ror entries, and obviously were 
consulted. : "-— 

I shall not yield to the temptation to give 
extended notice of this book's shortcomings P 
last chapter begins: “The reader who pn 
close adherence to fact and well-established f TM 
might be well advised to read no further. 
warning comes too late. 

te Epaunp S. CARPENTER, PH- р 
Dept. of Anthropolosy 
University of Тог 
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delirium acutum as well as the acute severe Korsa- 
kow psychosis. This acute exogenous reaction type 
is entirely nonspecific and all its various subgroups 
may occur in chronic adrenal cortex insufficiency. 
From the psychiatric point of view its psychopa- 
thology is indistinguishable from what may appear 
as complication of various generalized infections, 
exo- or endotoxic states, acute cardiac insufficiency, 
cerebral contusion, etc. 

The chronic states of Addison’s disease show an 
extremely wide variety of psychiatric disturbances. 
Most of these chronic disturbances are relatively 
mild and do not fall within the frame of the acute 
exogenous reaction type. The most frequent symp- 
tom is an affective change usually of dysphoric 
character. Activity is reduced and the individual 
basic drives (hunger, thirst, sex, sleep) are also 
disturbed, however, occasionally in the same patient 
in different direction and intensity. 

These disturbances of affect and drives may show 
definitive periodicity which does not necessarily run 
parallel with the somatic condition. The disturb- 
ances of affect, activity and drives, as seen in 
chronic Addison’s disease, should not be considered 
specific. As a matter of fact the psychopathology 
of adrenal insufficiency may be identical with the 
one seen in Cushing’s syndrome, and the same psy- 
chiatric picture could be observed in Acromegaly. 
The author feels that the concept of an “endocrine 
psycho syndrome” is warranted. This syndrome is 
characterized by various disturbances of mood, im- 
pulse, activities and basic drives and potentially may 
be produced by any endocrine disease. To the acute 
exogenous reaction type and this endocrine psycho 
syndrome (chiefly observed in chronic Addison’s 
disease) the author adds the “amnestic psycho syn- 
drome” as a third possible psychiatric complication 
of Addison's disease. It may run the gamut from 
severe dementia to mild amnestic disturbances, the 
latter usually being seen in cases of relative cortical 
insufficiency, The author continuously re-emphasizes 
that all three syndromes are basically nonspecific. 

As a special group the author describes what he 
calls the severe chronic Addison psychoses. They 
are characterized by hallucinations, delusions, and 
confusion combined with psycho-organic disturb- 
ances, While their symptomatology may resemble 
schizophrenia, they are basically not of schizo- 
phrenic nature showing an undisturbed affective 
rapport, absence of depersonalization. They do not 
terminate in typically “schizophrenic dementia,” but 
either in an acute exogenous reaction type or in 
organic dementia, 

Finally the author raises the question of what may 
be the cause of the great variety of these various 
psychiatric syndromes. He comes to the conclusion 
that “what the psyche makes of the endocrine steer- 
ings does not only depend on those but also on the 
psyche.” The psychopathology of Addison’s disease 
is the resultant of the personality and the somatic 
noxious agent. 

This 143-page monograph is an important con- 
tribution to the chapter of endocrinological psychi- 
atry. The presentation of the material is somewhat 
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cumbersome and laborious. The author has not fully 
succeeded in interpreting his findings and conclu. | 
sions in the light of the theory of the general adap- 
tation syndrome. 
ALFRED GALLINEK, M. D, 
Columbia Presbyterian Medical Center 
New York City. 
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Carothers. (Geneva: World Health Mono- — 
graph Series No. 17, 1953. Price: $2.00.) 
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Were it not for the circumstances of its publica- 
tion, this monograph would not merit serious con- - 
sideration, but would be cóunted among Charles 
Lamb's "books which are not books.” The fact 
that it comes from so authoritative a publisher as | 
the World Health Organization requires that it be 
reviewed. 

The study deals with mental health in native 
African societies and cultural variability of thought 
and personality, both important subjects, but uses 
irrelevant though competent authorities to bolster 
very shaky generalizations. It was written by ап 
African psychiatrist, retired from the Colonial Serv- 
ice, who "suffers from the foible of dissatisfaction 
with loose ends and from an urge to tie them all 
together.” Не is concerned with "the African | 
mind” and such cognate concepts as “the African 
mentality,” “the African personality,” “the African 
brain,” and “‘normal’ African brain waves.” This 
“African,” who, incidentally, does not enjoy the 
“total integrated personality” possessed by the Ew 
ropean, is apparently any colored man of African 
ancestry, living either in that continent or in the 
United States. Dr. Carothers assessed his perso 
ality in a "way approaching statistical and ine 
tific lines" by describing “33 examples of unreliable 
behavior in Africans. The examples were collec Ч 
by several Europeans from among the latter's em | 
ployees and others, and the Aíricans сы 
were of all degrees of sophistication and esi, | 
feeble minded or evil, but fair examples of wr 
race.” He concluded that the African perso 
differed from the European's in three funda 
tendencies: it was interested in particulars, 10 | 
lationships; it followed routine procedures ^ iJ 
unreasoning fashion; and it lacked interest In si 
tions which had no direct personal or em is | 
peal. Authorities like Hallowell, Lee, Whorf, БИР 
Griaule, and Spiro, who might have put the АЙЫ, 
оп a scientific track, are not cited in the 


+ not 
ography of ror entries, and obviously were 
consulted, А ive mort 

I shall not yield to the temptation to giv The 


extended notice of this book's shortcomimE.. 
last chapter begins: "The reader who Ta theory 
close adherence to fact and well-establis iee „ T 
might be well advised to read no further. 
warning comes too late. p 
Epmunp S. CARPENTER ри 
Dept. of Anthropo onto: 
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eb. °54. 
Brenn m Edward L., M. D.; Death of (Ed.), 471, 
C. '53. 
Brill, Dr. Norman Q.; Heads UCLA Medical 
Unit (Ed.), 73, July '53. 
Britain, Letter from; A. Lewis, 401, Dec. '53. 
ih Encyclopaedia of Medical Practice; Lord 
Horder (R.), 800, Apr. ?s4. 
oor: A History of Criminal Lunacy and 
its Problems; R. Partridge (R.), 399, Nov. 


53. 

Bromide Delirium with Unusual Course; M. Levin, 
130, Aug. '53. 

Brucellosis, Intellectual and Affective Functions 
in; К. М. Reitan, 19, July °53. 


c 


ee D. Ewen, M.D., President, 1952-1953, 
ud lographical Sketch; С. Zilboorg, 1o, July '53. 
(О, Ор BA Appointment at Yale 
: +), 313, Oct. '53; Correction, 472, Dec. '53. 
Carbon Dioxide "Therapy: bul T 
ап Adjunct to Psychotherapy; E. A. Har- 
Brove, et al., 844, May '54. 
m Evaluation of Carbon Dioxide Oxygen 
ation Therapy in Mental Disorders, J. A. 
iode 93, Aug. '53. 
ч Valuation of CO: Inhalation Therapy; J. D. 
Р агу, 765, Apr. °54. 
р gical Background of Treatment; Li J. 
eduna, 664, Маг. '54. 
[еу ү шн the Anginal Syn- 
; ше; E. К. Janjigian, 34, July '53. 
Безо, Dr. Louis, Honored (Ed.), 472, Dec. 


Cataplexy, Weakness of the Jaw in; M. Levin, 
487, 54. : 


Jan. * 


Cataract Extraction, Patterns of Behavior Dis- 
turbances Following; L. Linn, et al., 281, Oct. 
, 


53. 
Catholicism, Psychiatry and; J. H. VanderVeldt 
and К. P. Odenwald (R.), 160, Aug. '53. 
Child Psychiatry and Childhood Problems : 
Adolescence; M. Malm and P. C. Jamison (R.), 
638, Feb. '54. 
Balanced Concept of Child Training; F. T. Zim- 
merman and B. B. Burgemeister, 143, Aug. ’53. 
Chicago Council of Child Psychiatry (Ed.), 630, 
Feb. '54. 
Child Psychotherapy; S. R. Slavson (R.), 398, 
Nov. '54. 
Children of Divorce; J. L. Despart (R.), 639, 
Feb. '54. 
Excessive Infant Crying and Parent Behavior; 
A. Н. Stewart, et al., 687, Mar. '54. 
Problems of Infancy and Childhood; M. J. E. 
Senn, ed. (R.), 878, May '54. 
Review of Psychiatric Progress, 1953, Symp.; 
L. Kanner, 512, Jan. '54. 
Social Science and Psychotherapy for Children; 
О. Pollak, et al, (R.), 559, Jan. '54. 
Thirty Years of Child Psychiatry (Ed.), 380, 
Nov. '53. 
China: 
Psychiatry and Mental Hygiene in Shanghai; 
C. H. Westbrook, 301, Oct. '53. 
Sovietized Chinese Medicine (Ed.), 791, Apr. 


54. 
Client-Centered Therapy, Development in the Writ- 
ings of Carl Rogers; D. Lebo, r04, Aug. '53. 
College Mental Health: 
College Mental Hygiene Services (Ed.), 469, 
Dec. '53. 
Fourth National Conference on Mental Health 
in Colleges (Ed.), 631, Feb. '54. 
Commonwealth Fund: John C. Eberhardt New 
Executive Associate (Ed.), 934, June '54. 
Communication, Conversation and; J. ^. M. Meer- 
loo (R.), 479, Dec. '53. 
Communist Conspiracy; S. King-Hall (R.), 797, 
Apr. ’ 
p odia Camp: Eim Psycholog Erlebt Das 
KZ; and ed.; V. E. Frankl (R.), 396, Nov. 


Conditioned Reaction: Effects of Litter Size Dur- 
ing Infancy upon Adult Behavior in the Rat; 
P. F. D. Seitz, 916, June '54. 
Consciousness : gir 
Besinning und Bewusstsein; С. E. Stórring 
R.), 558, Jan. '54. 
VEE H. Ki Abramson, ed. (R.), 398, 
Nov. '53. 
Constitution in Psychiatry; G. Langfeldt, 253, Oct. 
Cond Colorado Psychiatric Hospital Ex- 
tension (Ed.), 867, May '54. Ag 
Convulsive Disorders: Review of Psychiatric 
Progress, 1953, Symp.; D. T. Davidson, 523, 
Jan. '54. 
County Homes, Psychiatric Problems of Elderly 
Residents in; R. Ginzberg and W. C. Brine- 
gar, 454, Dec. '53. к 
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Crime and Delinquency: 
Crime Prevention Through Treatment; M. Mat- 
lin (R.), 634, Feb. '54. 
Criminology, Fourth International Course (Ed.), 
714, Mar. '54. 
Earliest Stages of Delinquency; Н. Edelston 
(R.), 398, Nov. '53. 
Juvenile Delinquency, New York City (Ed.), 
157, Aug. '53. i 
Psychological Disorder and Crime; W. L. Neu- 
statter (R.), 634, Feb. '54. 
Psychopathic Delinquent and Criminal; С. 
Thompson (R.), 476, Dec. '53. 
Crippled Children, Treatment Facilities for (Ed.), 
713, Mar. '54. 
Cybernetics : 
Design for a Brain; W. R. Ashley (R.), 555, 
Jan. '54. 
Transactions of the Eighth Conference, 1951; 
Transaction of the Ninth Conference, 1952; 
Н. von Foerster, ed. (R.), 478, Dec. '53. 


D 


Dactylology for Aphasics (Ed.), 74, July ’53. 

Dictionaries : 

Dictionary of Psychiatry and. Psychology; W. 
H. Kupper (R.), 640, Feb. '54. 

Encyclopedia of Aberrations; E, Podolsky (R.), 
639, Feb. '54. 

Dreams: Gesetse und Sinn des Traümens; К. 
Leonhard. (R.), 557, Jan. '54. 

Dream Interpretation: А New Look at Freud's 
Dream: "The Breakfast Ship"; L. Adams, 
381, Nov. '53. 

Drug Addiction: 

Among Adolescents; Symp, (R.), 716, Mar. '54. 
Opiate Addiction; A. Wikler (R.), 560, Jan. '54. 


E 


Eastern State Hospital of Virginia, Founding of; 
G. L. Jones, 644, Mar. '54. 

Ecology, Social: Schizophrenia and the Social 
Structure; А. Н. Hollingshead and Е. С. Red- 
lich, 695, Маг, '54. 


Editorial Procedure: Shop Talk (Ed.), 550, Jan. 


54. 
Education, Mental Health in: Review of Psy- 


chiatric Progress, 1953, Symp.; W. C. Ryan, 
BER Jan. '$4. 


Atlas of Electroenc. lography; F. A. Gibbs 
and E. L. Gibbs (R.), 474, Dec. '53. 

Behavior Patterns, Reading Disability, and; Т. 
Statten, 205, Sept. 's3. 

Diagnostic Electroencephalography; Н. Strauss, 
et al. (R.), 474, Dec. ’53. 

Electrical Activity of the Brain in Atabrine Psy- 
chosis; L. Halpern, et al, 366, Nov. 's3. 

Fluctuations of Temporal Lobe EEG Abnor- 
mality During Psychic Function; M. Ostow, 
55, July '53. 

Mental and EEG Changes Following Intra- 
venous Barbiturates in Organic Brain Disease; 
P. S. Bergman, et al., 770, Apr. '54. 
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Review of Psychiatric Progress, 1953, Symp; 
W. T. Liberson, 497, Jan. '54. 

Electroshock Therapy: See Shock Therapy. 
Emotional Immaturity, Assessment of the Profile 
of; J. W. Lovett Doust, 651, Mar. '54. 
Endocrinology: Review of Psychiatric Progress, 

1953, Symp.; О. R. Langworthy, 492, Jan, 's4, 
Epilepsy: See Convulsive Disorders. 
Ethnopsychiatry: The African Mind in Health ond 

Disease; J. C. Carothers (R.), 944, June 's4. 
Evasion of Growth; A. Angyal, 358, Nov. '53. 
Evolution of Living Things and Origin of Life; 

О. R. Hyndman (R.), 720, Mar. '54. 


F 


Family Care: Review of Psychiatric Progress, 
1953, Symp.; W. E. Barton, 533, Jan. '54. 
Family Participation in Institutional Treatment; 
F, Cote, et al, 831, May '54. 

Father: Contribution to Mental Health of the 
Family; L. Bartemeier, 277, Oct. '53. 

Felix, Dr. Robert H., Receives Honorary Degree 
(Ed.), 234, Sept. '53. 

Fetishism: А Problem in Sex Pathology; V. W. 
Grant, 589, Feb. '54. 

Fetterman, Dr. Joseph L. Death of (Ed.), Ж 
July '53. n 
Fifth Amendment Immunity: Selí-Incrimination 
(Ed.), 155, Aug. '53; Correspondence, 

Nov. '53. 
Flying Psychology: Love and Fear of Flying; 
D. D. Bond (R.), 945, June '54. 
Focal Stimulation Therapy: B. L. Pacella and 
D. J. Impastato, 576, Feb. '54. И 
Forensic Psychiatry: See also Crime and Delite 
quency è 
Appraisal of the Witness; Н. A. Davidson, 48h 
Jan. '54. y 
Criminal Irresponsibility (Ed.), 627, Feb. ‘St 
Forensic Psychiatry; Н. A. Davidson (RJ), 79 
July '53. ‚м. 
Medico-Legal Problems in Psychosurgery; 
Silbermann and J. Ransohoff, or, May S£. 
Outlines of Forensic Psychiatry in Norway; 
Langfeldt, 599, Feb. '54. 
Psychiatry and the Law; M. S. Guttmacher and 
Н. Weihofen (R.), 876, May '54. П 
Review of orari oa 1953, Symp? 
W. Overholser, 535, Jan. '54. 
Trail of Neville George Clevely Heath; мо. 
Critchley, ed. (R.), 873, May '54- ч 
France, Letter from; V. J. Durand, 241, joa 
Freud, Sigmund, the Life and Work of; E- 
(R.), 716, Mar. '54. 
Function in Psychiatry; C. P. Oberndorf, 13, Joly 


53. 
Fundamentals of Psychiatry; E. A. Strecker (в), 
159, Аце. '53. 


G 


Gaupp, Dr. Robert, Death of (Ed.), o, Now: S 
Obituary, 480, Dec. '53. : 


Hospitals : Д 
: ша” oi Without Psychiatry? (Ed.), 
Aug. 
tric Service (Ed.), 315, Oct. '53. 
Genero! Practice, Psychiatry in; С. А. Н. Watts 
and B. M. Watts (R.), 239, Sept. "53. 
See Heredity. 
and Old Age Problems: 
and Retirement (Ed.), 794, Apr. '54. 
ity Conditions and Psychoses of the 
; E. M, Gruenberg, 888, June '54. 
that Influence the Psyche of Elderly 
; E. W. Busse, et al., 897, June '54. 
ing the Care of the Aged; H. E. 
ow, 460, Dec. '53. 
on Problems of the Aging (Ed.), 794, 


"54. 

ms of the Aging (Ed.), 549, Jan. '54. 

ric Problems in Elderly Residents of 

Му Homes; R. Ginzberg and W. D. Brine- 

454, Dec. '53. 

wiew of Psychiatric Progress, 1953, Symp.; 
Bowman, 510, Jan. '54. 


ed Five ) Millions (Ed.), 157, Aug. '53. 
Education and Mental Health (Ed.), 795, 


^ '54. 
National Research Council (Ed.), 934, 


54. 
Therapy Award (Ed.), 553, Jan. '54. 
Norman Prize for Addiction Studies 
d.), 630, Feb, '54. 
es Memorial Prizes for Epilepsy (Ed.), 


e for or Dissertations on Epilepsy (Ed.), 393, 


Мена S., Lecture (Ed.), 632, Feb. '54. 
herapy 

inistrative Group" in Mental Hospital; B. 
b Cruvant, 342, Nov. ’53, 
ра E rernm Psychoses; D. C, Wilson, 
june ’. 
"Diagnostic and Therapeutic Approach; E. 
tta, 362, Nov. '53. 
MIUUP Psychotherapy and  Manic-Depressive 
mc Sychosis, оп, June 's4. 

toup Therapy (Ed), 708, Mar. '54. 
, Treatment in Exec R. G. 


Anonymous ; 
n and W. P. Kolb, 29, July '53. 
Ecke M. P. Graeber, et. al, 677, 


tn Group Development (Ed.), 553, 
Years of; В. Dreikurs and R. Corsini, 
eb. '54. 
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H 
Halloran, Roy р, Col, M.D., Honored (Ed.), 
711, Mar. '54. 
Hand in Psychological Diagnosis, The; C. Wolff 
(R.), 718, Mar. 's4. 
utn ЗМНЕ Foundation їп (Ed.), 304, 
Health, Dis gnosis and Therapy of; A. Blau, 594, 
Feb. '54. 


Heart Surgery Combined with Insulin Coma Ther- 
oM M R. B. Little and M. M. 


Pearson, 786, Apr. 
rs G. С. ыз of; McD. Critchley, ed. 
Heaver, Dr. W. Lynwood, Heads Speech Hospital 


Ed.), 554, Jan. ' 54. 
Heredity and 
Genetics and Disease; T. Kemp (R.), 558, Jan. 
"54. 
Review of Psychi Progress, 1953, Symp.; 
F. J. Kallmann, 489, Jan. 's4. 
Historical : 


54. 
ы Bios (it, Ni) Dot, Feb. "pé 
Life and Work of Sigmund Freud; E. Jones 


(R.), 716, ad 
sychiatry and Mi ental Hygiene in Shanghai ; 
C. H. Westbrook, gor, Oct. '53. 

Hope for the Troubled: ity ‘Freeman (R.), 799, 


m eg ropa i in Freud's Rejec- 
tion of; is M. Str ipie ^ lg А 
in; R. M. Reitan, 817, May '54. 
I 
ril ics; B. E. Robah and} Myer, 
Frips e ERA Review o | Paythlatre 


Industrial Psychiatry: 
Progress, 1953, Symp.; F. W. Dershimer, 527, 


Insulin Shock Therapy: See Therapy 
Mm ыиы Н T. M. French (R.), 874, 
ay '54. 


J 
Japan, иш From; T. Muramatsu, et al, 641, 
Mar. ' 


Jewish Endurance: ТИ Redeemers; 1. W. 
chwa! , une '54. 

й M RO Science Centenary (EA), 627, 

жүй Delegate: See Crime and Delinquency 


Й 
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к 


Kindred, Ог. John Cramer, Death of (Ed.), 552, 
an. '54. 

iom His Facts and His Fantasy; A. H. 
Hobbs and W. M. Kephart, 614, Feb. '54. 

Klaesi, Jacob, Festschrift for (Ed.), 234, Sept. '53. 

Kolb, Lawrence C, M.D., to Head N. Y. Psy- 
chiatric Institute (Ed.), 795, Apr. '54. 

Kretschmer, Dr. Ernst, Honored (Ed.), 473, Dec. 
53. 


L 


Leucotomy: See Psychosurgery 

Lewis, Dr. Nolan D. C., Assumes New Post (Ed.), 
471, Dec. '53. 

Lindeman, Dr. Eduard C., Memorial (Ed.), 73, 
July '53. 

Lobotomy: See Psychosurgery 


M 


Manic Depressive Psychosis and Group Psycho- 
therapy; D. C. Wilson, 911, June '54. 

Marriage Relationships in Urban Working Classes; 
E. Slater and Moya Woodside (R.), 316, Oct. 
53. 

Masking of Symptoms: Masking of Organic Brain 
Changes by Psychic Symptoms; R. W. Wag- 
goner and B. K. Bagchi, 904, June '54. 

McCord, Dr. C. P., Death of (Ed.), 74, July '53. 

McKerracher, Dr. D. G., Appointment in Saskat- 
chewan (Ed.), 867, May ’54. 

Meaning, The Universe of; S. Reiss (R.), 720, 
Mar. '54. 

Medical Writing (Ed.), 793, Apr. '54. 

Medicine, Psychiatry and; L. A. Osborne (R.), 
238, Sept. '53. 

Menninger, Dr. C. F., Death of (Ed.), 632, Feb. 


54. 
Menopause: The Changing Years; M. Gray (R.), 
319, Oct. '53. 
Mental Deficiency: Review of Psychiatric Prog- 
ress, 1953, Symp.; L. Kanner, 512, Jan. '54. 
Mental Disease, New Outlook on; A. Peckworth 
(R.), 397, Nov. ’53. 
Mental Health: See also National Association for 
Mental Health 
A New Emphasis in Mental Health Planning; 
D. Blain and R. L. Robinson, 702, Mar. '54. 
ШЕ ad nine Hygiene Services (Ed.), 469, 
ес. '53. 


Points for a Positive Program (P.P.), 788, Apr. 
54. 


Menticide, Pavlovian Strat as a Weapon of; 
J. А. M. Meerloo, Воо, May "54. {с 
Michigan Medical Practice: Lay Psychotherapy 

(Ed.), 865, May '54. 
pe Psychiatry; R. Grinker, ed. (R.), 317, 
ct. ?53. 
Military Psychiatry: See also Rehabilitation 
Korea: 
Air Transportation of Psychiatric Patients ; 
B. A. Strickland and С. Ferris, 740, Apr. '54. 
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Current Psychiatric Procedure and Communi- 
cation in the Combat Theater; R. М. Ed. 
wards and D. B. Peterson, 721, Apr, ’54, 

Psychotherapy in the Combat Zone; A, J, 
Glass, 725, Apr. '54. 

Reaction Patterns of American Prisoners of 
War Repatriated from North Korea; R, J, 
Lifton, 732, Apr. '54. 

Observations on the Role of an Army Psychi- 
atrist; S. L. Brown, 110, Aug. '53. 

Psychiatric Disturbances Following Amputation; 
D. Noble, et al., 609, Feb. '54. 

Reactions of Soldiers Who Accidentally Killed 
Their Buddies; A. T. Beck and S. Valin; 347, 
Nov. '53. : 

Review of Psychiatric Progress, 1953, Symp; 
J. S. Skobba, 537, Jan. '54. 

Screening in the Armed Forces; Н. M. Voth, 
748, Apr. °54. 

M'Naughten Rules (Corr.), 705, Mar. '54. Brom- 

berg, W. (Corr.), 932, June '54. 


N 


National Association for Mental Health: See also 
Mental Health 
Annual Meeting, 551, Jan. '54. 
Mental Health Fund Campaign (Ed.), 712, Mar. 


National Origin, Religion, Immigration, and Men- 
tal Illness; B. H. Roberts and J. К. Myers, 
759, Арг. '54. 

Nervous System: Physiopathologie due PM 
Nerveux, du Mécanisme au Diagnostic; 
Cossa (R.), 316, Oct. '53. 

Neuroanatomy : 

Anatomy of the Nervous System; S. W. Ran- 
son (R.), 938, June '54. 4 

Functional Neuroanatomy; W. J. S. Kreig (Е), 
635, Feb. '54. i 

Neurology: Spezielle Pathologie der Krankheiten 
des Zentralen und Periphren Nervensystemsi 
G. Peters (R.), 477, Dec. '53. 

Neuropathology: Review of Psychiatric Progress) 
1953, Symp.; O. R. Langworthy, 492, Jan. se 

Neurosyphilis: Review of Psychiatric Progre i 
1953, Symp.; W. H. Timberlake, 516, Men 

New York State Department of Mental E A 
Academic Program in N. Y. State 5 
(Ed.), 393, Nov. '53. z 

Nissl: I Remember №1 (H. N.), 621, Me di 

Norway, Forensic Psychiatry in; G. L 
599, Feb. '54. 

Nursing: 

Functions and Qualifications 
Nurses (Ed.), 235, Sept. '53. 5 
Innovation in Training (Ed.), 393, NoY- S 
Interpersonal Relations in; H. E. Peplau 
| 150, Aug. 's3. M 
New York State School of Psychiatric Nursing 
(Ed.), 473, Dec. '53. ay 
Nurses Institute on Alcoholism (Ей), 869, М 
$ f psychiatrie 
Review О ee 56 


of Psy chiatric 


Psychiatric Nursing: 
Progress, 1953, Symp.; M. E. Со 
Jan. '54. 


1954] 
о 
Obituary: Gaupp, Robert (1870-1953), 480, Dec. 


53. 
Occupational Therapy: 

Designed Occupational Therapy for the Psychi- 
atric Team; D. L. Taggart, 171, Sept. ’53. 
Review of Psychiatric Progress, 1953, Symp.; 

L. F. Woolley, 530, Jan. '54. 
Office Psychiatry; L. G. Moench (R.), 239, Sept. 
з 


оше Disorder ; Е. Kahn, 427, Dec. ’53. 
Organic Brain Disease: 
Masking of Organic Brain Changes by Psychic 
Symptoms; R. W. Waggoner and В. К. Bag- 
_ chi, 904, June '54. 
- Mental and EEG Changes Following Intravenous 
_ Barbiturates in; P. S. Bergman, et al, 770, 
Apr. '54. 
tient Psychiatry : 
li ic Established in St. Paul (Ed.), 795, Apr. 
54. 
Psychotherapy of Schizophrenia in an Outpa- 
tient Setting; J. Mann, 448, Dec. 163, 
of Psychiatric Progress, 1953, Symp.; 
W. E. Barton, 533, Jan. '54. 


T 


Periodicals : 
Acta Psychotherapeutica Psychosomatica et Or- 
edagogica (Ed.), 235, Sept. "53. 
Archives of Criminal Psychodynamics (Ed.), 
May '54. 
Archivos de Criminologia, Neuro-Psigiatria y 
iplinas Conexas (Ed.), 314, Oct. °53. 
AS А the Isaac Ray Medical Library (Ed.), 
- i53. 
_ Child Care Publications (Ed.), 935, June '54. 
Journal of Forensic Medicine (Ed.), 301, Nov. 


mI 


de Psiquiatria y Psicologia Medica de 
moe Y America Latinas (Ed.), 234, Sept. 


E Mental Science Centenary (Ed.), 627, 


"edd African Medical Journal (Ed.), 472, Dec. 
World Medical Journal (Ed.), 868, May 's4. 


з. үе, of Adjustment; К. Young (R.), 


i E E Making; Н. L, Witnter (R.), 637, Feb. 


Personne] 


Ayers Of Patient's Socializing Capacity ; 
5 Morimoto and M. Greenblatt, 443, Dec. 


ч апа Opinions of Mental Hospital Em- 
ES Regarding Mental Illness; J. Middle- 
- Ben) 133, Aug. '55. 
Pied Генег From; H. Delgado, 321, Nov, "53. 
ks LL cuna and the General Practitioner; 
Deon and С. В. DeCourcy (R.), 
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Physiological Treatment: Review of Psychiatric 
Progress, 1953, Symp.; J. Wortis, 507, Jan. '54. 

Physiology in Mental and Emotional Disorders; 
M. D. Altschule (R.), 878, May '54. 

Picks Disease: Morbus Alzheimer and Morbus 
Pick: T. Sjogren, et al. (R.), 363, Feb. '54. 

Pierce, Dr. Appleton H., Death of (Ed.), 471, 
Dec. '53. 

Pituitary Tumor: Pituitary Chromophobe Ade- 
nomas; J. I. Nurnberger and S. R. Lorey 
(RJ, 942, June '54. 

Plastic Surgery and Facial Deformities; F. C. 
Macgregor, et al. (R.), 942, June "54. 

Pneumenzephalographie; Н. О. Schiersmann (RJ), 
871, May 's4. 

Practical Guide for Troubled People; L. R. Steiner 
(R.), 399, Nov. °53. 

President's Page: 230, Sept. '53; 308, Oct. '53; 
387, Nov. '53; 468, Dec. '53; 547, Jan. '54; 
625, Feb. '54; 706, Mar. '54; 788, Apr. '54; 
850, May '54. 

Presidential Address: Psychiatry and Citizenship ; 
D. E. Cameron, 1, July '53. 

Projective Methods: See Tests, Rorschach 

Psychiatric Education : 

Connecticut Postgraduate Seminar (Ed.), 158, 

Aug. 53. 
Curso de Psiquiatria; H. Delgado (R.), 870, 
May ’54. 
Educational Activities in Mental Hospitals: 
I. Who Shall Be Taught; A. M. Duval, 167, 
Sept. '53. 
II. What Shall Be Taught; D. L. Taggart, 
171, Sept. '53. 
III. How Shall It Be Taught; К. M. Bow- 
man, 175, Sept. '53. 
Fifth Mental Hospital Institute (Ed.), 235, Sept. 
'53. 
Institute of Psychiatric Treatment (Ed.), 235, 
Sept. '53. 
Institute for Public Health Officers (Ed.), 158, 
Aug. '53. 
Manhattan State Hospital Lectures (Ed.), 711, 
Mar. '54. 
Minnesota Continuation Courses in Psychiatry 
and Neurology (Ed.), 551, Jan. '54. 
Neuropsychiatric Meeting at North Little Rock 
(Ed.), 631, Feb. °54. 
New Jersey Neuro-Psychiatric Institute (Ed.), 
391, Nov. '53. 
North Shore Lecture Series (Ed.), 313, Oct. '53. 
Outline and Bibliography for a Seminar in Clin- 
ical Psychology for Resident Physicians in 
Psychiatry; M. Mercer and A. O. Hecker, 
48, July '53. 
Postgraduate Seminar in Neurology and Psy- 
chiatry (Ed.), 314, Oct. '53. 

Post Graduate Teaching of Psychiatry to Gen- 
eral Practitioners; R. P. Townsend, 681, Mar. 
54. н 
Psychiatry and Medical Education; J. С. White- 

horn, et al., eds., (R.), 871, May '54. 
Psychosomatic Institute at Topeka (Ed.), 472, 

Dec. ’53. ° 
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Review of Psychiatric Progress, 1953, Symp.; 
Е. С. Ebaugh and К. Н. Barnes, 539, Jan. 754. 

Roffey Park Institute Graduate Course (Ed.), 
236, Sept. '53. 

Second Annual Springfield Psychological Work- 
shop (Ed.), 868, May '54. 

Second Ithaca Conference on Psychiatric Edu- 
cation; J. D. Whitehorn, 81, Aug. *53. 

Social Rehabilitation Course at Louisiana State 
University (Ed.), 868, May '54. 

Supervision of Residents in Psychotherapy ; 
М. F. Reiser and М. Rosenbaum, 835, May 
54, 

Symposium at Embreeville State Hospital (Ed.), 

314, Oct. '53. 

Training and Research in State Mental Health 
Programs (R.), 879, May '54. 

Woods Schools Conference (Ed.), 934, June '54. 

Psychiatry : 

And Euphemistic Delusion (Ed.), 311, Oct. °53. 

Limitations of (Ed.), 70, July '53. 

Relations of Psychology and; P. E. Huston, 814, 
May '54. 

Psychoanalysis : 

А New Look at Freud's Dream “The Breakfast 
Ship,” L. Adams; 381, Nov. '53. 

Countertransference in Freud's Rejection of 
Hypnosis; J. M. Schneck, 928, June '54. 

Freudian Psycho-Antics; M. Natenberg (R.), 
, 940, June '54. 

Psychogenesis: Implications for Mental Health, 

P. V. Lemkau, et al., 436, Dec. '53. 

Psychology: See also Mental Deficiency, Tests 
Clinical Psychology: 

Fundamental Concepts in; G. W. Shaffer and 
R. S. Lazarus (R.), 477, Dec. '53. 
Outline and Bibliography for a Seminar in; 
M. Mercer and A. O. Hecker, 48, July '53. 
Progress in; D. Brower and L. E. Abt, eds. 
(R.), 635, Feb. '54. 
. Review of Psychiatric Progress, 1953, Symp.; 
F. Wyatt, 5or, Jan. '54. 
Medical Psychology; E. Kretschmer (R.), 556, 
Jan. '54. 
Psychology; R. Stagner and R. F. Karwoski 
(R.), 479, Dec. °53. 
Relations of Psychiatry and; P. E. Huston, 814, 
May '54. 
Social Psychology; S. E. Asch (R.), 78, July 


53. 
Psychopathology : 

Organization and Pathology of Thought; D. 
Rapaport (R.), 78, July '53. 

Semiologia у Psicipatologia de los Procesos de la 
Esfera Intelectual; С, R. Pereyea (R.), 159, 
Aug. '53. 

Treatability of the Psychopath; W. Bromberg, 
604, Feb. '54. j 

Psychosurgery : 

Level of Achievement After Lobotomy; W. 
Freeman, 269, Oct. '53. vit 

Medico-Legal Problems in; M. Silbermann and 
J. Ransohoff, 801, May '54. : 

No Psychosurgery in the USSR (Ed.), 470, 
Dec. '53. 5 
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Personality and the Frontal Lobes; A. Petrie 
(R.), 395, Nov. '53. 
Review of Psychiatric Progress, 1953, Symp.; 
W. Freeman, 511, Jan. '54. 
Psychotherapy : 
Die Grenzen der Psychotherapie; G. Ewald 
(R.), 718, Mar. '54. 
Faith and Delusion in: J. Н. Massermann, 324, 
Nov. '53. 
Feeling of Superiority, an Occupational Hazard 
in; J. Marmor, 370, Nov. '53. 
Lay Psychotherapy (Ed.), 865, May ’54, 
Success in; W. Wolff and J. A. Precker (R), 
633, Feb. '54. 
Theory and Research; О. H. Mowrer (R.), 937, 
June '54. 
Psychotic Symptoms, Rating Scale for Quanti- 
fication of; D. W. Goodrich, 334, Nov. "54, 


R 


Rank, Otto, Psychology and Psychotherapy of; 
F. B. Karpf (R.), 870, May 's4. 

Reaction Time in Schizophrenia; C. A. Knehr, 385, 
Feb. 's4. | 

Recurrence of Psychotic Symptoms in Middle Life; 
N. R. Bernstein, 377, Nov. '53. 


Reflexes: Clinically Important Reflexes; F. W. 
Bronisch (R.), 945, June '54. 
Regional Psychiatry : M 
Missouri State Hospital System; G. W. Robin- 
son, 781, Apr. '54. F 
St. Louis, Psychiatry in and Around: E. Ё. 


Gildea and C. L. Gildea, 777, Apr. '54. 
Southern Governors’ Conference (Ed.), 933 
June '54. 
Rehabilitation : ї аі 
A Motivation Center; New Concept im To! 
Neuropsychiatric Care; К. V. Freeman 
A. Schwartz, 139, Aug. '53. ү 
A Plan for Rehabilitating Improved Psychot? 
Patients; F. Schnadt, 253, Oct. 153. 
Money: A Rehabilitation Incentive 
Patients; P. A. Peffer, 85, Aug. "53. ie 
Of the Physically Handicapped; H. Н. Kess 
(R.), 942, June '54. 


Rehabilitation Fellowships (Ed.), 71% hi 
Religion, National Origin, Immigration, and A 
fal illness: В. Н. Roberts and J. К. My 
759, Apr. '54. 
Research: 
Abstracts : 


Behavior Patterns, Reading Disabilities, and 
EEG Findings; T. Statten, 205, Sept. We. 
Childhood Schizophrenia; L. Bender, 855, 
Histamine Therapy in Schizophrenia ; y. Rot 
leau, et al, 856, May '54. iat 
Oximetric yel of Emotion and the Differ 
ential Planes of Awareness Seen 1? | 
nosis; J. W. Lovett Doust, 205, Sept. ii 
Pharmacological Therapy: Selective 
tion of Affective Drive; Н. L 
856, May '54. 


for Mental | 


1954] 


Psychophysiological Basis of Medical Practice; 
S. G. Margolin, 206, Sept. '53. 

Rhythmic Sensory Bombardment Therapy; 
J. W. Lovett Doust and R. A. Schneider, 
"54, May '54. 

Schizophrenia Research: Inspiration and 
Method; H. Osmund, 858, May ’54. 

Opportunities in (Ed.), 869, May ’54. 
Regional Research Conference (Ed.), 392, Nov. 

"53. 

Selection of Psychiatric Patients for; N. S. 

Kline, et al., 179, Sept. '53. 

Results of Treatment: I. A 25-Year Study; E. D. 
Bond, 561, Feb. ’54; П. Involutional Psychotic 
Reaction; E. D. Bond, 881, June ’54; III. 
Manic-Depressive Reactions; E. D. Bond and 
H. H. Morris, 883, June ’54; IV. General 
Data and Summary; E. D. Bond, 885, June 
^54. 

Reviews of Literature: Year Book of Neurology, 
Psychiatry, and Neurosurgery, 1952; R. Mac- 
kay, et al. (R.), 320, Oct. 's3. 

Rorschach : 

Advances in Interpretation; S. J. Beck (RJ, 

319, Oct. '53. 

eis State Hospital Workshop (Ed.), 714, 
ar. '54. 

оо in the Rorschach Method (Ed.), 631, 
eb. '54. 

Rosenbaum, Dr. Milton, on Mission to Israel 
(Ed.), 73, July ’53. 


5 
Schizophrenia : 

Admissions for Schizophrenic Disorders (Ed.), 
157, Aug. ’53. 

And the Social Structure; A. В. Hollingshead 
and Е. С. Redlich; 695, Mar. '54. 

Antecedent Factors in the Family Histories of 
M Schizophrenics; C. W. Wahl, 668, Mar. 


"Base Line" of; J. R. Smythi 2 
; J. К. Smythies, 200, Sept. '53. 
Das Problem der Schizophrenie; H. Schuliz- 
poe (R.), 719, Mar. '54. 
Sychotherapy in an Outpatient Setting; J. 
Mann, 448, Dec. '53. dd 
"action Time Responses to Variable Prepara- 
tory Intervals in; С. А. Knehr, 585, Feb. '54. 
€search on Insulin Treatment in; H. P. David, 
774, Apr. ’54. 
Studies in Responsivity of the Adrenal Cortex 
in; R. Dickes, et al., 124, Aug. '53. 
mo onm Restoration of Schizophrenics Fol- 
us Long-Term Intensive Psychotherapy ; 
en M. Hamilton, 579, Feb. ?54. 
"ctivity and Option for Psychiatry; C. P. 
Su Reo 754, Apr. 's4. E 
nl 2 Robert, Death of (Ed.), 73, July ’53. 


a posten Memorial Lecture (Ed.), 869, 
4. 
Eleventh Summe; Course (Ed.), 868, May °54. 


quw: Their Functions Processes, and Mech- 
isms; H. Pieron (R.), 238, Sept. '53. 
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Sex: 

A Problem in Sex Pathology; V. W. Grant, 589, 
Feb. '54. 

Kinsey: His Facts and His Fantasy; A. H. 
Hobbs and W. M. Kephart, 614, Feb. '54. 

Psychosexual Function in Women; T. Benedek 
(R.), 875, May 'з4. 

Sexual Behavior in the Human Female ; А. Kin- 
sey, et al. (R.), 633, Feb. '54. 

Shame and Guilt; С. Piers and M. B. Singer (R.), 
938, June '54. 

Shock Therapy : 

An Electric Shock Fatality (Ed.), 473, Dec. ’53. 

Combined Insulin Coma and ECT Following 
Cardiac Surgery; R. B. Little and M. M. 
Pearson, 786, Apr. °54. 

Coronary Thrombosis Following ECT; G. C. 
Sisler and J. C. Wilt, 354, Nov. ’53. 

Death Due to Pyrogen-Containing Fluids Dur- 
ing Insulin Therapy; G. С. Merrill, 850, May 
"54. | 

ft Insulinbehandlung; M. Müller (R.), 797, 

рг. '54. 

ECT in Acute Multiple Fractures; L. A. Cohen 
and К. G. Jones, 542, Jan. '54. 

Fracture of Hip with Manually Controlled Brief 
Stimulus ECT; D. H. Krans, 543, Jan. '54. 

Fracture of Scapula During EST; J. E. Ramin 
and H. Veit, 153, Aug. '53. 

Hypoxemia in EST; С. Holmberg, тїз, Aug. 
53. 

Methemoglobinemia During Insulin Coma Ther- 
apy; J. A. Grimshaw, 119, Aug. '53. 

Research on Use of Insulin Therapy in Schizo- 
phrenia; Н. P. David, 774, Apr. '54. 

Shock Treatments, Psychosurgery, and Other So- 

. matic Treatments in Psychiatry; L. B. Kali- 
nowsky and P. H. Hoch (R.), 77, July '53. 

Useful Adjuncts in Insulin Coma Therapy; D. 
M. Weiss, 784, Apr. '54. 

Slave Population on Southern Plantations, Mental 
Health Among: W. D. Postell, 52, July '53. 

Social Problems : 

Perspectives on a Troubled Decade, 1939-1949; 
L. Bryson, et al., eds, (R.), 877, May '54. 

Social Problems; W. W. Weaver (R.), 877, 
May ’54. 

Social Work: 

Medical Social Workers, Shortage of (Ed.), 
630, Feb. '54. ў RUP 

Psychiatric Social Work: Review of Psychiatric 
Progress, 1953, Symp.; Н. B. Crutcher, 531, 
Jan. '54. 

Social Work and Social Living; B. C. Reynolds 

R.), 396, Nov. '53. 

ibo and Practice of Social Case Work; 
G. Hamilton (R.), 396, Nov. '53. 

Sodium Amytal and Sodium Seconal, Permanent 
Solutions of; D. C. English and R. Leiser, 307, 
Oct. '53. 

Speech Training; A. M. Horner (R.), 396, Nov. 
53. 

Strecker, Dr. Edward A. Retirement of (Ed.), 
234, Sept. '53. К 
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Review of Psychiatric Progress, 1953, Symp.; 
F. G. Ebaugh and R. Н. Barnes, 539, Jan. 54. 

Roffey Park Institute Graduate Course (Ed.), 
236, Sept. '53. 

Second Annual Springfield Psychological Work- 
shop (Ed.), 868, May '54. 

Second Ithaca Conference on Psychiatric Edu- 
cation; J. D. Whitehorn, 8т, Aug. '53. 

Social Rehabilitation Course at Louisiana State 
University (Ed.), 868, May '54. 

Supervision of Residents in Psychotherapy; 
М. F. Reiser and М. Rosenbaum, 835, May 
'54. 

Symposium at Embreeville State Hospital (Ed.), 
314, Oct. '53. 

Training апа Research in State Mental Health 
Programs (R.), 879, May '54. 

Woods Schools Conference (Ed.), 934, June '54. 

Psychiatry : 

And Euphemistic Delusion (Ed.), 311, Oct. '53. 

Limitations of (Ed.), 70, July '53. 

Relations of Psychology and; P. E. Huston, 814, 
May '54. 

Psychoanalysis: 

A New Look at Freud’s Dream “The Breakfast 
Ship," L. Adams; 381, Nov. ’53. 

Countertransference in Freud's Rejection of 

.. Hypnosis; J. M. Schneck, 928, June '54. 

Freudian Psycho-Antics; M. Natenberg (R.), 
940, June '54. 

Psychogenesis: Implications for Mental Health, 
P. V. Lemkau, et al., 436, Dec. 53. 
Psychology: See also Mental Deficiency, Tests 

Clinical Psychology: 

Fundamental Concepts in; G. W. Shaffer and 
R. S. Lazarus (R.), 477, Dec. '53. 

Outline and Bibliography for a Seminar in; 
M. Mercer and А. О. Hecker, 48, July '53. 

Progress in; D. Brower and L. E. Abt, eds. 
(R.), 635, Feb. °54. 

Review of Psychiatric Progress, 1953, Symp.; 
F. Wyatt, sor, Jan. '54. 

Medical Psychology; E. Kretschmer (R.), 556, 
Jan. '54. | 

Psychology; R. Stagner and R. F. Karwoski 
(R.), 479, Dec. ’53, 

Relations of Psychiatry and; P. E. Huston, 814, 
May '54. 

Social Psychology; S. E. Asch (R.), 78, July 


53. 
Ferehovathology, » 
rganization and Pathology of Thought; D. 
Rapaport (R.), 78, July ?53. As 
Semiologia y Psicipatologia de los Procesos de la 
Esfera Intelectual; C. В. Pereyea (R.), 159, 
Tati d di раа 
reatabili: е Ps; ath; W. 
604, Feb. '54. fron син 
Psychosurgery : i 
Level of Achievement After Lobotomy; W. 
Freeman, 260, Oct. ’53. 
Medico-Legal Problems in; M. Silbermann and 
J. Ransohoff, 801, May '54. 
No Psychosurgery in the USSR (Ed.), 470, 
Dec. ’53. ^ 


Personality and the Fronial Lobes; A. Petrie 
(RJ, 395, Nov. '53. 
Review of Psychiatric Progress, 1953, Symp.; 
W. Freeman, 511, Jam. '54. 
Psychotherapy : 
Die Grenzen der Psychotherapie; G. Ewald 
(RJ, 718, Mar. '54. 
Faith and Delusion in: J. H. Massermann, 324, 
Nov. '53. 
Feeling of Superiority, an Occupational Hazard 
in; J. Marmor, 370, Nov. '53. 
Lay Psychotherapy (Ed.), 865, May ’54. 
Success in; W. Wolff and J. A. Precker (R.), 
633, Feb. '54. 
Theory and. Research; О. Н. Mowrer (R.), 937, 
June '54. 
Psychotic Symptoms, Rating Scale for Quanti- 
fication of; D. W. Goodrich, 334, Nov. '54. 


R 


Rank, Otto, Psychology and Psychotherapy of; 
Е. B. Karpf (R.), 870, May '54. 
Reaction Time in Schizophrenia; C. A. Knehr, 585, 
Feb. '54. $ 
Recurrence of Psychotic Symptoms in Middle Life; 
N. R. Bernstein, 377, Nov. ’53. 
Reflexes: Clinically Important Reflexes; F. W. 
Bronisch (R.), 945, June '54. 
Regional Psychiatry: f 
Missouri State Hospital System; G. W. Robin- 
son, 781, Apr. '54. 
St. Louis, Psychiatry in and Around: E. F. 
Gildea and C, L. Gildea, 777, Apr. '54. 
Southern Governors Conference (Ed.), 933 
June '54. 
Rehabilitation: . i 
A Motivation Center: New Concept in Total 
Neuropsychiatric Care; R. V. Freeman and 
А. Schwartz, 139, Aug. '53. 1 
A Plan for Rehabilitating Improved Psychotic 
Patients; F. Schnadt, 253, Oct. '53. 
Money: A Rehabilitation Incentive for Mental 
Patients; P. A. Peffer, 85, Aug. '53. 
Of the Physically Handicapped; Н. Н. Kessler 
(R.), 942, June '54. ӯ 
Rehabilitation Fellowships (Ed.), 712, M fad 
Religion, National Origin, Immigration, an - 
tal Illness; В. Н. Roberts and J. К. Myers, 
759, Apr. '54. 
Research: 
Abstracts : EN d 
Behavior Patterns, Reading Disabilities, ant 
EEG Findings; T. Statten, 205, Sept. '53: 
Childhood Schizophrenia; L. Bender, 855, May 
^54. 


ше Therapy in Schizophrenia; Y. Rou- 

eau, et al, 856, May '54. ; 

Oximetric Analysis of Emotion and the Differ- 
ential Planes of Awareness Seen in НУР 
nosis; J. W. Lovett Doust, 205, Sept. ee 

Pharmacological Therapy: Selective Inhibt 
tion of Affective Drive; H. E. Lehmann, 
856, May ’54. 


d 
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Psychophysiological Basis of Medical Practice; 
S. С. Margolin, 206, Sept, 253. 

Rhythmic Sensory Bombardment Therapy ; 
J. W. Lovett Doust and R. A. Schneider, 
'54, Мау 's4. 

Schizophrenia Research: Inspiration and 
Method; H. Osmund, 858, May ’54. 

Opportunities in (Ed.), 869, May 's4. 
Regional Research Conference (Ed.), 392, Nov. 

53. 

Selection of Psychiatric Patients for; N. S. 

Kline, et al, 179, Sept. "sg. 

Results of Treatment: I. A 25-Year Study; E. D. 
Bond, 561, Feb, '54; II. Involutional Psychotic 
Reaction; E. D. Bond, 881, June '54; III. 
Manic-Depressive Reactions; E. D. Bond and 
H. H. Morris, 883, June 's4; IV. General 
Data and Summary; E. D. Bond, 885, June 


Reviews of Literature: Year Book of Neurology, 
Psychiatry, and Neurosurgery, 1952; R. Mac- 
kay, et al. (R.), 320, Oct. '53. 

Rorschach : 

Advances in Interpretation; $. J. Beck (RJ, 
319, Oct. 53. 
Springfield State Hospital Workshop (Ed.), 714, 
Mar. '54. 
Bertone in the Rorschach Method (Ed.), 631, 
eb. '54. 

Rosenbaum, Dr. Milton, on Mission to Israel 

(Ed.), 73, July "3. 


S 
Schizophrenia : 

ш for Schizophrenic Disorders (Ed.), 
57, Aug. '53. 

And the Social Structure; A. B. Hollingshead 
and F. C. Redlich ; 605, Mar. '54. 

Antecedent Factors in the Family Histories of 
е Schizophrenics; С. W. Wahl, 668, Mar. 

4. 


Base Line" of; J. R. Smythies, 200, Sept. '53. 
аз Problem der Schisophrenie; H. Schultz- 
Henske (R.), 719, Mar. "54. 

Psychotherapy in an Outpatient Setting; J. 
Mann, 448, Dec. 753, 

Reaction Time Responses to Variable Prepara- 
tory Intervals in; C, A. Knehr, 585, Feb. '54. 

Research on Insulin Treatment in; Н. P. David, 
774, Apr. '54. 

Studies in Responsivity of the Adrenal Cortex 
in; R, Dickes, et al, 124, Aug, '53. 

Successful Restoration of Schizophrenies Fol- 
lowing Long-Term Intensive Psychotherapy ; 

. M. Hamilton, 579, Feb. ’54. 

Selectivity and Option for Psychiatry; С. Р. 
„Oberndorf, 754, Apr. '54. i 
Seliger, Dr. Robert, Death of (Ed), 73, July 's3. 

emantics : 
Alfred Korzybski Memorial Lecture (Ed.), 860, 
Do fais qued 
Eleventh Summer Course (Ed.), 868, May ’54. 
Phsations: Their Functions Processes, and Mech- 
anisms; H. Pieron (Е.), 238, Sept. '53. 
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Sex: 
A Problem in Sex Pathology; V. W. Grant, 580, 
Feb. ’54. 
Kinsey: His Facts and His Fantasy; A. H. 
Hobbs and W. M. Kephart, 614, Feb. ’54, 
Psychosexual Function in Women; Т. Benedek 
(RJ), 875, May 's4. 
Sexual Behavior in the Human Female; A. Kin- 
sey, et al. (R.), 633, Feb, °54. 
Shame and Guilt; G. Piers and M. В. Singer (R.), 
938, June '54. 
Shock Therapy : 
Ап Electric Shock Fatality (Ed.), 473, Dec. '53. 
Combined Insulin Coma and ECT Following 
Cardiac Surgery; R. B. Little and M. M. 
Pearson, 786, Apr. ?54. 
Coronary Thrombosis Following ECT; G. C. 
Sisler and J. С. Wilt, 354, Nov. ’53. 
Death Due to Pyrogen-Containing Fluids Dar- 
ing Insulin Therapy; G. C. Merrill, 850, May 


54. | 

Die Insulinbehandlung; M. Müller (R.), 797, 
Apr. '54. 

ECT in Acute Multiple Fractures; L. А. Cohen 
and К. G. Jones, 542, Jan. 54. 

Fracture of Hip with Manually Controlled Brief 
Stimulus ECT; D. H. Krans, 543, Jan. '54. 

Fracture of Scapula During EST; J. E. Ramin 
and H. Veit, 153, Aug. '53. 

Hypoxemia in EST; G. Holmberg, 115, Aug. 
'53. | 

Methemoglobinemia During Insulin Coma Ther- 
apy; J. A. Grimshaw, 119, Aug. '53. 

Research on Use of Insulin Therapy in Schizo- 
phrenia; Н. P. David, 774, Apr. ’54. 

Shock Treatments, Psychosurgery, and Other So- 
matic Treatments in Psychiatry; L. В. Kali- 
nowsky and P. Н. Hoch (R.), 77, July ’53. 

Useful Adjuncts in Insulin Coma Therapy; D. 
M. Weiss, 784, Apr. '54. 

Slave Population on Southern Plantations, Mental 
Health Among: W. D. Postell, 52, July '53. 

Social Problems: 

Perspectives on a Troubled Decade, 1939-1949; 
L. Bryson, et al, eds. (R.), 877, May '54. 

Social Problems; W. W. Weaver (R.), 877, 
May '54. 

ocial Work: 

лч Social Workers, Shortage of (Ed.), 
630, Feb. '54. Si 

Psychiatric Social Work; Review of Psychiatric 
Progress, 1953, Symp.; H. B. Crutcher, 53r, 
Jan. '54. Ї 

Social Work and Social Living; В. С. Reynolds 

R.), , Nov. '53. 

AEN p Practice of Social Case Work; 
С. Hamilton (R.), 396, Nov. 53. 

Sodium Amytal and Sodium Seconal, Permanent 
Solutions of; D. C. English and R. Leiser, 307, 
Oct. '53. 

Speech Training; A. M. Horner (R.), 396, Nov. 
"53. 

Strecker, Dr. Edward A, Retirement of (Ed.), 
234, Sept. '53. * 
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Stress: Second Annual Report on; Н. Selye and 
A. Horava (R.), 479, Dec. '53. _ 

Style in Writing: Recurrent Maladies in Scholarly 
Writing; E. S. McCartney (R.), 945, June '54. 

Superiority: Asa Hazard in the Practice of Psy- 
chotherapy; J. Marmor, 370, Nov. ’53. 


T 


Terminology; Psychiatry and Euphemistic Delu- 
sion (Ed.), 311, Oct. '53. 
Tests: See Also Rorschach 
Drawing Completion Test; G. M. Klinget (R.), 
240, Sept. 753. D ( Ў 
Szondi Test: Experimental Diagnosis of Drives; 
L. Szondi (R.), 399, Nov. '53. 
Thinking, Psychology of; W. E. Vinacke (R.), 
319, Oct. '53. 
This is Your World; H. A. Wilmer (R.), 318, 
Oct. '53. 


ANNUAL INDEX 


[June 


Topectomy: See Psychosurgery 

Treatment: Current Therapy, 1953; Н. F. Conn, 
ed. (R.), 559, Jan. '54. : 

Tuberculosis; One Hundred and Fiíty Years of 
(Ed.), 157, Aug. '53. 


U 
USSR, No Psychosurgery in (Ed.), 470, Dec. '53. 
V 


Vestergaard, Dr. Bjorn, Appointed to Rockland 
Research Project (Ed.), 73, July '53. 


Ww 


Wick, Dr. Samuel, Appointed to Arizona State 
Hospital (Ed.), 936, June '54. _ 

Windle, William F., M.D., Appointment (Ed.), 
867, May '54. 


AUTHOR INDEX 


A 


Adams, Leslie: A New Look at Freud's Dream 
“The Breakfast Ship,” 381, Nov. '53. 

Angyal, Andras: Evasion of Growth, 358, Nov. 
"s3. 


B 


Baganz, Crawford N.: The Growing Science of 
Mental Hospital Administration, 161, Sept. '53. 

Bagchi, B. K.: See Waggoner, R. W., jt. auth. 

Barnes, Robert H.: See Busse, Ewald W., jt. auth. 

Bartemeier, Leo: The Contribution of the Father 
to the Mental Health of the Family, 277, Oct. ’53. 

Barton, Walter E.: Outpatient Psychiatry and 
Family Care (Review of Psychiatric Progress, 
1953), 533, Jan. '54. 

Beck, Aaron T.: and Valin, Sigmund: Psychotic 
Depressive Reactions in Soldiers Who Acci- 
dentally Killed Their Buddies, 347, Nov. '53. 

Bender, Lauretta: Current Research in Childhood 
Schizophrenia (Research Abstract), 855, May 


Bennett, A. E.: Biological Psychiatry, 244, Oct. 


3. 

Бег, A. E.: See Hargrove, Eugene A., jt. 
auth. 

Bergman, Philip S.; Stroo, Hans H.; and Fein- 
stein, Rhoda: Mental and Electroencephalo- 
graphic Changes Following Intravenous Barbi- 
turates in Organic Diseases of the Brain, 770, 
Apr. '54. А 

Bernstein, Norman R.: Recurrent Psychotic Epi- 
sodes in Middle Life, 377, Nov. '53. 

Blain, Daniel; and Robinson, Robert L.: A New 
Emphasis in Mental Health Planning, 702, Mar. 
б 

4. 

Blau, Abram: The Diagnosis and Therapy of 
Health, 594, Feb. °54. 

Bond, Earl D.: Results of Psychiatric Treatment 
with a Control Series. A 25-year Study, 561, 
Feb. '54. 2 


Bond, Earl D.: Results of Treatment in Psycho- 
ses—With a Control Series. II. Involutional Re- 
action, 881, June ’54. 

Bond, Earl D.; and Morris, Harold H., Jr.: Re- 
sults of Treatment—With a Control Series. 
III. Manic-Depressive Reactions, 883, June '54 

Bond, Earl D.: Results of Treatment—With а 
Control Series. IV. General Data and Summary, 
885, June '54. e 

Borgatta, Edgar F.: Some Research Findings e 
the Validity of Group Psychotherapy аз à Diag 
nostic and Therapeutic Approach, 362, Nov. "53. 

Bouchard, M.: See Rouleau, Y., jt. auth. р 1 

Bowman, Karl M.: Educational Activities m Ме 
tal Hospitals; Ш. How Shall It Be Taught! 
175, Sept. '53. Р! Д 

Bowman, Karl M.: Alcoholism. Geriatrics Es 
view of Psychiatric Progress, 1953), 51% 

р 
54. е 

Bowman, Wendell: See Dickes, Robert, jt. A 

Brinegar, Willard C.: See Ginzberg, Raphael, 
auth, > he Bay" 

Bromberg, Walter: The Treatability oft 
chopath, 604, Feb. '54. 1 i 

Brown, G. C.: See Graeber, M. Р., jt. ey Role 

Brown, Saul L.: Some Observations ОП the 
of an Army Psychiatrist, 110, Aug. 53. ae 

Burgemeister, Bessie B.: See Zimmerman, 
eric T. jt. auth. А 

Виззе, Ewald W.; Barnes, Robert Н.; E ive 
Albert J.; Shy, G. Milton; Thaler, Men 
and Frost, Laurence L.: Studies of the dt 
of Aging: Factors that Influence the Psy 
Elderly Persons, 897, June '54. 


С 
;PSY 
Cameron, D. Ewen: Presidential Address: 
chiatry and Citizenship, 1, July '53- Among the 


Carpenter, Edmund S.: Witch-Fear 
Aivilik Eskimos, 194, Sept. '53- 
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Carpenter, Edmund $.: Eternal Life and Self- 
Definition Among the Aivilik Eskimos, 840, May 

du Don. W.: See Smith, Jackson A, jt. 
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THE PRESENT CHALLENGE OF PSYCHIATRY 


1 KENNETH E. APPEL, M. D., PHILADELPHIA, Pa. 


What are the sources of the neglect of 
the mentally ill—the sense of fatalism and 
futility in man and society? Modern sci- 
ence offers new challenges, possibilities, and 
optimism. 

Man in modern society is living in un- 
dreamed-of stresses, insecurities, and uncer- 
tainties. Forces of disintegration and de- 
struction are on the march. Civilization is 
threatened. 

Changing Concepts of Nature.—Even the 
physical world of nature of Democritus, Gali- 
leo, Copernicus, Kepler, Newton, Lavoisier, 
Mayer, has been shaken out of its uniformity 
and complacency by the modern discoveries 
of Planck, Einstein, the nuclear physicists, 
and the observers of the stellar universe(46). 
The old concepts of the indestructibility of 
matter and the nature of energy have been 
found inadequate(11). Matter dissolves into 
energy and energy into mathematical con- 
cepts. Jeans(22) goes so far as to say the 
universe can best be pictured as consisting of 
pure thought. According to Whitehead(45), 
purely materialistic mechanism does not pro- 
vide any elementary trace of the organic unity 
of system from which the organic unities 
of electrons, protons, molecules, and living 
bodies can emerge. 

Space and time are no longer axiomatic, 
perceived by the senses, but are mathemati- 
cal forms of relationship, inextricably in- 
tertwined, dependent on the observer. The 
world of nature is therefore not one of sim- 
Ple observation, but one of highly abstract 
concepts made by the intellectual construc- 
tiveness of observers(24, 46). An electron 
is а construct (23). 

. Science is not the simple passive observa- 
tion of events. It is understanding events, so 
as to predict, modify, and control them, when 
Possible, according to our purposes. The feel- 


i i i 
ngs and urges, which are the motive power 
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of men of science, inevitably determine the 
emphasis and value they attach to each ob- 
servation. Physical research is not the work 
of pure intellect operating alike in all men, 
but a mental activity in which the whole man 
is involved(24). The modern view of the 
world of nature, the physical world, includes 
within it human nature, man, and mind as 
integral parts both of the discovery and the 
evolutionary processes. It is thus humani- 
tarian in its implications and does not devalu- 
ate man as did nineteenth-century science. 

James and Bergson emphasized the falsity, 
the partialness, of nineteenth-century science 
—the cold, analytical, abstract, frozen, block 
universe of traditional science. Its inade- 
quacy has been verified by Einstein and the 
atomic investigators. There is a reinstatement 
of relationships, wholes, processes, mind, se- 
lectivity, purpose, ideas, values into the es- 
sence of things. Science and philosophy have 
become synoptic as well as analytic. The sum 
is more than its parts, there is something new 
and emergent in it. The old view was naive, 
itself an abstraction of the highest order. It 
neglected relationships. The phenomenon in 
isolation from the rest of the world and from 
the observer turns out to be false. 

Relationships are so important that White- 
head conceives even the physical world as a 
world of relationships like an organism. Du- 
Noiiy(10) finds relationships so important, 
he believes that, from the mathematical 
theory of probability, it is impossible that 
atoms by chance could have fallen together 
so that higher living matter and the human 
brain would have evolved—as if by throwing 
up the alphabet the words of Shakespeare 
could result. From different points of view, 
duNoüy, Whitehead, McDougal, Sorokin 
(37), Toynbee(42) force consideration of 
the reality of principles of organization, se- 
lection, purpose, motivation, value, religion, 
as entering into the very substance of our 
universe and nature(33, 36). They point to 
the reality and validity of aesthetic, moral, 
and religious experience. 
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2 THE PRESENT CHALLENGE OF PSYCHIATRY 


Both philosophers and physicists find the 
organization of the world too complicated to 
be explained by the eighteenth-century con- 
cept of cause and effect. You cannot have a 
model made of minute particles and events 
running on strictly causal orbits(5). 

The following are quotations on present- 
day scientific concepts from Bronowski(5). 
The present cannot be defined with unlimited 
accuracy. 


We do not know any laws for forecasting pre- 
cisely how the future of a single electron will 
follow from its present. [This is based on the 
Heisenberg principle of uncertainty.] Nature could 
not be described as a rigid mechanism of causes and 
effects. 

The analytical and impersonal view of the world 
is failing. Once it was enough to think that the 
world keeps still and distant while we painstakingly 
carve it into sections for microscopic examinations. 
2. АЦ the difficulties, whether about the behavior 
of Mercury or the failure of causality arise from 
the separation between the knower and what is 
known. Only by joining them do we make 
knowledge. 

We seem to be in a land of sometimes and per- 
haps, and we had hoped to go on living with always 
and with certainty. 

But LaPlace, Pascal, Galton, Karl Pearson de- 
veloped the notion of chance distribution and statis- 
tical differences, 

There is inherent variation from individual to 
individual. Even trends will be blurred by the in- 
truding hand of chance or random fluctuation. 
Every coordinate reference must carry with it an 
area of uncertainty. . . . Verification itself is un- 
certain ++. and must be allowed а margin of error. 

When we speak of truth, we make a judgment 
between what matters and what matters not, and 
we feel the unity of its different parts. We do this 
as much in science as in the arts or in daily life, 
We make a judgment where we prefer one theory 
to another even in science, since there is always an 
endless number of theories which can account for all 
the known facts. 

These are the new and uncomfortable ideas which 
have been interjected in our life-time into what had 
seemed the tidily settled world of physics... . 
Science as much as the arts creates and implies all 
the human values, 


Implications of the Changes for Psychi- 
atry.—These new points of view in Science 
have significance for psychiatric thinking. 
Relativity has changed certain time-honored 
concepts, particularly concepts of cause and 
effect and determinism, Modern physics holds 
that these two concepts are outmoded. There 
is not the cold, scientific pure observation of 
external neutral facts or things. Facts are 
constructions, aspirations of the exploring 
self as meaningful. They are constructs and 
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processes which are built up and organized by 
consensual thought. There is the unity of the 
observer, of the knower and known. The ob- 
server can no longer properly be viewed as 
external. Separation is artificial. These con- 
cepts raise questions about the passivity of 
the observer and the doctor-patient relation- 
ship. Perhaps philosophically and psycho- 
logically there is more participation than we 
have recognized. 

The aesthetic values in scientific method 
are pointed out. Dogmatism, authority, and 
control are questioned. The ivory tower is 
not as tightly sealed as we thought. Freedom 
of ideas is of the essence in science. A dis- 
tinguished thinker has said, “A university is 
the place where questions are raised—where 
there should be universal questioning.” This 
is all so different from conviction which 
characterizes so much of psychiatry, and its 
perhaps short-sighted dichotomies of psycho- 
therapy versus organic therapy and psycho- 
genesis versus somatogenesis. Certainly the 
new concepts of science should stimulate new 
critiques of our assumptions and practice. 
They open new horizons. They point to the 
importance of bringing the new scientific 
thinking and methodology more vigorously 
into psychiatry. 

Psychiatric Problems of Society.—Cer- 
tainly psychiatry needs to rally every te 
source in meeting the problems it faces. In 
this period of instability, conflict, and rapid 
change, man's life is shot through wth appre- 
hension and fear, dissatisfaction and hos- 
tility—the primal, psychological reactions to 
danger and frustration. Anxiety and hostility 
which arise when man's love, devotion, long- 
ings, and ambition are frustrated are reflecte 
in the rising burden of mental illness (a 
bigger problem than cancer, tuberculosis an 
infantile paralysis combined), increasing Le 
venile delinquency, a divorce rate that in 194 
reached the figure of т in 4 (а 2,000% it 
crease in 75 years), an alcoholic bill of 
billion dollars (our bill for education 18 5 
billion), and 9 million citizens handicappe 
by psychological disturbances or illness, f | 
tepeated breakdowns from time to time d 
our economic machinery, and the intern 
tional hostilities which, with the hydro" 
bomb, the jet airplane, and biological wa 
fare, menace our civilization. These ail 
destructive forces in men and society- 


i 
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the Titan of Technology swallow and destroy 
us as the Titan Cronus devoured his own 
offspring ? 

What Society is Doing About These Prob- 
lems—What is society doing to counteract 
these destructive forces in our midst? The 
current figures are well known to you: 
9,000,000 people with emotional illness; 
1,000,000 in mental hospitals annually; 
16,000 surplus remaining each year, which in 
Io years will cost $1,500,000,000 for bed con- 
struction, altogether costing our nation over 
one billion a year including pensions, and 
nearly 6 billions if lost earning capacity and 
productivity are calculated. These are merely 
Statistics, not counting the misery and suffer- 
ing involved in thousands of disrupted homes. 
There is 66% understaffing in registered 
nurses and 38% in attendants. Only 1,200 
of the 300,000 registered nurses in the coun- 
try are actually engaged in general nursing 
duty in mental hospitals (2/5 of 1%). In 
4 hospitals with 6,000 patients there are no 
gtaduate nurses. Hospitals are 40% under- 
staffed in physicians; 15,000 more psychia- 
trists are needed; 37,000 patients in 29 hos- 
Pitals have no psychiatrists, and 2,000 pa- 
tients are in 5 hospitals which do not employ 
a full-time physician. There is overcrowding 
20-30% in 70% of the hospitals, and 50% 
overcrowding in 8% of the hospitals. 

Treatment can scarcely be said to exist for 
the majority. It is mostly care and custody. 
Mass methods, herding and regimentation, 
are the rule. Forty per cent of hospitals do 
not have insulin treatment available because 
of inadequate staff. Individual treatment, 
Personal contact, and conference, the key- 
stone of modern psychiatric treatment or psy- 
chotherapy are absent except in the rarest in- 
stances. Hospitals are located far from cen- 
ters of population, and the staff has difficulty 
living a normal family and,community life in 
Such isolation, Rehabilitation and follow-up 
Care to prevent recurrence of over 100,000 
readmissions each year are about nil. 

Factors C oniributing to the Neglect of the 
Mentally T 11.—Why have these conditions de- 
veloped? What factors have contributed to 
the neglect of the mentally ill? The neglect 

as been partly because mental illness with its 
Suffering, its excesses, and irrationality is un- 
Pleasant. Institutions and hospitals are located 
im the country and isolated. Out of sight is 
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out of mind. Superstition, fear, irritation, 
guilt lead us to separate ourselves from the 
mentally ill. There is ignorance and confu- 
Sion as to the nature of emotional and mental 
illness. Partly, too, it is due to the persistence 
of religious ideas which considered the men- 
tally ill to be inhabited by evil spirits and 
thought of illness in part as moral weakness. 
Scientific concepts and their social reflections 
have belittled man in the scheme of things 
and, through its emphasis on determinism, 
created an attitude of fatalism and futility. 

The present plight of Western man so- 
cially, economically, internationally, and psy- 
chiatrically cannot, I believe, be properly 
appreciated without reference to historical 
perspective. Copernicus, Galileo, and Kepler 
removed the earth from its dominant position 
as the center of the universe. Darwin dis- 
placed man from his favored, providential 
position of isolation from nature and related 
him to his mammalian ancestors. Freud, in 
the popular conception, dissolved the mind of 
man into a series of complexes and reflexes— 
the human being acting according to laws of 
causation and determinism. Scientific inven- 
tions and the rise of the new mercantile and 
bourgeois classes created the industrial revo- 
lution. Industrialization required urbaniza- 
tion. Urbanization created many social prob- 
lems. A new middle class, the envy of 
laborers, intensified drives for achievement 
and improvement of status, class conscious- 
ness and struggle, slums, discontent with liv- 
ing conditions, and group organizations such 
as unions and their weapon of strikes against 
large industrial amalgamations or corpora- 
tions. There was disintegration of family 
life, lack of respect for authority in many 
spheres, at the same time tendencies toward 
dependency—the avoidance of individual re- 
sponsibility—and demands for government- 
provided security. Individual acquisitiveness 
and desire for power, the sharpening of con- 
flicts stimulating the primitive in man, fear 
and hostility, the extension of these to inter- 
national levels, heightened emphasis on na- 
tionalism and war. 

The scientific discoveries of the eighteenth 
and nineteenth centuries swept us off our 
feet. Man became lost in the shuffle and was 
borne along mechanically by these impersonal 
forces. Mind was an adventitious irrele- 
vance, a pulse or troublesome itch of matter, 
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an echo in the whirl of molecules, an epi- 
phenomenon, something with a superficial, 
phantasmic existence, but with no causal 
relevancy. 

Tn industry man mechanically acquired the 
value of a commodity, a source of power, a 
unit in the labor market. The inexorable law 
of supply and demand determined his useful- 
ness and opportunities. The whirl of ma- 
chinery with man as an accessory gadget, the 
impersonal, mechanical struggle for survival, 
were the supreme values—the dogma of sci- 
ence substituted for the dogma of religion. 
Man's destiny was to accept the inevitable. 
It was natural law. Hence, the mind, feel- 
ings, needs, desires, sentiments, dreams were 
washed away by the great mass movement of 
materialistic mechanisms. The dignity of the 
individual was no concern of natural law nor 
the economic law of supply and demand. 
Adam Smith and Malthus enunciated laws to 
which the individual had to succumb. Laissez- 
faire, freedom to struggle, power, success 
were key words at the turn of the century. 
Self-assertiveness, ruthlessness were encour- 
aged. Success was a sign of divine approval. 
Philosophy became materialistic, hedonistic, 
or cynical. 

Education concentrated on technological 
proficiency. Literature, art and the drama 
turned realistic, which meant portrayal of the 
primitive, the morbid, and the visceral. For- 
tunately there has come a revolution in sci- 
entific conceptions and much of our economic, 
social, and philosophic thinking has become 
anachronistic and dated. АП this devaluation 
of man and the sense of fatalism and futility 
that went along with scientific determinism 
contributed to a sense of hopelessness in deal- 
ing with the mentally ill. But fortunately new 
ideas are on the march, 

What the A.P.A. Is Doing to Combat Diffi- 
culties—What is psychiatry doing for this 
deplorable situation? American psychiatry 
has been counteracting these cultural tenden- 
cies to minimize the worth of the individual, 
and through The American Psychiatric Asso- 
ciation has developed many constructive ac- 
tivities to this end, of which many of you are 
aware. 

It is making every effort toward recruit- 
ment of personnel. The American Psychiatric 
Association has doubled its membership since 
the war. More mioney needs to be available 
for fellowships for training in the medical 
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schools, for the establishment of modern edu- 
cational training programs in hospitals. This 
attracts men of calibre. Appeals are made 
for enlarged headquarters, to pay adequate 
salaries, to increase personnel, and enlarge 
building facilities. Efforts are continually 
made by superintendents to improve living 
conditions. Hospital Institutes are held 
yearly. This is an effort of harassed, fatigued 
administrators of mental hospitals to pool in- 
formation and try to discover better ways of 
improving personnel and limited facilities. 

An inspection board is gathering data to 
rate hospitals and afford accurate informa- 
tion to the public, so that the public and legis- 
lators will know from careful study how sub- 
standard and inhumanitarian mental hospital 
facilities are—scarcely 25% can be tempo- 
rarily approved. Certification boards of hos- 
pitals, psychiatrists, and more recently of hos- 
pital administrators are working to improve 
standards, The A.P.A., through the Medical 
Director, is making surveys of state mental 
health facilities and offering constructive sug- 
gestions for improving programs. A reor- 
ganization of the A.P.A. has taken place 
so that District Branches, local societies, can 
bring their energies and ingenuity into the 
Assembly, to help the A.P.A. become more 
effective throughout the country. Committee 
activity has become greatly stimulated, cover- 
ing all fields of psychiatric interest. Е 

The “know-how” is available but public 
support does not supply the facilities. A gen- 
eral survey of factors making for successful 
state mental hospital administration and its 
breakdown (as occurred recently when 3 €x- 
perienced superintendents resigned in one 
state) is promulgated. $500,000 was recently 
spent on a survey of hospital care 1n the 
United States, making many suggestions, or 
improvement of the care of the sick. A simi- 
lar survey should be conducted on the catas- 
trophic problem of the treatment of the men- 
tally ill throughout the country. 

The A.P.A. is fostering extramural psy- 
chiatry to prevent hospital admission, PSY” 
chiatry in the general hospital, outpatien 
clinics, the use of group therapy, day hospi- 
tals, "working-out programs," family ca" 
facilities, service centers for the counsel an 
treatment of the aged, increased use of fe 
chiatry in the courts, in industry, ап ш Ё 
schools and colleges, If mental health fs 
thought of as the capacity progressively 
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f" approach one’s full potentialities in work, to 


enjoy relationships with families—spouse and 
children—increase relationships with friends, 
to enjoy and be zestful in leisure and recrea- 
tional activities, then one sees a concept of 
mental health, not merely as the absence of 
illness, but as a level of living that has no 
limit to the degree to which it can be raised. 

And finally research: the A.P.A. with the 
N.A.M.H. and N.LM.H. is fostering re- 
search. Figures in psychiatry are unbeliev- 
able compared to the other branches of medi- 
cine—6 million dollars for mental illness per 
year and 39, 28, 41 millions of dollars for 
other types of illness which are not nearly so 
extensive. 

Notwithstanding the handicaps psychi- 
atrists work under, discharge rates have in- 
creased from 30-40% to 60-70% in 10 or 15 
years, saving the country millions of dollars. 

Current Concepts and Practices in Psychi- 
atry,—While James and Dewey were chang- 
ing Philosophical concepts, Freud and Adolf 
Meyer in the United States were dispelling 
much of the fog of pessimism, futility, and 
confusion in which psychiatry had long been 
floundering. Mental diseases were processes, 
stages of development, which sometimes 
could be influenced constructively. Thus psy- 
chiatry took on a new life, was a new ad- 
venture, became a challenge to which were 
Shas increasing numbers of physicians. 

t progressed from descriptive classification 
and custody to dynamic understanding and 
Psychotherapy. It concentrated on the indi- 
vidual, not on disease. 

The new science while it has bewildered 
and shaken us out of our complacencies and 
i ae has also released creative oppor- 

nities, It recognizes change and novelty, 
unpredictability, and the possibility of new 
Wege of organization. It does not stand 
oE dogmatism and determinism. 
eos di uncertainty principle and 
xs fs quantum theory perhaps have rele- 
aie ү beet Processes occur spo- 
in Here у, independently, in spurts, which are 
ae ent in the nature of the world. There is 
v A to believe we have reached the ulti- 
av ор theory and practice in any 
m: ү ifferent schools of psychiatry. Even 
n analysis which has made the greatest 

ntribution to psychiatry will change and be 


. Modified, I believe. We are in the beginnings 
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historically. Thus we are free to explore, to 
try new methods in treating patients. 

Psychotherapy.—Psychotherapy has cer- 
tain aspects or modes which are, I believe, 
inadequately recognized or implemented, in 
addition to the classical methods of suppor- 
tive therapy, exploration, psychoanalysis, all 
of which I personally use when apparently 
appropriate, in addition to the shock and 
chemical therapies (1, 32, 39). Psychotherapy 
appears to me as a creative social experience 
allied to aesthetic experience, in which oppor- 
tunities are afforded for: (1) releasing the 
latent life impulses (eros, libido, élan) of the 
individual; (2) lessening the destructive 
forces of excessive fear and hate, thus (3) 
allowing the creative forces to express them- 
selves again through intellectual, realistic, 
and social channels. 

This movement or process does not pro- 
ceed first and basically by intellectual reason- 
ing and logical discussion. It cannot be pro- 
pelled by logic because the moving forces of 
malignant hate and fear, conflicting with the 
life impulses of eros, have blocked, distorted, 
or paralyzed the rational forces. You can't 
make people rational, but you can help their 
growth into rationality. It is by techniques of 
handling these basic impulses of Eros, Than- 
atos, and Fear that the intellectual, perceptive, 
and directive forces are released. Much ex- 
periment is going on at present as how best 
to manage these primitive impulses and feel- 
ings. There is much success. Even physical 
and clinical methods such as electroshock, in- 
sulin, and lobotomy have to do with lessening 
the intensities of the primitive emotions and 
feelings, in order to release the submerged 
intellectual and reality functions. There is 
need of much research in methodology as 
well as conceptualization, 

The conflict is basically Love versus Hate 
and Fear, or the Constructive versus the De- 
structive. This process usually takes place 
subtly, unwittingly, unconsciously. The dis- 
tortions, displacements, substitutions of the 
various compensatory or defensive mechan- 
isms are ramifications and complexities of 
this basic process. Freud’s penetrating genius 
has given us paradigms of development and 
defense. 

Experience has produced these blocks and 
distortions unconsciously in the majority of 
instances. New experience is required, there- 
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fore, to overcome this disturbed emotional 
homeostasis. 

New experience—planned new experience 
—which may be called psychotherapy, con- 
sists in providing opportunities, setting the 
stage for the dissipation of the malignant in- 
tensities of fear and anger, anxiety and hos- 
tility, to constructive and realistic propor- 
tions, and for the life impulses to reassert 
themselves. 

This process of reorganization, I believe, 
is largely unconscious, at least in its earliest 
and critical stages. In the most severe dis- 
turbances, whether neurotic or psychotic, the 
malignant emotional intensities and defenses 
prevent rational communication between phy- 
Sician and patient and yet improvement 
appears. 

lt is by offering opportunities for emo- 
tional excesses to express themselves, expend 
themselves, and lead to further dissatisfac- 
tions that generally they become dissipated. 
Other explorations are tried unconsciously, 
that is spontaneously and not deliberately, A 
sorting takes place, again unconsciously, in 
which new impulses, activities and tentative 
explorations involve feeling gratifications, By 
degrees, by infinitesimal successes and re- 
verses, in an appropriate environment, con- 
Structive growth impulses appear and futile 
destructive impulses lessen, 

The therapist with his attention, attitudes, 
and words attempts to repeat the conditions 
of normal wholesome development of the in- 
fant or child. It is not explanation, reason- 
ing, advice, or direct verbal manipulation that 
affords the opportunity of growth. The atti- 
tudes that mature parents exhibit toward in- 
fants and children allow growth impulses to 
develop and fear and anger to assume gradu- 
ally their proper proportions for survival. 

The patient becomes a partner in therapy. 
He becomes a prospector or explorer collabo- 
rating with the therapist in the search for 
health, It is similar to the athletes getting into 
condition. It is a toughening experience. It 
1s prospecting into the areas of phantasy, 
imagination, impulse, feeling, emotion, phys- 
iological, visceral, and skeletal responses and 
activities. The primitive personal pushes may 
carry the patient into the infernal regions and 
all the therapist can do is Teport, carry on, 
and share in this experience, The doctor’s 
presence, his interest, the kindly questions, 


the togetherness, the obvious sharing and 
identification with the suffering patient sup- 
ports the patient and enables him to carry on, 
The sharing can be with such togetherness 
that individuality seems to disappear or is ir- 
relevant in the totality of the experience. It 
is sometimes said that nature has no divi- 
sions. One feels this in certain other experi- 
ences such as listening to Bach or Katchatur- 
ian, Individuality is almost irrelevant. There 
is falling down and rising up, crime (in phan- 
tasy) and folly, passion and remorse, failure 
and success, generosity and indulgence, ideal- 
ism and cruelty, sin and forgiveness, heaven 
and hell. One realizes that one is with a pil- 
grim and is a pilgrim too. It matters not 
whether he is saint or sinner. Error is inno- 
cent. Failure is inevitable, yet incidental— 
not final. The present is the thing. Life lies 
in the pursuit, not always in attainment. It is 
in the unflagging striving that healing comes. 
The psychiatrist's presence and attitudes keep 
effort alive. Santayana(31) in his essay on 
Faust gives in many places a description not 
only of Faust but of the experience that 
every psychiatrist with desperately ill pape я 
must live through with him. It is the trials 
that develop capacity, this shared, slogging 
experience, not alone what is said. 
Frequently one says very little. One ех- 
periences together compassion and irony 
which Anatole France in his Garden of Epi- 
curus indicates are elemental patterns Іп the 
structure of life... . There is human ie 
sponsiveness, sharing, collaborating, od 
pating in the journey of prospecting. "s 
Gray somewhere said, “Nothing so pre 
poses man to understand, as making him 
he is understood." di 
Pascal said, “The heart has reasons, я 
reason knows not of.” The Germans i 
Lieder ohne Worte. So there is much a 
munication without words, By manne", bd 
tudes, movements, expression in OUT RE 
glances, gestures, handshake, greeting es 
of voice we can communicate. One ae ce 
interest, patience, consideration, friend! "8 | 
willingness to try to help, before опе ie 
very much or when one says very little. 
the attitudes that help healing. vi ЖЕШ 
Life is not a mechanical calculating ES 
chine—cybernetics notwithstanding. . nter- 
much calculation spoils the living, the ! 
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change, as in the fable of the centipede. Much 
psychiatry does this in following a theory, a 
regime, a routine too ritualistically. Therapy 
is not mechanical, merely the discovery of 
facts, the recovery of memory gaps, the 
awareness of correlations. 


There was a patient desperately ill, psychotic, 
lonesome, lost, and bitter. It was before the time 
of electroshock treatment. She had been deserted 
by her spouse and children. Sedatives except in 
sleep-producing dosages, gave no relief. There was 
agitation but some communication was possible. 
Nothing more was to be said from the point of view 
of understanding and insight. She was in a panic. 
The only recourse was medication for sleep or. . . . 
I went to my office, opened a copy of Thornton 
Wilder’s Woman of Andros and read one half-hour 
to her about the reflections on life of the heroine, 
Chrysis, as she approached death(44). "[Chrysis 
raised herself on one elbow and] her hands opened 
and closed upon the cloths that covered her . . . as 
she said, ‘I want to say to someone . . . that I have 
known the worst that the world can do to me, and 
that nevertheless I praise the world and all living. 
АП that is, is well. Remember some day, remember 
ше as one who loved all things and accepted from 
the gods all things, the bright and the dark. And 
do you likewise. Farewell" 

In her words were healing—the beauty and 
tragedy of the scene, as Chrysis faced death so 
heroically without bitterness, in the midst of pain. 
It brought meaning, atonement, forgiveness, and 
healing to my patient. This did not come from 
understanding the dynamics of her condition. This 
shared experience of high aesthetic quality enabled 
her to rise above personal sorrow, to accept the pain 
of universal suffering which is the world's lot, 
assimilate it without bitterness and move on to 
other areas of normal living and health. 


The patient identifies with the psychia- 
trist 8 approach to reality, his way of looking 
at things as revealed through his questions. 
There are ways of approaching trouble and 
tragedy, questions to be asked and consid- 
егей. The therapist is not perturbed. There 
are feelings that can be lived through—as in 
the Woman of Andros. 
aa аты cases it is helpful to explore 
i dug the devious ways of development 

n disturbing dynamics; the patient can see 
eh Tecognize the distorting effects of trans- 

erence, displacement, and the like. Emotions 

ае identified—their origin, development, 
Tamifications, and correlations reviewed and 
recognized, 

In some cases this new recognition may be- 
come the stimulus to try new patterns of be- 
uro However, many patients go through 

апайопѕ of the transference, use it con- 
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structively, move out of it, and later live 
healthy and constructive lives without having 
recognized what was taking place and with- 
out putting it in words. 

Limitations and Frustrations.—A. number 
of comments concerning factors limiting the 
effectiveness of therapy are recorded. Many 
people are delayed in progress if one tries to 
force them to put processes and feelings into 
words; they become frustrated, inhibited, or 
confused. Many people are nonverbal ; they 
are hand-minded. Artists may have great 
difficulty putting things into words and form- 
ing concepts. 

Insight is valuable sometimes but not uni- 
versally. In some psychotic, prepsychotic, or 
severely neurotic conditions, it may be tragi- 
cally destructive. It certainly is a comfort to 
the physician in many cases, perhaps more so 
than to the patient. In general, the therapist 
feels that if there is insight there is less likeli- 
hood of recurrence. However, many patients 
have insight but no cure. Others, the greater 
number I believe, have cure without insight. 
There are instances of spontaneous cures. 
The paucity of insight in many patients who 
have been analyzed has impressed me. The 
ready verbalization and conceptualization of 
many patients still ill is frequently observed. 
Insight, it seems to me, is more often an 
indication of improvement than a tool of 
therapy. Note should be made of the differ- 
ence between the helping or therapeutic atti- 
tude and the investigative attitude—a com- 
mon confusion in psychiatry. 

The aesthetic experience in art, in litera- 
ture, in life, in psychotherapy has validity as 
well as the intellectual. The therapeutic ex- 
perience has much in common with aesthetic 
experience. А constructive therapeutic hour 
gives the patient and the therapist а feeling 
of a creative experience, not unlike hearing 
the Passacaglia of Bach or seeing the movie, 
Lili. Lili was not saved by reasoning, but by 
constructive human contacts and impulses. 
As she started to climb the ladder of self- 
destruction she responded to the puppets’ in- 
terest in her, when they got her participating 
in activities, when they insisted on going 
along with her when she left. There was in- 
terest, participation, activity, togetherness, 
creative contact, which saved two lives. And 
it was not reasoning and intellectual under- 
standing that accomplished the healing. 
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Again with Jean Valjean in Hugo’s Les 
Misérables, it was not reasoning that changed 
the whole direction of his life, but his emo- 
tional experience with the benevolent bishop. 
It was love. 

In Dostoievsky’s Crime and Punishment 
Raskolnikov won his salvation not by discus- 
sion but in the warm responsive devotion of 
Sonia. Their relationship was creative(9). 
And Pierre, in Tolstoy's War and Peace has 
many observations that bear on a therapist's 
relations with a patient, Pierre speaks of the 
impossibility of changing a man's convictions 
by words, of his sympathy for the peculiari- 
ties of each individual, and of how he had 
found inner harmony not by reason or 
through thinking things out but by his ex- 
periences and sufferings, and through his 
friendship with Karataev(41). 

De Quincy's words seem pertinent. 

No complex or very important truth was ever 
transferred in full development from one mind to 
another; truth of that character is not a piece of 
furniture to be shifted; it is a seed which must be 
sown, and pass through the several stages of 
growth. No doctrine of importance can be trans- 
ferred in a matured shape into any man's under- 
standing from without; it must arise by an act of 
genesis within the understanding itself. 


Literature has been greatly neglected as a 
Source of understanding in psychiatry and 
psychotherapy. Plato and the Socratic dia- 
logues have given me great help in my pro- 
fessional work: the searching quest, the lack 
of dogmatism, the importance of tolerance, 
recognition of other peoples' points of view, 
and interest in others. 

This discussion of psychotherapy should 
not fail to emphasize the great importance of 
the personality of the psychotherapist, not 
only his knowledge, experience, and training. 
The significance of transference and identifi- 
cation is recognized. Objectivity, neutrality, 
passivity, impersonality are important but 
they should be scrutinized. They can be in- 
appropriate and harmful. The personality of 
the therapist often shines through methodo- 
logical maneuvers and is often perceived in- 
tuitively by the patient. Psychiatrists have 
differing results with the same ideology and 
techniques. 

Much of psychotherapy, it seems to me, is 
too conscious, too intellectual and conceptual 
too verbal and reflective, too formalized, and 
too artificial, obsessive and sophisticated. It 
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is authoritative, dogmatic, regimented, and 
ritualistic. It neglects feeling impulses, sub- 
verbal and physiological communications, 
The spontaneity of human responses and hu- 
man potentialities are often not capitalized 
upon in trying to put feeling into words. Ser- 
endipity and the circumstances of life at 
times produce changes that elaborate thera- 
pies do not seem to touch. There is a tend- 
ency to be deductive rather than inductive 
and experimental. Much therapy tries to 
make a sophisticated mature adult out of an 
infant or child. 

Dichotomies in psychiatry should be men- 
tioned. There are the psychiatrists who use 
electroshock very frequently and others who 
employ psychotherapy almost exclusively. It 
is easy for psychiatrists using shock to ne- 
glect psychotherapy. The psychotherapists at 
times overlook opportunities when shock 
would be helpful. In personal attitudes these 
psychiatrists often look down on one another. 
You cannot see eye to eye with a person you 
look down upon. We need more “looking 
eye to eye” in psychiatry. As in so many 
things, “either-or” thinking is an artificial at- 
tempt to simplify. 4 

Similar thoughts apply also to the dis- 
tinction between organicists and psychoge- 
neticists. Dogmatism with regard to the 
dichotomies of etiology and therapy and com- 
partmentalization of psychiatry into different 
schools are confusing to the public(39); 
Should we not teach, train, think, study, an 


do research on a holistic basis, not emphasize 


alone physiology or psychology. { 

The Field Theory of causation points | 
consideration of a constellation of etiologies 
factors in the totality of the reactions, Ae 
employing the linear concept of seve 7 
ments as causal and the search for and es 
phasis on a few elements(5, 14)- This d 
cept or guide for thinking points to here | 2 
physiology, chemistry, personality dee 
ment, to educational, social and cultural i à 
tors—a multiplicity of factors to be cons 
ered in the generation of emotional or me 
illness and also in their therapy. This Ru 
prehensive psychiatry. The zest and еп gon 
enment which have come from differ! 
points of view has often led to one P 
thusiasm and antagonism towards hes 
schools of thought, and to artificial di 
mies in conceptualization and treatment. 


D 
-sided en” 
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There are rigid rules of regimented prac- 
tice, concepts, and theory. One rigid method 
is frequently prescribed for the greatest va- 
riety of psychiatric conditions. 

There is too much name-calling, which 
used to be applied to Kraeplinian descriptive 
psychiatry. One school of thought may be 
called superficial, another conservative. This 
one is rigid, controlling, classical, and his- 
torical; that one flexible, experimental, radi- 
cal and revolutionary. This one is described 
as vaguely eclectic. One school emphasizes li- 
bido and its development, another hostility. 
One builds its theory on basic anxiety. An- 
other uses conscious analysis, reasoning and 
even exhortation. This one relies too much 
on anthropology and religion. Many, per- 
haps all, rely on serendipity. All this is un- 
derstandably disturbing to many young psy- 
chiatrists and to the public. As a matter of 
fact, results of different intellectual formulas 
do not seem to show significant differences in 
therapeutic efficacy. 

: Most groups do not recognize the selec- 
tivity of observation, emphasis, and interpre- 
tation. Many are not aware of the dangers, 
fallacies, and imperfections of retrospective 
reconstruction. They would be helped in 
teading Tolstoy on why Napoleon went to 
Moscow. Was it the ambition of Napoleon? 
The idealism of Alexander? The conflict of 
East and West? Or nationalism(41)? Da- 
vidson (8) notes that factors in human nature 
and life “аге so complex that they can justify 
almost any hypothesis or prejudice with 
Which we start." 

Observations are selected, eliminated, or 
Suppressed, following deductive methods. 
Curiosity, observation and independent think- 
ing are guided and often controlled—proc- 
esses our patients are urged to avoid. Ther- 
ару may become a deductive search for 
confirmation of theory, instead of being flex- 
ible and varied, inductive and individualized, 
according to the needs of the patient. 

Partial remedies for this situation are: 
more objectivity in our studies and training ; 
more historicity ; more scientific methods and 
evaluation ; more extension of the ideas of a 
university education in training a psychi- 
atrist. Much of our training is assertion, con- 
viction, indoctrination, rather than education. 
Restriction of interest, curiosity, and spon- 
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taneity are constricting, devitalizing, and 
castrating. 

It would be well to ask: what is the proof 
of the value of this type of treatment? What 
is the evidence of that theory? What are the 
results? Have they been subjected to statis- 
tical scrutiny? Are ideological tools being 
used with unwarranted assumptions, personal 
preferences, or just convictions? What do 
evaluation studies as to psychotherapy show ? 
What is psychotherapy? Forty experts gave 
forty different answers. Institutes and clinics 
exist where practice is purely psychological, 
where medical examinations, medical super- 
vision, laboratory examinations, neurological 
examinations, the use of drugs are not prac- 
ticed. Psychotherapy and psychodynamics 
have been so emphasized that they are taken 
for the whole of psychiatry. 

Much of this, as you see, represents a plea 
for comprehensive psychiatry, the individ- 
ualization of psychiatric treatment, the intro- 
duction of the scientific method and evalua- 
tion of psychiatry, and the integration of 
psychoanalysis with psychiatry and its pro- 
gressive application to conditions for which 
it was not formerly considered applicable. 

Psychoanalysis has brought the greatest 
contribution in the history of psychiatry ; it 
brought light where there was darkness, or- 
der where there was chaos, and understand- 
ing where there was only description(15). 
It was built up, however, on the model of 
nineteenth-century thinking with regard to 
cause and effect and determinism, a system 
now changed by present-day mathematicians 
and physicists(5, 7). I believe that some of 
these early prepossessions, assumptions, and 
emphases account for some of the failures in 
psychoanalytic and psychodynamic therapy— 
in addition to the fact that younger physicians 
often tend to carry the principles of psycho- 
analysis into the practice of general psychi- 
atry when it is not appropriate and not indi- 
cated by psychoanalytic theory. 

Although classical psychoanalysis has 
taught that its methods are therapeutically in- 
effective in the narcissistic neuroses, there 
have been modifications in the psychoanalytic 
technique(1, 32). They have gained an enter- 
ing wedge into the psychotherapy of schizo- 
phrenia with some success. The significant 
point is that modifications of psychoanalysis 
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can be made, and these modifications appear 
to be effective in some conditions where 
classical analysis, as more narrowly con- 
ceived, is not. 

There are wide variations and differences 
in people and in the reactions they bring to 
treatment, Although one notes a regrettable 
tendency among many psychiatrists to adopt 
a stereotyped therapy. Treatment to be help- 
ful should be individualized. The therapist 
should be flexible in his attitude, working 
level, time, duration and frequency of inter- 
view. It cannot be expected that the same 
strategy and tactics will produce similar 
change in an anxiety reaction, obsessive- 
compulsive reaction, and a schizophrenic 
reaction, nor that the same tactics will be 
equally effective in different patients with 
the same reaction type. 

To be sure, psychoanalysis had to develop 
rules and procedures; And regulation was 
necessary to avoid wild analysis, therapeutic 
chaos, and the harmful results of untrained 
and indiscriminate application. But there is 
need for modification, experiment, and free- 
dom of exploration after the student has been 
trained. Psychotherapy is not definitive, 
proven, with rules established for all time. 

Remarks relevant to our psychiatric sci- 
ence are important to quote: Whitehead (45) 
emphasizes repeatedly the “abstracted,” not 
related, therefore partial, nature of tradi- 
tional science. 


Insofar as the excluded things are important, 
your modes of thought are not fitted to deal with 
them. You cannot think properly without the ex- 
cluded things. It is of the utmost importance to be 
vigilant in critically revising your modes of 
abstraction. 

A civilization which cannot burst through its 
current abstractions is doomed to sterility after а 
limited period of progress. The abstractions of 
science are not irreformable and unalterable. 


, He goes on to say that one of the difficul- 
ties with professional education is that it pro- 
duces minds in grooves, poised to see and 
contemplate only one set of abstractions. 

The whole is lost in one of its aspects, The task 
is to acquire balance, perspective from wholes, 
togetherness, relatedness, balance and coordination. 

A scientist (Condon) writes: 


Conformity, in the sense of a non-critical adherence 
to some established doctrine, is a deadening thing 
to scientific and intellectual growth on which 
progress depends, 
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A mathematician (5) states : 


A science which orders its thought too early is 
stifled, 


Recapitulation.—In conclusion may I pro- 
pose some final questions for your considera- 
tion. Does the visualization of the spin of 
electrons in the diagram, or the tick of the 
Geiger counter registering electromagnetic 
pulses of energy, representing sensory proc- 
esses of vision, touch, and kinaesthetic senses, 
have more validity or reality than the aes- 
thetic experience of listening to Bach's Jesu, 
Joy of Maw's Desiring, the delight of a beau- 
tiful sunset seen with a friend, the reading 
of Socrates’ search for truth and courageous 
facing of death, the life of St. Francis, or 
the mother devoting herself to her sick child 
(3)? If we analyze brain into chemical con- 
stituents and energy transformations, does 
this mean that thought, feeling, aspiration, 
loyalty, devotion, and love are not real? They 
also are real aspects of experience even 
though they cannot be weighed or measured. 
How much does loyalty weigh or reliability? 
What is the therodynamic equivalent of stick- 
ing to a necessary job? What are the radio- 
active equivalents of reliability, responsi- 
bility, devotion to the well-being of society? 
—not that physical measurements are not of 
value. They contribute to the increase of 
material things, and the well-being of people. 
They also advance the possibilities of death as 
was shown at Hiroshima. The knowledge of 
science and its technology can be self-defeat- 
ing and can destroy itself(26). The uses of 
knowledge, and the potentialities of individ- 
uals and groups are the important problems 
of today. What moves people and individuals 
into groups, and when there are difficulties 
and conflicts, how they can be reconciled 50 
that the cooperative use of these engines an 
tools can contribute to the health and welfare 
of peoples, not to their destruction ? Research 
on these problems is needed for survival 0 
the human race. 

Things, accumulations, knowledge, power 
for what? This brings us to ultimates. The 
value, dignity, use, worth of the individ 
human being—the development of his C2 
ities and joy in their use is the standard by 
which these can be constructively measu! ht 
This means, of course, the love and де 
of family life, friendship, recreation, an ii 
votion to suprapersonal values. 1 
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The same drama described in the individ- 
ual of constructive cooperation, love-forces 
versus the destructive-forces is going on in 
society and in international relations. How 
can our primitive tribal feelings be expected 
to deal with an international world of indus- 
try and technology where space and time are 
abolished by jet planes, television, and radio? 
We are all neighbors in spite of ourselves. 
International communities are filled with hy- 
pertrophied fear and hate and our creative 
impulses of communication, friendliness, and 
cooperation are often frozen. We are using 
horse and buggy methods and concepts often 
in an atomic age. The world is near a social 
psychosis, war. The same principles involved 
in ameliorating destructive impulses of indi- 
viduals in psychotherapy can be used profita- 
bly in international contacts, conferences, and 
telationships. It is possible to solve conflicts 
by discussion, compromise, and mutual agree- 
ment without the use of destructive hate and 
the use of arms. New creative principles ap- 
peared when Norway separated from Swe- 
den, in Gandhi’s leadership in the independ- 
ence of India from Britain, and the freedom 
of Cuba and the Philippines from the United 
States, 

Psychiatry emphasizes the individual, as 
Socrates first did, in Western culture and 
tries to develop his constructive social capac- 
ities, believes in education for citizenship, 
the devotion of one’s energies, intelligence, 
and skill not only to work and labor and the 
enjoyment of its fruits, but also to construc- 
tive and satisfying social relationships in the 
family, in the community, in the nation, in 
the world. 

Religion and Psychiatry—The urgencies, 
emphases, and practice of psychiatry are al- 
lied to religion which is the cultivation of the 
well-being of the individual—or salvation— 
and the conservation of social values. Psy- 
chiatry is thus not antireligious, 

E The mature citizen is one who finds his in- 
BOUE expresses it, delights in it, in per- 

orming services which are contributing, nec- 
essary, and acceptable to society. This is the 
goal of any psychiatrist in his practice. 

The new methodologies of psychiatric 
үч have released thousands of patients 
des the chains of hopelessness and futility 
n which many were imprisoned. Planck, the 
physicist, believed integral principles are 

emonstrations of purpose in the universe 


(23, 27). Schródinger(33, 36) believes that 
centres of organization are each part of a 
universal spiritual whole. Finally Einstein 
(2) writes: 

My religion consists of a humble admiration of the 
illimitable superior spirit who reveals himself in 
the slight details we are able to perceive with our 
frail and feeble minds. That deeply emotional con- 
viction of the presence of a superior reasoning 
power, which is revealed in the incomprehensible 
universe, forms my idea of God. 


Personal influence cannot be minimized in 
Society. Of the great contributors, the great 
benefactors of the human race—Confucious, 
Lao Tse, Buddha, the prophets of Israel and 
Judah, Zoroaster, Jesus, Mohammed, Socra- 
tes—as Toynbee points out, not one belonged 
to the five living civilizations. Civilizations 
have risen and died but the influence of these 
men continues to shine forth like a beacon. 

Gandhi continues to be a constructive in- 
fluence in the world, He helped, by a remark- 
able combination of religion and social wis- 
dom, to minimize the destructive elements in 
the world(13). We waited five hundred 
thousand years for a Gandhi and a Schweit- 
zer. We need not be discouraged. 

Personal relationship can be of creative im- 
portance. It comes from high personal re- 
gard for the human personality—its worth, 
use, dignity, and potentialities, Psychiatry 
tries to help man to trust their fellow men as 
brothers. As Niebuhr(8) sees it: 

It is the function of religion not only to inspire men 
to trust each other, but to cultivate the type of 
personality that is worthy of trust. 


Just as War and Peace discusses the whys 
and wherefores of cosmic crisis, so does the 
prologue in Thomas Hardy’s(18), The Dy- 
nasts. “What of the Immanent Will and Its 
design?” asks the Shade of the Earth, The 
Spirit of the Years replies, “It works uncon- 
sciously. . . . Whose patterns . . . seem in 
themselves Its single listless aim.” The Pities 
ask, “Мау Ье... sublunar shocks may wake 
Its watch. . . . We would establish those of 
kindlier build, In fair Compassions skilled.” 
The Spirit of the Years replies, “See, then, 
and learn... .” 

This states the cosmic challenge which we 
all must face. This is a religious problem as 
well as one for psychiatrists. To labor that 
unconscious strivings and “artistries in Cir- 
cumstance” may be shocked out of their un- 
consciousness and help establish as the Pities 
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say, "those of kindlier build." . . . “See, 
then and learn" and try to "swerve the pul- 
sion of the Byss. . . .” 

There are forces of devotion, idealism, 
contribution in the world—constructive 
forces—a Power, not ourselves, that makes 
for Righteousness, as Matthew Arnold ex- 
presses it. ... And William James has 
spoken of the problem of religion as being the 
conflict between the constructive and destruc- 
tive forces in the world. Man's is the choice 
as to which force he will sustain and advance. 


NOTE 


Preparation of the biography of the president, 
which regularly follows the presidential address, has 
been unavoidably delayed. It will appear in one of 
the forthcoming issues of the JOURNAL. 
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The problem of privileged communication, 
especially from the viewpoint of psychia- 
trists, is exceedingly complex, and was dis- 
cussed in a comprehensive fashion at the 
1953 meeting of The American Psychiatric 
Association in an afternoon symposium at 
the meeting of the Legal Aspects Section. 

The discussions were outstanding, but 
some overlapping developed. Obviously, the 
beginning paper, having first crack at the 
field, is reproduced almost in its entirety, and 
the other excellent presentations have been 
edited to avoid repetition. 


SYMPOSIUM ON PRIVILEGED 
CoMMUNICATION 


_ The claim of privilege for а communica- 
tion may be made for two very different rea- 
sons: (1) It may be asserted as a defense to 
a civil action or a criminal prosecution, such 
as libel or slander. (2) It may be urged as 
a reason for nondisclosure. The doctor might 
have occasion to make use of the first, as for 
example, if he had innocently made an untrue 
defamatory statement in a confidential reply 
to a letter asking about the qualifications of a 
person seeking employment as a receptionist. 
He is more likely, however, to be concerned 
with the second. Medical ethics, dating back 
to the time of Hippocrates or before, has 
sealed the doctor's lips as to the professional 
Secrets of his patients except in one regard. 
He is a loyal citizen, as well as a physician, 
and if the law of the land requires disclosure 


i Dr, Douglas M. Kelley, Professor of Crimi- 
nology, University of California, Berkeley, has 
kindly provided this A 
fog Professor of Criminal Law, University of Cali- 
опа, Los Angeles, Calif. З 
Я Vice-president, International Association Chiefs 
о Police, Chief of Police, Berkeley, Calif. 
Director, Behavior Clinic of the Criminal Court 
of Соок County, Chicago, Ill. 
É Professor of Legal Medicine, College of Medical 
vangelists, Los Angeles, Calif. 
Psychiatrist, New York, N. Y. 


in some extreme situation, his duty to the in- 
dividual patient is overridden by his larger 
duty to the government. It may be, however, 
that the law itself requires nondisclosure al- 
though the truth of the matter involved is im- 
portant for the decision of a case on trial. 

This is what is referred to herein as the 
“extreme privilege.” It was recognized by 
the common law at 3 points only: (1) The 
attorney-client relation, (2) the marital rela- 
tion, and (3) state secrets (if this term be 
given a broad meaning). The attorney-client 
privilege grew out of the ancient rule that 
did not permit a party to be called as a wit- 
ness in any case, and developed together with 
the more basic privilege against compulsory 
self-incrimination. One must not be com- 
pelled to convict himself either by his own 
lips or by the lips of his counsel. The marital 
privilege has the same foundation because of 
the early common law theory that man and 
wife were one for most legal considerations. 
The reason for the protection of state secrets 
is obvious. 

No such reasons were found in the physi- 
cian-patient relation. And while the privilege 
of confidential communications within this 
relation was recognized for other purposes, 
it did not permit nondisclosure of matters 
needed to be known in order that a case on 
trial might be decided properly. 

As this extreme privilege was not rec- 
ognized by the common law, in the physi- 
cian-patient relation, it is not found in the 
“common-law countries" unless it has been 
established by express provision of statute. 
Unless there have been recent changes in this 
regard no such statutes will be found in Eng- 
land or in Canada. If such an extreme privi- 
lege is recognized in other countries it is by no 
means general, at least in the sense that we 
understand it. In Germany and Austria, for 
example, the doctor is not only required to 
testify in criminal cases but is obliged to no- 
tify authorities of any case in which he sus- 
pects homicide, for example. This was true 
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long before the Nazis came into power. And 
in Austria, at least, while the physician may 
refuse to disclose a confidential communica- 
tion in a civil case, it is entirely a matter of 
his discretion and not, as with us, a privilege 
of the patient. 

Although the common law did not extend 
this extreme privilege to the physician-pa- 
tient relation a statute to that effect was en- 
acted in New York well over a hundred years 
ago. This lead was followed in many juris- 
dictions and now some statute of this nature 
will be found in almost two-thirds of the 
states. Unless there have been recent changes 
there is still no such legislation in 17 states 
including all of those in New England (Ala- 
bama, Connecticut, Delaware, Florida, Geor- 
gia, Illinois, Maine, Maryland, Massachu- 
setts, New Hampshire, New Jersey, Rhode 
Island, South Carolina, Tennessee, Texas, 
Vermont, and Virginia). 

The wording of these statutes differs al- 
most from state to state but in many in- 
stances this does not result in a difference in 
substance. There are, however, some basic 
differences in the provisions found. 

At one extreme is the North Carolina stat- 
ute. This statute gives the privilege with a 
proviso to the effect that the presiding judge 
of a superior court may compel such dis- 
closure if in his opinion this is necessary to 
a proper administration of justice. This is 
no more than a statement of the common law 
except that the power to override the privi- 
lege is limited to the presiding judge of a 
superior court. Without any legislation on 
the subject the court would not require dis- 
closure of such a communication unless satis- 
fied that it was necessary to a proper decision 
of the case. 

Next in order should be mentioned those 
statutes which grant the privilege in civil 
cases only. These do not permit nondisclo- 
sure by the doctor in a criminal case in 
which the information is needed, but the law- 
makers have sometimes invited litigation as 
to the result of their efforts. For example, in 
California the provision with reference. to 
privileged communications grants this privi- 
lege only in civil cases, so far as the physi- 
cian-patient relation is concerned. But the 
provision in the Penal Code says that the 
rules for determining the competency of wit- 
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nesses in civil actions are applicable also to 
criminal actions unless otherwise provided in 
that code. And there is nothing in the Penal 
Code which provides otherwise as to the doc- 
tor. It is clear that the legislative intent was 
to grant the privilege in civil actions only, 
and this would no doubt be the interpretation. 
But a very literal construction of the statutes 
would apply the same rule in a criminal case, 

In considering whether the privilege is 
limited to civil cases or extends also to crimi- 
nal prosecutions it is necessary to keep in 
mind our dual system of government. A state 
statute relating to the admissibility of evi- 
dence does not apply in the federal court un- 
less it has been adopted by the federal law, 
Rule 26 of the Federal Rules of Criminal 
Procedure adopts the common law as to the 
privileges of witnesses except where provided 
otherwise by Act of Congress. As the ex- 
treme privilege was not recognized by the 
common law in the physician-patient relation, 
and is not granted by any Act of Congress, it 
follows that it does not exist in a criminal 
case prosecuted in the federal court, without 
reference to the particular state in which the 
court is held. Rule 43a of the Federal Rules 
of Civil Procedure, on the other hand, adopts 
the rules of evidence of the state in which the 
trial of a civil case is held, except as other- 
wise provided by federal law—and there 18 
no conflicting provision with reference to the 
physician-patient privilege. 

In brief, this privilege exists in a civil case 
in almost two-thirds of the states, whether 
the case is in a state or a federal court. In 
most of these same states it exists in a сг 
nal case also, if it is in a state court, but it 
does not exist anywhere in a criminal case 
prosecuted in a federal court. 

Insofar as civil cases are concerned, the 
chief differences to be found in states whose 
statutes recognize this privilege arise in (т 
cases involving multiple witnesses ОГ 2 
those after the death of the patient. In 
some of the statutes it is expressly provide 
that if the plaintiff in an action for person 
injuries, or on an insurance policy, calls any 
doctor as a witness this waives his privilege 
as to any doctor consulted by him with ret- 
erence to the same injury or disease. н the 
statute is silent on this subject it is ШШ" 
preted to reach the same result in some states 
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whereas in others the patient is held to have 
a privilege which can be waived as to one 
such doctor without waiver as to others. 

It is recognized that the physician-patient 
privilege survives the death of the patient. 
Some statutes specify who has the power to 
waive the privilege in such a case, or those 
circumstances in which disclosure is per- 
mitted because deemed to be in the best in- 
terests of the deceased, so to speak. Some 
forbid only such disclosures as might tend to 
disgrace the memory of the deceased patient. 
The interpretations of statutes silent in this 
regard are not in accord. The extreme posi- 
tion is that the privilege is too strictly per- 
sonal to permit any waiver after the patient 
is dead, 

These statutes or interpretations with ref- 
erence to post-mortem disclosures apply also 
in criminal cases. There is little dissent from 
the view that a disclosure is not barred if it 
relates to a crime of which the deceased pa- 
tient was a victim. In criminal cases it is im- 
Portant to bear in mind also that where this 
Privilege has been established by statute it 
has been to promote ends deemed socially de- 
sirable, and not to aid in the commission of 
crime. Hence the privilege does not extend 
toa communication made in the effort to pro- 
cure the commission of a crime—such as an 
unlawful abortion or the unlawful purchase 
of a narcotic drug. Some statutes expressly 
Mention this exclusion but this should not be 
Necessary. Even the ancient attorney-client 
Privilege will not bar disclosure of a com- 
munication made to a lawyer by one seeking 
advice in regard to a crime to be committed 
n the future, 
me this privilege has been established 
Eni" it applies only to information ob- 
de s confidence as a result of the physi- 

vm lent relation. The mere fact that a 
eka jum a person who is sick or injured 

en establish such a relation. It might 
Sig ү ае that one happened to be 
doctor could observe the other. And if a 
E examines one person at the request of 

other (under court order f le) 
and with no th E 0. 
ical imd ought of giving medical or sur- 
tian-patient ent or advice, there is no physi- 
Privilege {онон between the two and the 
; у not apply. Furthermore, the 


tig 
tence o such a relation has no bearing 
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upon knowledge which comes to the doctor 
from an entirely different source. And even 
information coming to the doctor in his medi- 
cal treatment or advice, is not within the 
privilege if it was not given in confidence. A 
communication is not protected, for example, 
if it was made to the doctor within the known 
hearing of a third person whose presence 
was for some purpose other than to aid the 
doctor in his professional work, or to aid or 
encourage the patient. The presence of a 
third person who is there to aid the doctor, 
or to aid or encourage the patient, does not 
make the statement “public” so as to destroy 
the physician-patient privilege, but the cases 
are not in accord in regard to the third per- 
son. Some hold that this person cannot be 
compelled to disclose the communication 
while others reach the opposite result. This 
is particularly important in states that do not 
extend the privilege to include the nurse- 
patient relation. The prevailing view seems 
to be that even in such states the nurse cannot 
be compelled to disclose information she re- 
ceived from the patient while she was assist- 
ing a doctor, but there is some authority to 
the contrary. It is proper to add that a special 
rule applies when a person has been ex- 
amined at the request of his lawyer for some 
purpose within the attorney-client relation. 
The doctor should not disclose anything 
learned by this examination without the con- 
sent of the person examined because, by the 
sound view, this is within the protection of 
the attorney-client privilege, and hence is rec- 
ognized even in the absence of statute. The 
person may express his consent through his 
attorney. 

It is necessary to mention some differences 
in the wording of statutes other than those 
so far considered. Some, for example, speak 
in terms of communications to a doctor by 
one seeking professional advice while others 
add also any information acquired in attend- 
ing the patient. These should be held to have 
the same meaning because a “communica- 
tion” may be made by permitted observation 
as well as by word of mouth. Some of the 
enactments include within the privilege the 
advice given by the doctor to the patient. This 
should be held to be included, even if not ex- 
pressly mentioned, because what the doctor 
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has learned is not kept in strict confidence if 
the advice he gave is disclosed. 

In general the statutes limit the disqualifi- 
cation to such information as was necessary 
to enable the doctor to prescribe or act for the 
patient, This of course is not limited to the 
ailment which the patient knew or thought he 
had. The physician-patient relation includes 
advice in regard to ailments unsuspected by 
the patient. But it does not include informa- 
tion of matters having no possible bearing 
upon medical treatment or advice. The fact 
that the examination uncovered a concealed 
weapon, for example, would not be within 
the privilege given by such a statute. 

Not all of the enactments, however, are so 
worded. In Oklahoma, for example, the stat- 
ute extends the privilege to “any knowledge 
obtained by a personal examination of any 
such patient... .” This is unreasonably 
broad but any narrowing of the wording will 
have to be made by the legislature and not 
by the court. 

It is a common principle of statutory con- 
struction that if a conflict is found between a 
general provision and a specific provision the 
latter will control. Hence reports required by 
statute must be rendered regardless of the 
privilege that otherwise might be presented. 
These vary from state to state but frequently 
include reports of (1) violent injury, (2) in- 
dustrial injury, (3) contagious disease, (4) 
treating narcotic addict, (5) death certificate, 
(6) still-birth certificate, (7) birth certificate. 

. The legal principle of privileged communi- 

cations might, upon superficial consideration, 
appear to present a serious challenge to the 
administration of criminal justice. In fact, 
this is a belief held by numerous physicians, 
lawyers, and law enforcement officers. A 
careful examination of the moral, ethical, and 
legal rules by which our conduct is governed 
will show, however, that the problem is not 
in reality a serious one, or one that should re- 
sult in difficulties for either the physician or 
the officer, 

In this discussion we are concerned with 
criminal justice, and thus need consider only 
criminal cases. In addition, our consideration 
of the physician-patient relationships must 
embrace not only the aspect of courtroom 
testimony, but also the potential relationship 
between the physician and a law enforcement 
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agency, which would normally process a case 
before it ever reached court. 

The secrecy of the physician-patient com- 
munication—even with respect to criminal 
cases—is a widely held concept. There are 
those who will insist that the Hippocratic 
Oath demands such secrecy ; there are those 
who will insist that the law, generally, pro- 
vides for no exceptions to this secrecy ; and 
there are others who believe that abstract 
ethical standards require such a nonyielding 
position. 

The existence of this concept permits the 
development of many potential and curious 
situations. Two hypothetical examples may 
be considered. 

An individual steals radioactive material 
from a research center for use by another 
government. He develops radiation sickness 
during the handling of this material and re- 
quests treatment from his physician. In order 
to treat the patient, the physician requests in- 
formation as to the origin and amount of ma- 
terial to which the thief was exposed. Let us 
assume the patient states the facts honestly, 
and further announces that he still has the 
material, awaiting an opportunity to smuggle 
it out of the country. What should the physi- 
cian do? ) 

Again, let us take an individual undergoing 
psychotherapy for overt homosexuality. Dur- 
ing such treatment, he develops symptoms of 
severe, acute anxiety. The therapist may well 
be interested in the reasons for the sudden 
development of tension. This information is 
developed: The patient states he has been 
having overt sexual contacts with another 
man and only a few days ago was told that 
this association was a trap. He has been 16 
quested to turn over to an agent secret ma- 
terial in his possession vital to the some 
of his country, under threat of exposure. Я 
tells his psychiatrist that the decision must Й 
made tonight, hence his anxiety, and as 1 1 
leaves the psychiatrist’s office, he adds, ad 
will let you know tomorrow what I ха 
to'do." "The psychiatrist is left with his 0 
problem, pie 

If the physician and the psychiatrist an 
among those who hold the inflexible com i 
of inviolate physician-patient secrecy of Eo 
munication, there is nothing they can 90r EN " 
though both men are conscious of the know 
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edge that the information they hold might 
have some effect on the potential preservation 
of their country and, in the case of the physi- 
cian, his own life. 

In California, for example, the medical 
practice act, one of the earliest such acts in 
the United States, incorporated a section on 
privilege. “The wilful betraying of a profes- 
sional secret constitutes unprofessional con- 
duct within the meaning of this chapter." * 
However, upon looking further, one finds 
that the Code of Civil Procedure limits this 
rule to civil cases. And California courts 
have repeatedly held that privileged com- 
munications between physician and patient do 
not apply to criminal cases.? 

The language of the California Appellate 
Court is revealing. It says: “the phrase ‘wil- 
ful betraying of a professional secret' cannot 
be held to apply to any and all disclosures 
that a physician may generally make. Stat- 
utes of this character should be given reason- 
able construction.” 10 

Elsewhere in the United States, even in 
those states which have statutes appearing to 
require enforcement of the secrecy privilege, 
it is found that elaboration of statutes and 
judicial decisions have provided so many ex- 
ceptions to the privilege as to largely negate 
the original provisions. In a leading Ne- 
braska case the court said: “As a general 
tule, the physician is liable to his patient for 
the disclosure of professional secrets to a 
third person, elsewhere than on the witness 
stand. But this rule is qualified by a physi- 
cian’s duty to the public in certain circum- 
stances.” 11 Tn this decision, the court made 
particular reference to good faith and the ab- 
Sence of malice on the part of the physician. 

In the English tradition, it is recorded 
that: “Lord Riddell sums up the legal posi- 
tion of doctors, in relation to professional 
Secrecy, both tersely and informatively in this 
way: ‘A doctor being in a fiduciary capacity 
must preserve his patient’s confidences unless 


zc Business & Professions Code, Section 
s Calif. Code of Civil Procedure, Section 1881. 
Peo, vs. Griffith, 146 Cal. 339; Peo. vs. Lane 
Tor Cal, 513. 
1° McPheeters vs, Bd. Medical Examiners, 103 
А 297. 
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relieved from the obligation by some lawful 
excuse, for example, legal compulsion, the 
patient’s consent, the performance of a moral 
or social duty, or protection of the doctor’s 
interests, A doctor shares with other citizens 
the duty to assist in the detection and arrest 
of a person who has committed a serious 
crime, Everyone recognises the necessity and 
importance of medical confidences. Everyone 
recognises that they are sacred and precious. 
But we must recognise also that the rules re- 
garding them exist for the welfare of the 
community, and not for the aggrandisement 
or convenience of a particular class. We must 
recognize also that they must be modified to 
meet the inevitable changes that occur in the 
necessities of various generations.’ ”12 

Let us go back to the physician and psychi- 
atrist who are still resting on the horns of 
their dilemmas. It can be taken for granted 
that they are practicing in states such as those 
just mentioned where they might legally act, 
if they wish, upon Lord Riddell’s advice. 

It is believed by some that their conception 
regarding the inviolacy of the secrets which 
they hold, as based upon their interpretation 
of the Hippocratic Oath, and their ethical be- 
liefs, is fallacious. It seems quite clear that 
the Oath of Hippocrates, even if literally 
read, does not make necessary the shielding 
of persons in criminal cases. 

The Principles of Medical Ethics of the 
American Medical Association imply, in 
some cases, a higher duty to society than to 
the patient! 

What, then, may these men do? Without 
doubt, if confronted by an apparent legal 
question, both the ethical physician and the 
responsible law enforcement officer would be 
well advised to seek the advice of competent 
and informed counsel. It will be found, as 
has been pointed out, that in most jurisdic- 
tions no practical problems stand in the way 
of the best interests of society. 

From the point of view of a law enforce- 
ment officer, physicians should be entitled to 
their own decisions, their ethics should be 
self-determined, and if there is, in their state, 


12 Medical Juris, and Toxicology, Glaister, Wil- 
liams & Wilkins, Baltimore, 1950, p. 61, citing 
Medico Legal Problems, Lord Riddell, Ltd. London, 
1929. 

18 Principles of Medical Ethics of the American 


Med. Assn. 1949, p. 9- 
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legislation which prevents actual freedom of 
judgment, it should be considered as an un- 
necessary device which might well at some 
future time be revoked. 

The issue is a moral one despite the legal 
vestiges of various kinds, in various states 
and countries, and the deposition of the doc- 
tor in court should remain that of a moral 
position regardless of the existing law. 

Two principles are to be recognized as the 
only ones guiding the physician in the dis- 
charge of his professional duties: (1) min- 
istering to a person’s health; (2) saving a 
person’s life. If a doctor is called to court to 
testify, he testifies as a citizen, and unless the 
issue is of very great danger to the State it- 
self, where patriotic duties are involved in 
times of crisis, we would feel that the doctor 
has a right to consider all communications 
made to him as privileged and not divulge 
any, if that means injury to a person or the 
loss of a person’s life. If the law has no other 
way of apprehending a person than the doc- 
tor’s betrayal of his own professional duties, 
it is the law’s fault. 

There are three possibilities for a psychi- 
atric examination in criminal cases. The first 
is by the State, A psychiatrist may be on the 
State’s Attorney’s payroll or just called in, 
He may attend while a suspect is being ques- 
tioned, with a view to testifying later as to 
the suspect’s mental condition at the time of 
the interrogation, signing a confession, or his 
behavior at the time of his arrest. He may or 
may not take part in the interview. The sus- 
pect would have greater confidence in him, 
because he is a doctor, than in the police offi- 
cers. His official status should be fully ex- 
plained to the suspect, At first the suspect is 
held incommunicado, sometimes for days, be- 
fore he can reach or telephone his family, 
a ГУЕ alin if the doctor is 

е it sympathetic the suspect might di- 

vulge all of his confidences, which rated 
later regret. After a person is indicted the 
State has no authority to have him examined, 
except by permission of his own counsel, The 
State’s Attorney’s psychiatrist should de- 
termine only the mental condition of the per- 
son examined. He should not act as an in- 
vestigator for the State’s Attorney’s office, 

The second possibility is for the defense. 
What the defendant tells the psychiatrist in 
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this case is privileged, in that it would be the 
same as talking to his own lawyer. The psy- 
chiatrist is acting on behalf of the prisoner's 
lawyer and is there as his agent to determine 
questions which his lawyer wants answered, 
or which the lawyer, himself, cannot deter- 
mine. 

The third possibility is to have a psychi- 
atrist appointed by the court. If this is not 
possible, then by agreement between the State 
and the Defense, so that he may testify for 
either side. He should submit his report in 
triplicate to the Court, not touching on the 
present or past offenses or incarcerations of 
the defendant. He should inform the defend- 
ant of his constitutional rights—that he does 
not have to answer questions or be examined, 
unless he so wishes. If he refuses to talk, 
on advice of counsel, this is the highest form 
of cooperation, and his refusal cannot be 
brought out before the jury at the time of the 
trial so as not to prejudice his standing in 
court. 

The Behavior Clinic of the Criminal Court 
of Cook County, Illinois, was organized in 
1931 to do away with the “battle of the alien- 
ists.” Before that time if the defense had 
three or four alienists it would be necessary 
for the State to have the same number in 16 
buttal. The director is appointed by the presi- 
dent of the Cook County Board, on recom: 
mendation of the Institute of Medicine of 
Chicago. The report to Court as given by 
the Behavior Clinic consists of: (1) the at 
thority for the examination; (2) the salient 
points of the physical examination; (3) the 
conclusions of the psychological examination; 
(4) the pertinent facts of the social history, 
especially in relation to previous hospitaliza- 
tion in mental hospitals ; also whether any 
member of his family ever was incarcerate 
in a mental hospital, or showed mental symp’ 
toms, such as suicide, alcoholism, or epilepsy i 
(5) the main points of the mental examina 
tion. 

In none of these do we touch on the offense 


Or past offenses. The conclusions read: 0 
whether mental disease is present; (0 


whether the accused knows the nature 0 à 
charge and whether he is able to соор 
with his attorney. These last statements 2^ 
the legal test for sanity at the time of 202 
to trial. If either statement is answered neg” 
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tively it is mandatory to impanel a jury of 12, 
who pass on the sanity of the defendant. If 
found insane he is committed “until such 
time as he is totally and permanently re- 
covered from his insanity.” He is then re- 
turned to court to stand trial on the issue. In 
Illinois insanity is defined: (1) at the time of 
the crime; (2) at the time of going to trial; 
(3) during the trial; (4) before sentence; 
(5) before execution of sentence. 

In Cook County if a defendant has ever 
been a patient in a mental institution in any 
State, a jury is impaneled to determine his 
sanity at the time of going to trial. Re- 
cently there was a man serving a life sentence 
from Cook County who secured a new trial 
because he had escaped from a mental insti- 
tution in 1931. He had been committed to the 
penitentiary in 1945 and had not called this 
to the attention of the court at the time of his 
sentence. He received 5 years on his new 
trial. 

Another man was sentenced to life for 
wrecking a train in which several people were 
killed. He secured a new trial because his 
discharge from a state institution was by a 
personal letter from the judge and not by 
official court order. He was released back to 
the institution after serving 18 years in the 
penitentiary and was promptly discharged. 

Another incident that comes to mind is 
that of an analyst who unearthed an infanti- 
cide during analysis. His conscience bothered 
him, so he called one of us. The State's At- 
torney was contacted who asked the doctor to 
make out a detailed report of the infanticide, 
to mail it in to our office. In the meanwhile 
the mother became disturbed and was com- 
mitted. The State's Attorney's office never 
sent for the report, so in time it was returned 
Em doctor and destroyed. The law was ful- 

ed. 

‚ Dr. Manfred Guttmacher reviewed the va- 
tious psychiatric court clinics before this Sec- 
Чоп at the Montreal meeting in 1950. 

One must remember that the law does not 
Tecognize a psychiatrist as such, but as a phy- 
Sician. In perusing Wigmore and other vol- 
umes one notes, “At Common Law a physi- 
Gian called as a witness has no right to decline 
Ог refuse to disclose any information on the 
ground that such information has been com- 
municated to him confidentially in the course 
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of his attendance upon, or treatment of, his 
patient in professional capacity. Nor could 
the patient, in case a physician proved a will- 
ing witness, by objection exclude that infor- 
mation, or as a witness himself refuse to dis- 
close any communication made to him by the 
physician.” This is the rule in the absence of 
a contrary statute. 

Another notation reads that the word 
“physicians” means only licensed practition- 
ers in that state. 

Another notation reads, “Professional 
communications are not privileged when 
made for unlawful purposes, having for their 
objective the commission of a crime.” 

We would all agree that communications 
between a psychiatrist and a patient should be 
considered privileged by the physician in re- 
gard to treatment. Material obtained relative 
to homicide is another matter and one should 
be governed by the rules of the court in which 
he is testifying. 

In closing one might suggest : 

1. That the court appoint all psychiatrists 
by agreement in criminal cases; 

2. That their fees be paid by the State; 

3. That all material be made available to 
the psychiatrists on both sides; 

4. That pretrial conferences be held to try 
to eliminate differences of opinion which 
might cause adverse newspaper publicity, and 
also to try to use the same simple terminology 
when on the witness stand. 

The psychiatrist is, after all, a physician. 

The Committee on Legal Aspects of Psy- 
chiatry is also in receipt of a survey pre- 
pared by Paul, Weiss, Rifkind, Wharton and 
Garrison, attorneys of New York City, 
which covers the above material and gives 
some further information on other areas as 
follows: 


"LEGISLATIVE PROCEEDINGS 


Legislative Committees which are empow- 
ered to conduct investigations are not bound 
by the ordinary rules of evidence applicable 
to court trials. This adds an additional com- 
plexity to any attempt to define the right of 
an investigating committee to compel a psy- 
chiatrist to testify. 

А. As to State Legislative Inquiries.—In 


14 This information was secured by Dr. Hector J. 
Ritey, Section Secretary. a 
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those states in which the privilege would not 
be recognized in a court trial, it may be as- 
sumed that the privilege would not be recog- 
nized by a legislative committee. The con- 
verse, however, does not necessarily follow. 
It is conceivable that some of the statutes 
would be interpreted as granting the privilege 
for court proceedings but not for legislative 
proceedings. On this issue the particular lan- 
guage of the statute would be of great impor- 
tance, although some courts may take a 
broader view and decide on the basis of the 
public policy involved. 

In New York the specific question came up 
in Matter of New York City Council v. Gold- 
water, 284 N. Y. 296 (1940). There, in an 
investigation by the New York City Council 
of the administration and the treatment of pa- 
tients in a New York City hospital ; the hos- 
pital was subpoenaed to supply certain rec- 
ords and reports. On refusal of the hospital 
to respond to the subpoena, the legal question 
was submitted to the Supreme Court, which 
ruled that the hospital was obligated to sup- 
ply these records. On appeal to the Appellate 
Division this ruling was affirmed, On further 
appeal to the Court of Appeals, the ruling 
was reversed by a 5 to 2 decision, the theory 
of the majority being that the public policy 
embodied in the New York statute, protecting 
the confidential relationship between physi- 
cian and patient, applied to investigations of 
this character as well as to ordinary litigation. 

The Goldwater case would not be control- 
ling upon courts in other jurisdictions, but 
would probably be quite influential in juris- 
dictions where the statute is similar to the 
New York statute. 

B. Federal Congressional Investigations. 
—As indicated above, a congressional inves- 
tigating committee is not bound to observe 
ordinary rules of evidence. Furthermore, 
there is no general federal statute which de- 
fines the limits of the authority of a congres- 
sional investigating committee with regard 
to the scope of examination of witnesses 
(assuming that the subject matter of the 
questioning is pertinent to the scope of the 
committee’s inquiry), Legal writers on 
this subject have expressed the opinion that 
a congressional investigating committee is 
limited in this regard only by its own discre- 
tion and by the United States Constitution. 
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(The Constitutional issue most frequently. 
raised is the privilege against self-incrimina- 
tion under the Fifth Amendment; but this 
issue would ordinarily not arise in the situa- 
tion under discussion.) It is possible that. 
other restrictions may be imposed by the 
courts on congressional committees, but as 
yet there are no decisions to that effect. 

If a congressional investigating committee 
should demand that a psychiatrist testify with 
respect to information disclosed to him by a 
patient, and the psychiatrist declined to tes- 
tify because of the confidential nature of the 
information, the investigating committee 
would ordinarily not have the power to im- 
pose summary punishment, but would have 
to institute a special proceeding against the. 
witness. This proceeding would ordinarily 
be brought on before a federal court under 2 
USCA Sections 192, 194. Those sections 
read as follows: 

‘Section 192. Refusal of witness to testify. 

‘Every person who having been summoned 
as a witness by the authority of either House 
of Congress to give testimony or to produce 
papers upon any matter under inquiry before 
either House, or any joint committee estab- 
lished by a joint or concurrent resolution of 
the two Houses of Congress, or any commit- 
tee of either House of Congress, wilfully 
makes default, or who, having appeared, re 
fused to answer any question pertinent to the 
question under inquiry, shall be deemed 
guilty of misdemeanor, punishable by а бле 
of not more than $1,000 nor less than $100. 
and imprisonment in a common jail for 10 
less than one month nor more than ме 
months. " 

‘Section 194. Witnesses failing to test! Ji 
or produce records, 

‘Whenever a witness summoned as ment 
tioned in Section 192 fails to appear to te 
tify or fails to produce any books, papers 
records, or documents, as required, or whe 
ever any witness so summoned refuses to a 
swer any question pertinent to the s 
under inquiry before either House, 07 E 
joint committee established by a joint 07 co Я 
current resolution of the two Houses 0^7. 

i ittee 0 
gress, or any committee or subcomm: E 
either House of Congress, and the fact 
such failure or failures is reported to @ 
House while Congress is in session, of V 
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Congress is not in session, a statement of fact 
constituting such failure is reported to and 
filed with the President of the Senate or the 
Speaker of the House, it shall be the duty of 
the said President of the Senate or Speaker 
of the House, as the case may be, to certify, 
and he shall so certify, the statement of facts 
aforesaid under the seal of the Senate or 
House, as the case may be, to the appropriate 
United States attorney, whose duty it shall 
be to bring the matter before the Grand Jury 
for its action.’ 

Upon the trial the legal question as to the 
psychiatrist’s privilege could be raised and 
the court would have to rule on the question. 
If the court decided that the privilege did not 
exist, the psychiatrist would have violated 
section 192 by his refusal to answer. It is 
probable, however, that since the psychiatrist 
was acting in good faith and in accordance 
with the ethics of his profession, the court 
would afford him the opportunity to testify 
and would not impose any punishment unless 
the psychiatrist persisted in his refusal to 
testify. 

_ It may be noted that an F.B.I. investiga- 
tion is not in the same legal category as a 
congressional investigation. In the ordinary 
F.B.I. investigation no subpoena is issued and 
there is no immediate contempt problem. The 
problem of contempt would normally arise if 
the F.B.I. investigation ripened into a crimi- 
nal proceeding of some kind, at which time 
the psychiatrist might be subpoenaed to tes- 
tify before a Grand Jury or at a criminal trial. 
The issues would then be those discussed 
above with respect to the recognition of the 
Psychiatrist’s privilege in federal criminal 
Cases," 

They further take up the problem of lia- 
bility to the patient for breach of confidence: 

Liability to the Patient for Breach of 
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Confidence.—As stated above, the legal 
theory is that the privilege is deemed to be- 
long to the patient. If the patient has not 
consented to the disclosure and has not taken 
any other action which might be deemed to 
be a waiver of the privilege, there is a possi- 
bility that the psychiatrist may be liable for 
damages to the patient for a voluntary breach 
of the confidence. 

This question was raised in New York in 
the case of Munzer v. Blaisdell, 183 Misc. 
773 (1944) aff'd 296 App. Div. 970. There 
a former patient of a mental hospital was in- 
volved in a litigation and the attorney for the 
adverse party requested the hospital records. 
The superintendent of the hospital complied 
with the attorney's request. The patient 
thereafter brought action against the super- 
intendent of the hospital for damages result- 
ing from the disclosure. The case was de- 
cided under certain special provisions of the 
Mental Hygiene Law, but the court indicated 
its opinion that a patient could recover dam- 
ages from a physician for an unauthorized 
disclosure of information involving a breach 
of the statutory physician-patient privilege. 
(The court also referred to cases in the state 
courts of Nebraska and Washington as au- 
thorities for such a cause of action.) 

If a psychiatrist discloses information 
after he has claimed the privilege and has 
been overruled by a court, there would not 
seem to be any basis for any liability to the 
patient." 

There are certain conclusions from this 
symposium which should be apparent to any- 
one: "The law in this area is both complex 
and uncertain. No broad generalizations may 
safely be relied upon. In any particular in- 
stance which may arise, special study would 
be necessary by counsel of all the facts and 
circumstances," 


PREFRONTAL LOBOTOMY AND TRANSORBITAL LEUCOTOMY: 
A COMPARATIVE STUDY OF 175 PATIENTS : 


Е. A. FREYHAN, M.D., Farnuurst, DeL. 


This study will report and evaluate psycho- 
surgery performed between 1938 and 1952 
on 175 patients in the Delaware State Hospi- 
tal, The study is favored by circumstances 
permitting a very thorough analysis of the 
individual aspects of each patient. The Dela- 
ware State Hospital is the only psychiatric 
hospital in the state. The patients in this 
series were, are, or are again at this hospital. 
Their movements for as long as they have 
had clinical histories or previous admissions 
are well known and the course of their ill- 
ness could be investigated in detail. The 
smallness of the state permits close contact 
with patients now at home and with the mi- 
lieu in which they live. Uniformity of appli- 
cation of diagnostic criteria and discharge 
policies favors the final evaluations. With 
the exception of those few patients who had 
left the hospital before 1940, the author has 
known all patients prior to the operations 
and followed their subsequent course up to 
the present. 

Diagnostic categories with general statis- 
tics on success or failure are without signifi- 
cance unless related to data on multiple vari- 
ables of personality and clinical course. Only 
on the basis of these do comparative evalu- 
ations assume a measure of validity. It is 
therefore unavoidable that certain methodo- 
logical problems be taken into consideration 
before the results are summed up. 


COMPOSITION OF MATERIAL 


The material consists of 71 patients who 
underwent prefrontal lobotomy (performed 
by Dr. Francis Grant, Philadelphia, and, a 
small series of cases by Dr. Henry Shenkin, 
Philadelphia) and 104 patients who had 
transorbital leucotomies (performed by Dr. 
Matthew Moore, Philadelphia). 

Patients were selected because of unfavor- 
able prognoses based on either chronicity of 
illness, resistance to other treatments, fre- 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

22 


quency of relapses, or violent, destructive, 
and agitated behavior. The great majority 
had adequate but ineffective electroshock 
therapy, insulin coma treatments, or a com- 
bination of both. Tables 1 and 2 and Fig, 1 
show the diagnostic composition of each 
series as well as the temporal distribution of 
the operations in the lobotomy series. All 
transorbital leucotomies were performed be- 
tween March 1951 and January 1952. 


RESULTS 


Great efforts were made to establish nu- 
merous differentials for qualitative and quan- 
titative ratings of postoperative psychological 
changes. Rating scales were kept for several 
months following the operations. After some 
time, however, it became quite clear that de- 
gree of change and social adjustment did not 
remain in the narrow confines of multiple 
categories but could best be described in 
terms of 3 groups: (1) at home; (2) im- 
proved, but still hospitalized ; (3) unchanged. 

A long-term follow-up discloses frequent 
changes which resist static tabulations. For 
example, a patient who is working at the 
time of one inquiry may be out of work soon 
afterwards, Differences between solid of 
marginal types of adjustment extramurally 
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and between good or mild improvement іп- 
tramurally are too elusive to permit defi- 
niteness or constancy. For purposes of this 
report, it seems most informative to use sim- 
ple categories which denote the social aspects 
of response patterns, Patients in the category 
“at home” have sufficiently improved to adapt 
in a manner in which they were previously 
not capable, The meaning is relative and 
should not be equated with recovery. The 
changing attitude of relatives, for example, 
greater tolerance with regard to the patient’s 
behavior, was not considered a reason for 
sending patients home; they were judged on 
the merits of clinical improvement. The “im- 
proved" group comprises patients who could 
be transferred to more advanced wards, who 
assumed certain responsibilities in the hospi- 
tal or shifted their attention from preoccupa- 
tion with various pathological symptoms to 
social activities. The "unchanged" group 
comprises all patients in whom psychosur- 
gery was a therapeutic failure. The “re- 
lapsed" group includes those patients who 
changed from a favorable tó a less favorable 
psychological status. "Death due to opera- 
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tion” and “death due to other causes” com- 
plete the categories for the evaluation of 
results, 


LOBOTOMY 


Inspection of the over-all results shows a 
high death rate. Nine patients died post- 
operatively, 6 from cerebral damage or 
hemorrhage, 3 from infection (meningitis, 
abscess). Autopsies were performed in 6 
cases. The total sample was thus reduced to 
62 patients of whom 6 have died since. This 
rather high mortality rate of patients who 
showed no apparent ill effects from the opera- 
tions suggests a diminished resistance or 
some permanent damage. This has also been 
speculated upon in the reports of others. All 
these patients had a fairly sudden death after 
acute illnesses. Autopsies were done in 3 
cases and showed in 2 of them, apparently 
unrelated to the cause of death, encephalo- 
malacia and extensive cystic degeneration, 
Reference should be made here to the theory 
that necrosis is due to devitalization as a re- 
sult of interference with blood supply. The 
effects of the lobotomy upon the cerebral 
blood flow, cerebral arteriovenous oxygen 
difference, cerebral oxygen consumption, 
cerebrovascular resistance, and mean arterial 
blood pressure were studied in 7 patients. 
The cerebral blood flow and cerebral oxygen 
consumption were significantly reduced fol- 
lowing frontal lobotomy. The possible mech- 
anisms’ of these changes were discussed in a 
previous paper(7). 

In schizophrenic patients, the best results 
are found in the paranoid group, the least 
favorable in hebephrenics. In the affective 
disorders, the results appear very favorable 
but a high relapse rate brings up questions 
with regard to permanency of results. One 
patient with a depressive psychosis did well 
at home for то years, then returned with a 
severe depression of quite similar character. 
Another, with an agitated depression, re- 
turned after 10} years, again in a state of 
severe agitation. Both cases present now an 
unfavorable clinical status. All patients in 
the “relapsed” group were home before they 
relapsed. Five patients developed convulsive 
seizures since their operations. A total of 28 
patients or 39.5% showed a favorable re- 
sponse with 19 of them or 26.8% now at 


home. About 50% of these patients show 
good records of social achievement, whereas 
the rest have remained below the pre-illness 
level of functioning. 


TRANSORBITAL LEUCOTOMY 


Two patients died of cerebral hemorrhage, 
There were no autopsies. One patient died 
suddenly 6 months after the operation, 
Cause of death was given as cerebral hemor- 
thage. There was no autopsy. 

Among the schizophrenic patients, the best 
results are found in the paranoid and mixed 
group, the least favorable with the catatonics, 
Two cases of juvenile schizophrenia re- 
mained unchanged. Patients with affective 
disorders showed improvement but none was 
able to leave the hospital. In the “relapsed” 
group, there are 6 patients, 3 of whom have 
been home, and 3 have shown initial im- 
provement following the operation. One pa- 
tient with a pseudoneurotic type of schizo- 
phrenia did well at first but relapsed into a 
state of preoccupation with somatic com- 
plaints and shows continuous anxiety. An- 
other patient who had shown symptoms of 
depersonalization and perplexity showed im- 
provement at first but has again become se- 
verely preoccupied with thoughts about him- 
self. This is of some significance in view 0 
the hypothesis that psychosurgery alters the 
structure of the self in reducing self-conti* 
nuity. The patient mentioned continues t 
show tortured self-concern and talks end- 
lessly about his feelings of anguish. : 

Transorbital leucotomies were repeated in 
9 cases. These had remained unchanged after 
the first procedure; however, 2 are now Ё 
home, І is improved, and 6 have remain 
unchanged. Two patients have develo 
convulsive seizures since their operation. 1 
total of 40 patients or 38.4% showed d 
able responses with 25 or 24% now id 
home. About 60% of those at home ёш, 
at their pre-illness standard of social achie 
ment. 


COMPARATIVE ANALYSIS 


A comparison of the results of each ed 
shows a striking similarity in the po p 
response groups. These figures are sho 
Table 3. ? 
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ТАВГЕ 3 
RESULTS OF TREATMENTS 
"Transorbital 
Lobotomy leucotomy 
Results (71 patients) (104 patients) 
% % 

Home ............... 268 24.0 
Improved .... . 127 14.4 
Unchanged 29.6 52.9 
Relapsed ........ 9.9 5.8 
Death, operative ...... 127 19 
Death, other causes... 84 1.0 


The high death rate in the lobotomy series 
constitutes the principal difference in out- 
come. The higher relapse rate in lobotomy 
is explained by the longer time interval for 
observation. It should be emphasized at the 
outset that the figures have no general statis- 
tical significance because of the numerous 
variables existing in the composition of all 
groups. Certain trends, however, manifest 
themselves in both series. Figure 2 shows 
the temporal developments. The main im- 
pact of the operations is apparent at the 6- 
month-level. The later increases in the home- 
group stem from the improved-group. The 
5-year column represents only a part of the 


ComPaRtson — Res Po nse 
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Percent OF Елан Shour’s тот4г. 


Time AFTER 


lobotomy series since the last ones were done 
in 1950. All other columns, however, repre- 
sent the total population of each series. The 
relapse-rate in both series shows a progres- 
sive increase up to the present. 

Figures 3 and 4 show much similarity in 
the distribution of “age at operation.” Age is 
evidently of no prognostic significance with 
regard to responsivity- “Duration of illness” 
as shown in Figs. 5 and 6 indicates the opti- 
mum of favorable responses in the 1- to 10- 
year period. The data used for these tabula- 
tions are not accurate as it is often difficult 
to determine onset of illness. Frequently, 
duration of illness for all practical purposes 
coincides with length of hospitalization. This 
is especially true in schizophrenia, with grad- 
ual transcendence from schizoid personality 
to schizophrenic psychosis, and with patients 
suffering from personality disorders without 
psychosis. 

Analysis of Fig. 7 meets with some diffi- 
culty because of the difference in the number 
of patients in corresponding categories. 
Transorbital leucotomy compares unfavor- 
ably in the affective group and very ипїауог- 
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ably in the catatonic These findings Postoperative care of lobotomized patients 
are in contrast to from other sources. was frequently difficult because of prolonged 
Moore, for reported a series in incontinence, transient compulsive behavior 
which catatonics responded favorably disturbances, and a variety of other untoward 
et, ће achisophrenics. It appears signifi- psychological effects. Patients with tram | 
cant, Ü Orbital leucotomies presented no 
thows very favorable responses їп the group tive difficulties and showed little evident 
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of postoperative personality disturbano 
Patients with transorbital leucotomy 
remained unchanged were given pe 
electroshock therapy because of reports v 
improved postoperative responsiveness 
convulsive therapy. However, no tasting ef 
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series. Neither sodium amytal sessions А 
temporary response to E.C.T. served а 
Purpose as indicators of operative prom 
Convulsive seizures, the incidence of ш 
was minimal in the leucotomy Ls wid 


Р. А. FREYMAN 


T.O. t. 56615 


о номе 
i 
ImPRoven 


Par i&m T$ 
г 


ы UNCHA NOED 


or 


Жем аса. 
è 


10- 20 as- 30 эо-чо ә-бо 50-60 60-70 


дес лт OPRAATIOM Cures) 
Fio. 4 


i emotional 
as well as poychclogiclly ‘becasee of these factors pertaining to — 


Discussion analysis of the - response groups 


a 
l 
г 
i 
i 
3 
15 
i 
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P*ychosurgery than collective statistics since recently reported by 
the number of variables, if only approxi- cludes that neither 
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ing therapeutic results involves the question 
of specificity. Defining specificity depends 
substantially on the knowledge of the course 
of the illness and the clinical pattern when 
not influenced by therapeutic procedures. 
While it may be said that this does not apply 
$0 much to psychosurgery as to other fields 
of therapy, since patients are selected on the 
basis of an unfavorable prognosis, the ques- 
tion still arises as to how the unfavorable 
Prognosis can be formulated in cases of 
Schizophrenia, for example, which have 
shown an undulating course of illness with 
multiple admissions and remission. 
Bleuler's(1) classification of the Schizo- 
phrenic psychoses is based on 7 types of 
courses, derived from anamnestic data of 
patients observed over many decades. They 
indicate the spontaneous or intrinsic recoy- 
erability, improvement, and deterioration 
trends of patients of nontreated groups. The 
7 types differ witl»regard to acute or gradual 


onset, straight or undulating course, and the 
end results which are defined as reot 
characterological defect, or deterior ои 
Bleuler found that about 25% with e 
onset recover socially and that 39490 Me 
undulating courses improve, althougl a 
show permanent characterological chang fe 
Kane(5) applied Bleuler’s case те 
his lobotomy group and found the ber 
Sults in patients with undulating i son 
tending toward deterioration and less 14 He 
able results with those of gradual onset: i 
concluded that “except for presenta К 
emotional response, the type of course 0 d 
psychosis gives the most important ee 
tic clue.” Greenblatt(2) emphasizes del 
onset of psychosis” as one of the nes \ 
pendable prognostic factors and pra a 
previous attacks increase the probabi 
a good outcome. е 

If we apply the criteria of веда D 
143 schizophrenic patients of both 
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botomy and the leucotomy series, we find 
the following relations to outcome: (1) Pa- 
Laie with “acute onset" constitute 44% of 
А оѕе now at home and 29% of those who 
emained in the hospital; (2) 71 schizo- 
phrenic patients showed undulating courses 
“es ы 3, and more admissions, whereas 72 
р ifested a straight course without remis- 
ons ; 30% of the patients in the undulating 
groups are now at home against 21% of those 

with a straight course. 
ein иг .group, with repeated 
за ospitalization and remissions, 
iis vd problems with regard to evalu- 
би е It is difficult, for ex- 
e y etermine in some of these cases 
ma om the last dip of the undulating course 
eig and would have led to deterioration 
iila again have been followed by a re- 
it We Ede 8 illustrates this difficulty. 
SRL i undulating patterns of a sample 
ae ор renic patients in comparison with 
of the lobotomy and leucotomy series. 


The sample consists of a total of 171 schizo- 
phrenic patients who were first admitted to 
the Delaware State Hospital between 1925 
and 1930. Fifty-six patients had one admis- 
sion and have been home since; 56 remained 
continuously in the hospital since their first 
admission and deteriorated; 59 had undulat- 
ing courses. Of these, 32 returned finally to 
their homes, 27 became chronic cases. The 
movement patterns of the patients in the 
sample are in close accord with the figures of 
Bleuler. If one takes length of hospitaliza- 
tion as a yardstick, 58 patients of the psycho- 
surgical series were hospitalized longer after 
their last admission than at any time previ- 
ously. Thirteen, on the other hand, had spent 
more time in hospital during previous admis- 
sions. To complicate matters further, one also 
has to consider whether the time spent at 
home since the discharge, subsequent to the 
operation, exceeds the time span of previous 
remissions, Here we find that thus far only 
то patients are now home longer than at any 
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time previously, whereas 11 spent longer 
periods at home during previous remissions 
than have passed since their last discharge. 

It is obviously easier to assess the social 
gains brought about by psychosurgery in pa- 
tients with uninterrupted periods of hospital- 
ization and without previous remissions. It 
must be kept in mind, however, that only 
about 4 of all schizophrenic patients mani- 
fest this type of course. 

Patients with affective disorders present 
similar difficulties; only 3 of the 6 now at 
home have been there continuously since 
their discharge following the operation. The 
other 3 relapsed, returned to the hospital 
for further treatment, recovered, and are 
again at home. Three other patients re- 
lapsed, were readmitted, failed to Tespond to 
further treatments and are still in the hospi- 
tal. A study of these movement patterns in 
patients with disorders of known cyclic char- 
acter arouses doubt with regard to the spe- 
cific benefits attributable to psychosurgery. 

Consideration of the general aspects of the 
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patterns of these psychoses is an es 
prerequisite for the understanding of E 
and magnitude of therapeutic modification: 
We are, in this connection, not concer 
with the nature of characterological да 
subsequent to psychosurgery but wit he 
ing out whether the patterns of the pos m 
have been favorably modified. This, we 
pears, has not been as plainly the case ie 
superficial view of the favorable respo 
would indicate. im 
Many һауе linked a favorable opere" 
prognosis with the prepsychotic рег 
Heimann(3) found that the рер E 
personality has decisive significance п 
cess not only with lobotomy but also 7 
severity of effect from frontal i: bo 
assumes that the operation clears the i oh 
for undeveloped traits of charac ‘an 
may then promote a more realistic a! | po 
to environment or, on the other pe и 
duce dangerous postoperative defects 
tion and affective responsiveness. 
Experience with psychosurgety 
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brought about a shift of orientation with re- 

gard to applicability. The choice now de- 
pends less on the clinical-phenomenological 
Status than on the longitudinal-developmen- 
tal factors. This not only presents a major 
deviation from the thesis of Moniz according 
to which the operation attacked the symp- 
toms in the area of their origination but 
leaves still unexplained the role of the frontal 
lobes in the psychoses. To some extent, it 
Dow appears, we must no longer ask whether 
the patient shows a particular constellation 
of symptoms but rather how and in whom 
have these symptoms developed. Emphasis 
on developmental and personality factors 
may help in future clarification of therapeu- 
tic indications in schizophrenia. 
Los иш number of psychoneurotic cases 
5 not permit much comrhent. One pa- 
lent with a severe, incapacitating obses- 
ue Sten responded excellently to lo- 
Sema owever, she died suddenly while at 
e is years later, An equally severe 
cine Obsessive-compulsive neurosis re- 
Pigs: EG favorably to transorbital leu- 
€ у. This patient is now at home and 

1 S regularly. Patients with mental de- 
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ficiency and various types of psychotic be- 
havior did not benefit from psychosurgery. 


CONCLUSIONS 


1. Favorable results with transorbital leu- 
cotomy approximate those with lobotomy. 

2. Death, undesirable personality changes, 
and postoperative convulsions were minimal 
with transorbital leucotomy in contrast with 
lobotomy. 

3. Psychosurgery should be of a type 
which causes the least cerebral damage. 

4. The high rate of psychosurgical fail- 
ures, the absence of valid prognostic criteria, 
and the frequency of relapses preclude clear 
concepts on the specificity of therapeutic ef- 
fectiveness as well as on the role of the fron- 
tal lobes in the psychopathology. 

5. Course and pattern of the schizophrenic 
psychoses seem to be of great prognostic 
significance. 

6. The therapeutic benefits can be dra- 
matic in individual cases but are rather 
limited on the whole. It seems desirable to 
narrow the range of applicability still further 
in order to obtain more satisfactory results. 
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THE SUICIDAL GESTURE: A STUDY OF 114 MILITARY PATIENTS 
HOSPITALIZED BECAUSE OF ABORTIVE SUICIDE ATTEMPTS: 


MAYER FISCH, M.D., New York Crry 


One of the most striking impressions on 
beginning to practice psychiatry in the service 
is the frequency with which one is called upon 
to deal with cases of attempted or allegedly 
attempted suicide. Soon one is struck by the 
transparent insincerity of many of these at- 
tempts which, in a majority of cases, are 
more aptly termed gestures. A man is about 
to be taken to the brig, seizes a razor blade, 
inflicts a minor laceration upon his wrist, and 
is brought to the admitting room. What is the 
physician or psychiatrist to do? 

‘There are very few rules in the book per- 

taining to this situation, and it is in some 
ways peculiar to a military organization. Cer- 
tainly there one encounters many more such 
cases than have been reported from civilian 
institutions, In large measure this is because 
the Navy virtually compels hospitalization 
for psychiatric study of nearly all such cases, 
whereas in civilian life usually only those in a 
dangerous physical condition reach medical 
attention. The rigidities of military life prob- 
ably also increase the true incidence of such 
drastic behavior, for otherwise it is more dif- 
ficult for an individual to leave or alter condi- 
tions that he considers unsatisfactory. This 
has afforded the unique advantage of observ- 
тЫ the entire spectrum of overt self-destruc- 
: € activity, to perhaps formulate some cri- 
епа for the prognostic evaluation of those 
who threaten suicide, and to examine the re- 
lationship between the dramatic threat and 
the sincere intent, 


CASE MATERIAL AND ANALYSIS 


During 1951, on the neuropsychiatri 

3 И psychiatric serv- 
ii A the U. S. Naval Hospital, Philadelphia, 
©. € were treated 114 Navy and Marine 
ine oe who, during the course of the 
de : or which they were hospitalized, car- 
d dure act definitely labeled suicidal. 
ae а 117 others made threats ог ex- 
Pressed conscious death wishes of varying in- 
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tensity, or made gestures of lesser magnitude, 
such as writing suicide notes, possessing poi- 
son or other customary implements of self- 
destruction, hitting their heads against the 
wall, etc. Together this represents almost 
15% of all Navy and Marine Corps patients 
admitted to that service during the year, and 
is a somewhat staggering proportion. Only 
the first 114, those who made some definite 
attempt or gesture, are included in this re- 
view, since the actual commission of an act 
seems to be the only point at which a line can 
be sharply drawn. Nevertheless, among the 
other group, those who made threats or in- 
sinuations, the possibility of suicide was 
often the overriding consideration in individ- 
ual patient management. 

Of the 114 who made a definite attempt or 
gesture, 96 did so before hospitalization, Of 
these 96, the suicidal act was the sole and pre- 
cipitating cause of hospital admission in 87 
cases. Twenty-three patients carried out 
their acts during hospitalization, either at 
Philadelphia or at other hospitals before be- 
ing transferred there. Five of these were 
medical or surgical patients who were trans- 
ferred to psychiatry as a result of their ges- 
tures. One patient did kill himself. He was 
in the hospital because of an anxiety reaction, 
had given no warning indication whatsoever 
of suicide, and hanged himself shortly before 
he was to be discharged home. The records 
of the entire group were studied and tabu- 
lated for age, service rate or rank, method of 
attempt, diagnosis, apparent seriousness of 
intent, history of similar moves in the past, 
treatment and disposition, motives cited by 
the patient, and special circumstances at the 
time of the act, such as alcoholic intoxication 
or situational difficulties. 

The median age was 23, which is about 
that of the general run of service personnel. 
However, only 23 of the 114 were above the 
grade of seaman in the Navy, or private first 
class in the Marine Corps. Furthermore, 
there was a higher incidence of serious psy- 
chiatric disorder in this smaller, higher rank- 
ing group. For example, of the 4 officers, 3 
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were found to be psychotic and in need of 
convulsive therapy, while the fourth suffered 
from a psychosis of milder degree. It has 
long been felt that emotional immaturity, 
which їп а rather unelaborated fashion was 
the underlying factor in the majority of our 
cases, is not so much a function of age, but 
is apt to be reflected in life accomplishment. 
These figures tend to confirm that belief, as 
our patients, generally, failed to rise above 
the lowest levels of the military hierarchy. 

There is another point of interest in the 
age distribution, related to the entirely mili- 
tary population from which the cases are 
drawn. It was noted that only one of these 
114 actually killed himself, a remarkably low 
figure. This is probably due to 3 factors: 
First, most people who commit suicide die 
before reaching the hospital. Secondly, as 
virtually all cases were hospitalized where 
there was no danger whatsoever, the series 
is weighted in favor of insincere gestures. 
The third factor deals with age. It is known 
that the young are more given to dramatic 
display, whereas the incidence of serious sui- 
cidal intent rises with age. In a typical large 
series in New York City(2), it was found 
that the average age of those hospitalized for 
suicide attempts was fully to years younger 
than that of those who actually committed 
suicide in the city during the same period. So 
here again, with 113 failures to one success, 
we see evidence of the pervasive optimism of 
youth. As desperate or deranged as a 23- 
year-old may be, it is apparently difficult for 
him not to believe that things will eventually 
get better, and most prefer to live and hope. 
Indeed, statistics do show a lower suicide rate 
for the Navy and Marine Corps than for the 
nation as a whole. 

We now come to the subject of method. 
Why does one person shoot himself, another 
take poison, and another jump before a sub- 
way train? Some of the bizarre, and success- 
ful, operations reported in the literature in- 
clude drowning in soap, embracing a hot 
stove, swallowing daggers, and self-incinera- 
tion after soaking in kerosene(3). Much has 
been written about the significance of the 
particular method chosen, and it is believed 
that it is usually an expression of deeply un- 
conscious fantasies and wishes. However, we 
shall confine ourselves to the more superficial 


and demonstrable aspects of the problem, 
The following is a comparison of the meth- 
ods employed by our patients, with those used 
by the 47 individuals in the entire Navy and 
Marine Corps who did commit suicide during 
the same year. 


Abortive attempts (expressed 


Actual suicides (ex. 
as percentages of 


pressed as percent- 


114 cases) ages of 47 cases) 

Cutting (chiefly Firearms ....... 4 

МОТА 50 Саз mU 
Poisons or drugs.... 23 Strangulation ... 17 
Strangulation .. 9 Cutting 122790 6 
Drowning . 4 Poisons or drugs. 4 
Jumping from Jumping ~ seise. 

heights .... 4 Miscellaneous ... 2! 
Firearms .. 4 1 
Stabbing .. ЫЗ 
Miscellaneous ...... 3 


The great discrepancy here is obvious 
Wrist cutting is a notoriously inefficient 
means of dying, and this was the method 
chosen by the largest number of our patients, 
Cutting is relatively unusual among the ac 
tual suicides, and the 3 cases so reported 
include neck lacerations. Examination of} 
method thus seems to be one of the more 10 
liable avenues for the evaluation of intent. | 
сап be argued that the intent may be equally 
strong in all cases, and that the choice of at 
ineffective method is due to anatomical p 
pharmacological ignorance. While we Tu 
allow for some such "accidental" survivals 
the differing dangers of different methodi 
really evident even to the most unon 
cated. For example, even in cases of pi 
lacerations, the time intervening and йе po 
sibility of rescue between the act ай. “i 
is obviously relatively long, and lacks the |) 
ter finality of a bullet through the heart. dil 
though many people who sever the ie 
artery may consciously desire iot 5 
death, the choice of this route 519905 " 
least strong unconscious forces working 
survival. T 

It is also notable that all our es | the 
zarre or very painful attempts, SUC ici 
3 cases of stabbing, occurred in psycho afore 
dividuals. Such a diagnosis must i 
always be the first consideration We 
confronted with the more unusual mi 
self-destruction. 


; is, The 
This leads to the matter of diagnos 
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. finally established diagnoses of these patients 
were as follows: 


Immaturity reactions ...........+.+.+ 43 

Psychoses : 
Schizophrenic reactions .........-+. 23 
Psychotic depressive reactions тоу 
Personality disorders ................ 23 

Neuroses : 
Neurotic depressive reactions. . .. .... 9 
Anxiety reactions КОЧА 
No disease ..... ssc reset ree se toan s 6 
114 


. By way of distinguishing between the first 
and third groups above, the immaturity reac- 
tions in the nomenclature employed are those 
characterized by overtly childish patterns of 
behavior, such as a pathological dependence 
on parental figures, or infantile tantrums. 
Those called personality disorders are the an- 
tisocial and schizoid personalities, etc. One 
striking fact about this distribution is the 
high incidence of psychotics, although it was 
significantly lower than the proportion of 
psychotics in the total patient population. Of 
these 32 psychotic cases, 15 were first 
brought to medical attention only because of 
the suicidal act, no other anomaly having 
been noted or thought sufficiently serious to 
warrant any action. These patients employed 
histrionic gestures as often as they made bi- 
zarre attempts, so that the former does not 
tule out the possibility of psychosis. Even 
of the 19 patients in the entire group who 
made suicidal moves only while drunk, 2 
were discovered to be schizophrenic. In gen- 
ега, alcoholic intoxication at the time of 
the attempt was not found to be particu- 
larly significant for ultimate diagnosis and 
management. 

After diagnosis, the treatment of the psy- 
chotics will be decided on grounds not spe- 
cifically related to the question of suicide. 

owever, with the immature and distorted 
ы з that made up the bulk of our 
the evaluation of suicidal intent always 
of me the paramount consideration, because 
Enis repetition, In practice, we natu- 
i err on the side of caution, sometimes to 

1 Ho E of intimidation. It is interesting 

| Mino none was returned to duty who 

want to go, unless he was a prisoner 


facing a serious charge. The following is an 
example. 


А young man who had always been extremely close 
to his mother was stationed for the first 9 months 
of his service at a locality that permitted him to go 
home every weekend. He then received orders for 
transfer to another part of the country, and inflicted 
a superficial wound on his wrist. In the hospital, he 
frankly stated that his goal was not death, but 
avoidance of this transfer. A good deal of bitterness 
toward his officers was also expressed. The patient 
was discharged via medical survey. 


Discussion 


Upon examination of all the circumstances 
of each case, in only 27 of our 114 cases did 
there seem to be any likelihood of genuine 
suicidal intent, or a possibility of resulting 
death, The remainder employed rather ster- 
eotyped gestures of self-destruction, devoid 
of any wish to die or to inflict permanent in- 
jury. Sixteen gave histories of similar acts 
in the past. When confronted with a large 
number of such cases, it is tempting to dis- 
miss gestures as having little importance. 
However, even the mildest of these is really 
indicative of a considerable degree of person- 
ality disturbance, for this is something that 
a person in good emotional health just does 
not do. Itis, of course, no surprise that many 
people who attempt suicide do not want to 
die, But what is the motivating force behind 
this behavior ? 

Regarding actual suicide, Fenichel said 
that "nobody kills himself who has not in- 
tended to kill somebody else"(1). Theoreti- 
cally, suicide is the result of internalized 
aggression. The basic instinctual force is 
presumably aggressive, and an overtly ag- 
gressive component as well has long been rec- 
ognized, being particularly evident in such in- 
stitutions as hara-kiri. The most extreme 
example of this is among a tribe of the Gold 
Coast of Africa. There, should a person com- 
mit suicide, and before so doing attribute the 
act to the conduct of another person, that 
other person is required by law to undergo a 
like fate, although he may be able to avoid 
doing 50(3). 3 

How does this relate to our patients? The 
wife of one instituted action for divorce, and 
he stood in wait outside their home to attack 
her or her male caller with some razor blades, 
which he had specially acquired for the oc- 
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casion. He changed his mind and cut himself 
instead to make her feel sorry. This was ob- 
viously designed to punish her, and of course 
he punished himself simultaneously for his 
hostile thoughts. Aggression is certainly the 
keynote in a great number of these histories 
while depression is not at all prominent. Al- 
most a fifth of these patients came from a 
segment of the population already segregated 
for their poorly controlled aggressions, 
namely, guardhouse prisoners. 

Actively suicidal depressed patients rarely 
can give a rational reason for seeking death ; 
the true motives conserve their power by re- 
maining concealed in the unconscious. As 
noted above, in only 27 of our cases was there 
a suspicion of strong suicidal intent. Only 7 
could offer some plausible actual circum- 
stance as a motive. Those who were evidently 
not suicidal were far more verbose and vehe- 
ment in attributing their action to some re- 
ality factor. Usually it was blamed on the 
Navy, or on some individual of private im- 
portance to them. This constitutes a fascinat- 
ing paradox, and one of practical value, For 
it may be concluded that the patient who has 
the least evident reason for killing himself 
must be more closely watched than the one 
who presents an impressive bill of grievances. 

Of course, there remains in every case a 
conspicuously present element of self-injury. 
Much as the environment may be the chief 
target, the perpetrator of this type of assault 
also suffers. We may then speculate that the 
psychodynamics of the suicidal gesture is 
qualitatively quite similar to that of actual 
suicide. Both represent internalized aggres- 
sion. The difference seems to be in the de- 
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gree to which the aggression has become di- 
rected against the self. Whereas the true 
suicide has internalized this aggression to an 
extreme degree, the person who makes a ges- 
ture still has his attention focused primarily 
on the external world. He is using his body 
principally as a vehicle with which to express 
anger and protest against his environment, 
with the object of injuring or altering the 
environment, rather than removing himself 
permanently from it. 


SuMMARY 


On the basis of 114 cases treated during 
one year at a Naval Hospital, various aspects 
of the problem of abortive suicide attempts 
have been studied, It was found that the ma- 
jority are histrionic, aggressive demonstra- 
tions, but that this behavior may be encoun- 
tered in a wide variety of psychotic, neurotic, 
and personality disorders. Examination of 
the method employed and of the motives cited 
by the patients, provided the best clues for 
evaluation of true suicidal intent. 

A hypothesis is presented concerning the 
psychodynamics of insincere suicide gestures, 
suggesting that this aberration is related to 
suicide, but that aggression in these cases has 
not been internalized to the same extent. 
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THE CORNELL MEDICAL INDEX-HEALTH QUESTIONNAIRE УП: 
THE PREDICTION OF PSYCHOSOMATIC AND PSYCHIATRIC 
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New York Спү 


The effectiveness of a method for identi- 
fying men likely to develop psychiatric dis- 
abilities in service may be appraised better 
by the actual test of service than by psychi- 
atric opinion at pre-induction examination. 
This is a report of a study of the Cornell 
Medical Index-Health Questionnaire as a po- 
tential screening device for the identification 
of inductees likely to develop psychosomatic 
and psychiatric disabilities during the first 4 
months of Army training. 


МЕтнор 


A sample of 7,527 men, selected at random 
from those undergoing pre-induction exami- 
nation in New York City during September, 
October, and November 1951, completed the 
Cornell Medical Index-Health Questionnaire 
(CMI). Other data collected concerning 
these men were their ages, years of educa- 
tion, scores on the Armed Forces Qualifica- 
tions Test (AFQT), and where relevant, 
reasons for rejection for service. For those 
inducted into the Army, data were collected 
relating to their subsequent military behavior 
during the 4-month basic training period; 
these, the chosen criteria of military disabil- 
ity, consist of the number of sick calls, the 
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number of days hospitalized, the number of 
days absent without official leave, the fre- 
quency of disciplinary measures, and the oc- 
currence of discharge from service. 

The CMI, a 4-page schedule, contains 195 
questions similar to those asked by a physi- 
cian eliciting a detailed and comprehensive 
medical history that includes inquiry into psy- 
chiatric aspects. Previous studies have 
shown that responses of patients to these 
questions are as precise and honest on the 
printed form as they are in oral interview 
(1). Other investigations have shown that 
medical interpretations of patients’ responses 
on the CMI yield generally accurate medi- 
cal (2, 5) and psychiatric(3, 4) clinical 
appraisals, 

For this study, the hypothesis to be tested 
is whether there is any relationship between 
the number of yes responses on the CMI, 
that is, the number of medical and psychiatric 
complaints, and evidences of military dis- 
ability. For those men found unfit for service 
at the induction station, the number of yes 
responses was compared to the reasons for 
disqualification. 


RESULTS 


The group of men inducted into the Army 
was dichotomized at 5% of those with the 
highest CMI scores, a level of 50 or more yes 
responses. To date, follow-up records are 
available for goo men. For the 4-month basic 
training period, the evidence (Table 1) 
clearly shows that the men with 50 or more 
yes responses had a larger number of sick 
calls, days hospitalized, days AWOL, convic- 
tions by courts-martial, and discharges from 
service, than had the men with fewer than 50 
yes responses. The correlations between the 
number of yes responses and each of these 
items of military disability were all signifi- 
cantly different from zero at the .от level. 
The number of yes responses on the CMI 
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TABLE 1 


RELATION OF THE NuMBER OF YES RESPONSES ON 
THE СМІ ro CRITERIA or ÁDEQUACY DURING 
Army TRAINING 


h 2l 

2 $3 (= ge 3 

ip kn i 

8 $38 БЕ $5 82 А 

Мо, of Yes responses 4 4^5 <= 4° wx? g 
Fewer than 50... 837 17 17 03 14 12 
50 or more...... 63 26 39 14 64 80 


made by men at pre-induction examination 
thus serves as a measure of the probability 
that they will develop inadequacies in their 
military careers. 

Men acepted for military service made 
considerably fewer complaints on the CMI 
than did those rejected by induction psychi- 
atrists (Table 2). Men rejected for physical 
defects, and without accompanying psychi- 
atric disturbances, reported only slightly 
more complaints than did those accepted for 
service. Table 3, the cumulative frequency of 
yes responses on the CMI for men accepted 
for service and for those rejected solely for 
psychiatric disturbances, shows that at each 
scoring level the latter noted significantly 
more complaints on the CMI than did men 
accepted for Army service. 

Education, in terms of the highest grade 
reached in school, and intelligence, as meas- 
ured by the AFQT, were independent of the 
incidence of psychosomatic and psychiatric 
disability in the first 4 months of Army serv- 
ice, nor were they factors in the incidence of 
rejection by psychiatrists at pre-induction 
examination. The coefficients of correlation 
relating education and intelligence to the se- 


TABLE 2 
Responses то tHe СМІ AT PRE-INDUCTION 
EXAMINATION 
PM 
E 338 gis | 
PoGEP IE 
Group Zz BRSe Ses 
Marine Corps Induc- 
Ў 140 8 
Army Inductees . 15.3 9 
Physical Rejects ..... 188 12 
Psychiatric Rejects ... 211 437 38 
Physical-Psychiatric 
Rejects s р 52 43.1 44 


TABLE 3 


CUMULATIVE DISTRIBUTION OF Yrs RESPONSES Т0 
THE CMI—INpucrEES AND Тноѕе REJECTED. 
SOLELY ror PSYCHIATRIC REASONS 


For example, with 30 or more yes responses there 
were 12% of Army inductees and 60% of men re- 
jected solely for psychiatric reasons. 
Proportion of each 
sample having the 


specified number of 
Yes responses 


Rejected 
Army solely for 
Number of induc- psychiatric 
Yes responses tees reasons 
% % 
5+... 7ї 92 
104- . 51 84 
154. 35 78 
20+. 24 73 
25+ 17 67 
30 + 12 60 
35+. 10 55 
40+ . 8 51 
45+. 6 45 
50+... 5 41 


lected criteria of adequacy of military per- 
formance were not significantly different 
from zero. 

The men inducted into the Army were 
homogeneous with respect to age. Age, there- 
fore, was no factor in this study. 

A random sample of 171 men rejected for 
military service at pre-induction examination 
was visited by 2 field workers 8 months later. 
Of those interviewed, men rejected for р5у- 
chiatric disturbances reported 10 times 25 
many days sick following pre-induction ex- 
amination as did those rejected for physical 
defects. Men rejected for psychiatric dis- 
turbances, more than those for physical de- 
fects, behaved like soldiers who perform 
inadequately. The few men rejected for E 
chiatric disturbances who reported no T^ 
nesses subsequent to their pre-induction ur 
aminations had made few complaints on Me 
CMI. This suggests that those men with к 
complaints on the CMI who were ге] ected 7 
induction psychiatrists may have been id 
pable of performing military service with fe 
sick calls or hospitalizations. 


CASE HISTORIES OF INADEQUATE SOLDIERS 


These brief histories illustrate that in 
tees who make many medical complain 
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pre-induction examination may perform in- 
adequately during military training. 


I.M., Camp Chaffee, Ark., had 94 yes responses 
on the CMI. He was in service for 102 days, during 
which he was hospitalized for 35 days, had 5 sick 
calls, was absent 9 days without leave, was convicted 
by court-martial, and was finally discharged for a 
psychiatric disturbance. Obviously, this man was 
unsuited for service, as may have been suspected 
from the large number of complaints on his CMI. 

D.J.G., Camp Gordon, Ga., had 110 complaints on 
the CMI, one of which was that he had had a nerv- 
ous breakdown. In the first 4 months of service, he 
was absent without leave for 30 days, for which he 
was convicted by court-martial. Even if, because of 
poor morale, this man falsified his responses on the 
questionnaire, his later career as a soldier demon- 
strated the same poor morale and unwillingness to 
perform his duties. 

L.R., Fort Lee, Va., had 120 yes responses on the 
CMI. In the first 4 months of service, he had 10 
sick calls and was absent 5 days without leave. Fol- 
lowing his absence without leave, he was referred to 
a psychiatrist who noted: ‘This man has a passive 
dependent reaction, and will get sicker if retained. 
Recommend separation under AR 615-369. Reha- 
bilitative measures will not benefit soldier or mili- 
tary service, since he cannot possibly function.” The 
CMI, as a screening device, might have suggested 
this conclusion at pre-induction examination. 

ILC., Fort Dix, N. J., had 75 yes responses on the 
CMI. Immediately after his training period, he was 
discharged for unsuitability under Ar 615-369. The 
Army, which obtained no service from this soldier, 
would have been spared the effort and expense of 
training him had he been rejected at the induction 
station, 

M.K., Fort Eustis, Va., had 63 yes responses on 
the CMI, including a history of a nervous break- 
down, Six days after induction, he was hospitalized 
with a diagnosis of “anxiety state.” After a hospital 
Stay of 60 days, he was returned to duty awaiting 
discharge from the Army. This man, a burden on 
the Medical Corps and probably subsequently on the 
Veterans Administration, was incapable of render- 
ing effective military service, as the large number of 
complaints on the CMI suggested. 


CoMMENTS 


It is, of course, easier to judge if a man has 
à neurosis than it is to predict whether his 
neurosis will incapacitate him for military 
Service. The value of the Cornell Medical 
Index-Health Questionnaire as a psychiatric 
Screening device was therefore assessed 
against the test of actual service and not 
Solely against psychiatric diagnoses. 
This study was suggested by the observa- 
ions made in World War II that soldiers de- 
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veloping psychiatric incapacities usually had 
many medical complaints, and, in addition, 
gave a history of having had similar com- 
plaints in civilian life. It was hypothesized 
that men who would later be incapacitated in 
service could be identified at pre-induction 
examination by their large number of medi- 
cal complaints. 

The evidence does show that the number 
of complaints on the CMI can serve as a 
measure of prediction of psychosomatic and 
psychiatric disabilities in military service. The 
number and kind of medical complaints an 
individual reports on the CMI is his self- 
evaluation. Men with many medical com- 
plaints believe themselves sick; this study 
suggests that such men, if inducted, serve 
like sick people. 

Those rejected for service by induction 
psychiatrists also report themselves as sick 
people. Men rejected for medical rather than 
psychiatric disorders, however, generally do 
not think of themselves as sick. In spite of 
their organic disturbances, they make few 
complaints on the CMI, except for those re- 
lating to the organ system of their structural 
disorders. A large number of complaints on 
the CMI would seem to be indicative of psy- 
chiatric and psychosomatic rather than struc- 
tural disorders. 

Although clinical evaluation of the data on 
the CMI is a more discriminating technique 
for psychiatric diagnosis than is scoring the 
number of yes responses (3), counting the yes 
responses is independent of varying skills of 
different interpreters, and a speedy and use- 
ful measure at induction stations. The CMI 
is most effective when used together with 
psychiatric interview ; it calls immediate at- 
tention to crucial items of history that require 
further investigation. 

A common objection raised to medical 
questionnaires is that a man who wants to be 
rejected for military service can easily fal- 
sity by claiming many symptoms. In World 
War II, however, inductees were found to be 
as honest and accurate with a printed medical 
questionnaire as in oral interview. As indi- 
cated above, men with many yes responses on 
the CMI, even if the yes responses are due to 
poor morale, later are likely to be inadequate 
soldiers. 


40 PREDICTION OF PSYCHIATRIC DISABILITIES IN ARMY TRAINING 


SUMMARY 


Data were collected with a medical ques- 
tionnaire, the Cornell Medical Index-Health 
Questionnaire, from men undergoing prein- 
duction examination. Analyses of these data 
suggest that the Health Questionnaire is a 
suitable instrument for identifying many of 
the men who will later serve inadequately 
during the first 4 months of army training. 
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DISCUSSION 


RurH Torman, Px. D. (Los Angeles, Calif.).— 
The authors of this study are to be congratulated 
on the wisdom and good fortune of having all mem- 
bers of the selected groups judged in actual test of 
service, In reviewing attempts to validate selection 
procedures, I always look back on our difficulties in 
0.5.5. There the low end of the scale was lost en- 
tirely for study, since those judged to be poor risks 
Were never sent overseas and hence were never sub- 
jected to the test of service. If they had been sent, 
perhaps our predictive judgments would have proved 
to be much worse than we thought they were. 

_ l have compared the authors' findings for phys- 
ical rejects with those of a group of 63 patients with 
pulmonary disorders at a local VA hospital who 
were given the CMI. Of these patients 5 were tu- 
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berculous, the others were suffering from pneu- 
monia, pulmonary cysts, neoplastic conditions, bron- 
chiectasis, asthma, etc. The mean number of yes 
responses reported for the physical rejects in this 
paper was 18.8. Our pulmonary patients gave yes 
scores with a mean of 35.5. In this group the scores 
are also higher than in a sample of New York Hos- 
pital patients reported elsewhere and about the same 
as in New York Hospital neurotic patients. 

To all of these 63 patients with pulmonary diffi- 
culties, the MMPI was also administered. I was in- 
terested in examining the CMI scores in relation to 
the hypochondriasis scale. In those patients high 
(above 70) on the hypochondriasis scale of the 
MMPI, the average number of yes responses was 
47.2. The number is not disproportionately high on 
the psychological questions but on the medical ones, 
when compared with patients who are not high on 
the hypochondriasis scale. This finding is consistent 
with expectation and with the results reported by 
the authors of this study. 

The only diagnosed chronic schizophrenic of our 
pulmonary group had a total score of 1. We felt 
that there were some suggestions in our data that 
psychotics tended not to give a large number of yes 
responses, while neurotic patients did. But this im- 
pression, if it were confirmed by examination of a 
larger number of records, would be at variance with 
the authors’ findings. 

It would have been of interest to know if the yes 
responses on the last page of the test—t.e., to ques- 
tions on moods, feelings, attitudes, etc.—were sig- 
nificantly higher among the psychiatric rejects than 
among those rejected for physical reasons, ог if the 
difference were only in total scores. We found that 
in our group of pulmonary patients there tends to be 
a close association between high scores in the pul- 
monary area of the test and high over-all yes scores. 
Perhaps the same situation obtains among psy: pi 
atric patients in regard to psychological scores. е 
authors say elsewhere that a score of more taa 
or 3 on this page usually indicates psychologica 
disturbance, We found in the pulmonary group 
30 of the 63 patients, or 48% had more than 3 ye 
responses on this part of the test. s 

The authors comment: “Меп with many yes T : 
sponses on the CMI, even if the yes responses 41 
due to poor morale, later are likely to be poor fich 
diers.” This was exactly the kind of problem W iK b 
bedevilled all of us who were helping local Po 
in selection during the first years of the draft. dat 
it was related to illiteracy. We were convince i 
if the individual was motivated to malinger, Ted A 
not motivated to be a good soldier. The СМІ ш 
pears to be a very helpful instrument for detect 
these potentially poor soldiers. 


THE TREATMENT OF PSYCHOTIC COMPLICATIONS OF 
PORPHYRIA WITH ELECTROSHOCK 


FREDERICK LEMERE, M. D. $клттив, WasH. 


That porphyria may be complicated by 
acute psychotic disturbances has become well 
known. In 1949, Levy and Perry(1) re- 
ported а case of porphyria with psychosis. 
Pentamethylentetrazol (metrazol R) and 
electroshock treatments were tried but found 
ineffective. In 1951, Oltman and Friedman 
(2) reported a case in which electroshock 
treatments relieved the psychotic symptoms 
in a patient with porphyria. Freeman and 
Kolb(3) also reported a case in 1951 in 
which the psychotic symptoms persisted after 
the urinary porphyrins became negative. Six 
electroshock treatments brought the patient’s 
mental condition back to normal. 

The following 2 cases are reported because 
electroshock treatments were life-saving and 
might be again in similar circumstances. 


Case REPORTS 


Case I.—This 40-year-old housewife, first seen in 
1947, had suffered from intermittent severe pains 
in the abdomen and extremities for 12 years. She 
was placed in a general hospital for observation but 
became so emotionally upset and irrational that she 
had to be transferred to a private sanitarium. She 
was given 2 weeks of insulin shock and 6 electro- 
shock treatments with recovery from her mental 
condition and considerable lessening of her pain. 

Two months later she had to be rehospitalized. 
She had withdrawn to her bed and lay there with 
the shades drawn and a pillow over her head. She 
refused to eat or talk to anyone for a week, and was 
Obviously suffering from severe abdominal distress. 
Three electroshock treatments brought her com- 
pletely out of her mental relapse. A tentative diag- 
nosis of schizophrenia was made because of the 
withdrawal and regression during the acute attacks 
of mental illness, 

_ During 1948, she was treated in the office with va- 
tious medications for relief of pain. It was suspected 
ii 1949 that she might have porphyria. She gave а 

istory of dark red urine at times, especially during 
aE Denon A urinalysis during a period of rela- 
us remission showed coproporphyrin strongly posi- 

ive, uroporphyrin negative, and porphobilinogen 
slightly positive. 
A 1949, she again withdrew and refused to eat. 

wo electroshock treatments brought about an im- 
mediate recovery and these symptoms have not re- 
eon the Department of Psychiatry, University 

ashington School of Medicine. 


curred to date. A urinalysis during this flare-up 
showed strongly positive porphobilinogen, but it be- 
came only slightly positive aíter the electroshock 
treatment. 

Case II.—This 36-year-old, white, housewife was 
first seen in consultation in а general hospital in 
August, 1948. At that time, she was writhing in 
pain and crying out that she wished to kill herself 
because of severe abdominal cramps. Because of her 
acutely disturbed mental condition, she was trans- 
ferred to a private psychiatric sanitarium. 

At the sanitarium, she continued to be psychotic 
and was rapidly losing strength because of refusal 
to eat and exhaustion. She was given 2 electroshock 
treatments with marked improvement in her mental 
condition and was discharged home. While in the 
sanitarium, the nurse noticed that her urine was a 
brick-red color. Laboratory examination showed it 
to be strongly positive for coproporphyrin, slightly 
positive for uroporphyrin, strongly positive for por- 
phobilinogen, and a diagnosis of porphyria was 
made. 

Her history revealed 4 operations for abdominal 
pain and years of emotional instability. After her 
discharge she continued to have numbness and pare- 
sis of the extremities, spells of severe respiratory 
weakness, abdominal pains, and emotional insta- 
bility. These pains became so severe that she was 
placed on methadone which she took regularly until 
January 1953. At this time, she was beginning to 
abuse the prescribed routine of medication; her ad- 
diction became evident and she was taken off metha- 
done in spite of the fact that it gave her considerable 
relief from pain. 

She was placed in a sanitarium and the methadone 
gradually withdrawn. A urinalysis showed por- 
phobilinogen to be strongly positive. The pain in 
her abdomen became unbearable and she became ir- 
rational, delirious, and attempted suicide. Four elec- 
troshock treatments corrected her mental condition 
and seemed to reduce the pains to the point of toler- 
ance. She was able to return home and although she 
still has a great deal of pain and weakness of her 
extremities at times, she has taken no more drugs. 
Her urinary porphobilinogen has remained moder- 
ately positive. 


Discussion 


Why electroshock treatments should clear 
up the mental complications of porphyria is 
not clear. In my opinion, the effect is proba- 
bly not specific but rather caused by general 
stimulation of the defense mechanisms of the 
body. Electroshock tfeatments have been 
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found helpful in other organic mental condi- 
tions such as paresis and sometimes in the 
mental disturbances following a cerebral vas- 
cular accident. 

The associated partial relief, induced by 
electroshock, of the acute pains of porphyria 
is probably due to the restoration of mental 
balance and control over central appreciation 
of pain rather than an effect on the peripheral 
neuropathy of this disease. 

Intravenous procaine has been reported 
beneficial in acute attacks of porphyria. I 
have not had an opportunity to try procaine 
in cases complicated by psychoses to see 
whether or not this would be as effective as 
electroshock. 


SUMMARY 


Two cases of psychoses complicating por- 
phyria are reported. Electroshock was effec- 
tive in both cases in producing an immediate 
remission of the mental symptoms whenever 
they reoccurred. 
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PARANOID PSYCHOSES ASSOCIATED WITH 
AMPHETAMINE USAGE 


A CumicaL Nore 
A. H. CHAPMAN, M.D., Kansas Сит, Mo. 


From time to time in the medical literature 
reports have appeared of psychotic episodes 
associated with the use of amphetamine 
(benzedrine) and its derivatives. In 1938 
Young and Scoville(1) reported 3 paranoid 
episodes in patients with narcolepsy who had 
been taking amphetamine for an extended pe- 
riod. In one of their cases the psychosis be- 
came chronic, another showed no signs of im- 
provement over a 5-week observation period, 
and the third case presented a paranoid epi- 
sode of only a few days duration, These au- 
thors felt that amphetamine represented a 
significant danger in patients who were pre- 
disposed to paranoid thinking, and that am- 
phetamine could in such persons precipitate 
an acute or chronic paranoid psychosis. 

Since then occasional reports of paranoid 
episodes associated with the use of amphet- 
amine, dexedrine, or closely related drugs ap- 
peared. Von Nandelstadh(2) reported 3 
acute paranoid psychoses resulting from ben- 
zedrine usage, and referred to reports of 19 
similar cases. Similar case reports of para- 
noid psychoses due to amphetamine have 
been made by Schneck(3), O’Flanagan and 
Taylor(4), Monroe and Drell(5), Norman 
and Shea(6), Wallis, et al.(7), and others 
(8,9). These reports have dealt mainly with 
acute paranoid episodes which tended to sub- 
side after several days when the drug was 
withdrawn. However, in many of these re- 
ports it is not clear whether the process be- 
came chronic and what was the eventual out- 
come. Thus it would appear that amphetamine 
and related compounds can precipitate acute 
psychotic episodes with dominant paranoid 
features, but it is often difficult to say whether 
the misuse of amphetamine is symptomatic of 
an incipient psychosis or precipitated the psy- 
chosis in an emotionally unstable person. 

It has been suggested(1) that amphet- 
amine compounds, by inducing a state of 
distractible alertness, facilitate feelings of 
Personal reference from the environment, 
and thus precipitate paranoid episodes in 


emotionally predisposed persons; whether 
the episode is transitory or becomes chronic 
would depend on the severity of the prepsy- 
chotic tendency toward paranoid, projective 
processes. 

The author has observed 2 cases in which 
chronic paranoid psychoses occurred in asso- 
ciation with prolonged or excessive use of 
amphetamine compounds, and in which it 
was felt that the amphetamine played a caus- 
ative role. 


Case Reports 


V. N., a 32-year-old, white, married male was ad- 
mitted to the hospital with a chief complaint that 
his thinking was being controlled by a variety of 
persons through mental telepathy. Several months 
prior to entry to the hospital the patient had begun 
to experience auditory hallucinations of an accusa- 
tory nature and he had developed an elaborate sys- 
tem of paranoid delusions, He felt that a large num- 
ber of his acquaintances were talking about him, 
plotting ill-defined misdeeds toward him, and schem- 
ing to control his mind. For a time he remained at 
home under family care until the persistence of his 
disturbance caused the family to seek his admission 
to the hospital. 

At the time of admission the patient had been tak- 
ing benzedrine medication for approximately 4 
years. He was discharged from military service in 
1945, with a diagnosis of narcolepsy and a 30% dis- 
ability. He was put on medication, however, only 
at a later time on re-examination for his pension 
status, and thereafter took between 10 and 30 milli- 
grams of benzedrine each day. There had been 
varying amounts of desoxyephedrine sulfate also. 
The narcolepsy would appear to haye begun in early 
adolescence, apparently after a severe infectious ill- 
ness involving the upper respiratory tract. 

The patient’s prepsychotic personality is described 
as that of a studious, pleasant, quiet individual who 
had made an adequate and emotionally satisfactory 
social and marital adjustment prior to the onset of 
his illness. 

On admission he showed a certain amount of with- 
drawal. He was somewhat suspicious, but talked 
with a clear sensorium about his elaborate system 
of paranoid delusions. Auditory hallucinations had 
been present, but were not then a prominent feature. 
On a prolonged period of observation and conserva- 
tive psychiatric management the patient showed no 
improvement. A course of 22 electric shock treat- 
ments was given. The patiént went through a pe- 
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riod of confusion and recent memory loss much 
more marked than is usually seen with electroshock 
therapy. As the patient emerged from this period 
he was given limited supportive psychotherapy. He 
made a complete recovery and after a 6-week period 
of observation was discharged on trial visit. His 
affect was good, he socialized well, and the paranoid 
and hallucinatory experiences had cleared. He looked 
back on his previous symptoms as an illness from 
which he had recovered. The patient and his family 
were quite emphatic in their belief that the benze- 
drine had played a significant role in the precipita- 
tion of his illness and the patient preferred to en- 
dure his mild narcolepsy rather than go back on 
medication. He maintained his improvement during 
a 2-month observation period. 


S. W., a 39-year-old, white, single male was ad- 
mitted to the hospital with a chief complaint that a 
number of persons were plotting against him. Ap- 
proximately 4 months before admission the patient 
on his own initiative had begun to take large 
amounts of amphetamine, and during these 4 months 
had taken up to 90 milligrams a day. During this 
period he was working long hours and intensely on 
business matters, and used the increasing quantities 
of amphetamine as a stimulant. Two months before 
admission the patient had begun to develop an elabo- 
rate system of paranoid delusions. He felt that a 
number of his acquaintances and friends were plot- 
ting against him to damage his business interests. 
He felt that they had hired people to follow him, 
and possibly eventually to kill him. 

On admission the patient was a pleasant, though 
suspicious, somewhat tense man who would talk 
freely of his persecutory delusions. His sensorium 
was clear, there were no hallucinations and his in- 
telligence was unimpaired. His affect was colored 
by a minimal amount of tension and irritability, but 
on the whole it was not essentially outside normal 
limits. He accepted hospitalization as the final step 
in the schemes of his malefactors. 

The patient's prepsychotic personality was that of 
а hard working, sensitive, isolated, intelligent per- 
son who made few friends. He showed a distinct 
tendency to project on others his own shortcomings 
and unacceptable feelings, producing a persistent 
mild paranoid trend. Earlier in life he had used al- 
cohol excessively and one episode of delirium tre- 
mens was characterized by florid paranoid delusions, 
However, it was reliably determined that he had 
not drunk at all for one year before this current hos- 
pitalization, and had not tised alcohol excessively for 
at least 2 years. The patient had received psychi- 
atric help for his alcoholism and had been able to 
make an adequate emotional, interpersonal and so- 
cial adjustment without alcohol for at least 2 years 
prior to the onset of this psychotic episode. 

During a 2-month period of psychiatric observa- 
tion and conservative management the patient’s psy- 
chotic condition remained essentially unchanged. It 
is felt that in this case amphetamine had been an 
important agent in precipitating a psychosis in a 
patient who was emotionally predisposed to para- 
noid thinking. 
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Discussion 


Discussions of the mode of action of am- 
phetamine in producing paranoid psychoses 
have considered both toxic effects on cerebral 
functions and the psychologic effects of a 
drug which produces an increased alertness 
to stimuli from the environment. 

Himwich(ro) refers to observed findings 
of (1) lowered cerebral blood flow, (2) 
lowered cerebral metabolic rate, and (3) re- 
versal of the inhibitory action of some amines 
on oxygen intake, the latter being effected by 
the affinity of amphetamine for amine oxi- 
dase. The latter observed action is at some 
apparent variance with the reported lowered 
cerebral metabolic rate, but the various ob- 
servations indicate that amphetamine can 
produce altered cerebral physiology which 
Himwich refers to as toxic in nature. 

Young and Scoville(1) felt that the mode 
of operation was by the production by the 
drug of a state of increased distractible alert- 
ness. This, they felt, had led to ideas of ref- 
erence and misinterpretation of the environ- 
ment which precipitated a paranoid psychosis 
їп а patient who had showed a latent paranoid 
trend but who would not have become psy- 
chotic had he not used the drug. 

It would appear most probable that the 
precipitation of the psychosis is due to a com- 
bination of these factors. Whether the psy- 
chosis would develop as an acute or chronic 
process would depend on the basic person- 
ality of the patient, one with a lesser degree 
of basic personality difficulty would probably 
have an acute, transitory paranoid psychosis, 
while one who strongly tended to the use of 
projection as a defensive measure woul 
likely to exhibit a prolonged paranoid process. 
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THE SENSE OF TIME AND ITS RELATION TO 
PSYCHIATRIC ILLNESS : 


FRANKLIN S. DuBOIS, M.D., New Canaan, Conn.? 


Although usually defined as measured du- 
ration (Webster), time is really a concept that 
can be considered from the philosophical(1), 
biological (2), physiological (3), physical(4), 
or psychological(5) viewpoint. This paper is 
a study of the psychological aspect of time 
and is based on clinical observation of several 
hundred psychiatric patients of many diag- 
nostic types. The conclusions drawn are cor- 
related with the findings of other authors and 
are formulated in an hypothesis that suggests 
a significant role for the sense of time in the 
motivation of human behayior. 


HISTORICAL 


It is probable that man’s first ideas about 
time were philosophical, antedating the in- 
vention of even the crudest instruments of 
measurement, and that time was thought of 
as a continuous stream extending from the 
limited known into the infinite unknown. In 
the beginning the “Logos” included time with 
law and order apparent in the movement of 
the sun, moon, and stars, in the rhythmic re- 
currence of day and night and in the succes- 
sion of the seasons. Science, as such, was 
unknown and time was considered the respon- 
sibility of nature or the gods. Very likely in 
this prehistoric period there was some dim 
appreciation of бте as a life span, with ac- 
ceptance of biological time from birth to 
death as common to all human beings. But as 
philosophy evolved, the contemplation of time 
as a continuous and unending process de- 
veloped and ultimately crystallized into a 
generally accepted religious belief that life on 
earth was a period of preparation for immor- 
tality. In life after death man would be 
happy or unhappy according to his relation- 
ship with the supreme power or deity. 

However, the invention of timepieces 


1 Presented in part at the annual meeting of the 
Southern Psychiatric Association, Bio Miss. 
Oct. 4-6, 1953, and in full at a meeting of The 
Vidonian Club, New York City, Oct. 31, 1953. 

? Associate Medical Director, Silver Hill Founda- 
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‚ the time meridian of longitude. Т 


“changed the general direction of hum 
terest from heaven to the world” (6), 
dials, water clocks, hourglasses, а: 
simple instruments for measuring 
shifted the focus from eternity to the 
of the day. Somewhat later these. 
timepieces were superseded 
(cloches) which marked the hour of 
in monasteries. Thus the first regul 
vals for specific happenings were d 
For centuries after metal came int 
everyone depended upon ecclesiastica 
or watchmen for knowledge of time. 
ally kings and men of wealth acquired) 
and uncertain individual clocks then 
watches that were exquisitely cai 
bejeweled but so erratic and inaccural 
they were regarded as ornaments rathe 
actual timepieces. Much later, with inet 
knowledge of astronomy and mathemg 
was found that the most accurate me 
ment of time was obtainable from 
the movement of the heavenly bod 
centuries went by before there was a 
of a universal standard time, At an 
tional conference in Washington, 

1884, most of the nations in the 4 
adopted time reckoned from Greenwicl 


physical time measurement which avé 
normal persons accept today—an OD 
standard of time—the measured düt 
upon which they depend and by whig 
regulate their daily and hourly activities 


THE SENSE OF TIME 


This physical or objective time "in^ 
one moment possesses the same valo 
any other"(7) is to be clearly differel 
from psychological or subjective tim 
which the semse of duration is the 
guishing feature. The latter is “а 
immediately experienced in oursely 
and is one of the more fundamental fa 
of the psyche. Such an awareness ОЁ 
not inherent but is acquired by learning 
ultimately becomes an integral part © 
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personality. The new born child has no sense 
of duration (9), he develops a subjective ap- 
preciation of time. This developmental proc- 
ess has been studied extensively by Gesell and 
Ilg(10) who point out that as in all growth 
processes there are individual differences, but 
there is a uniformity in the development of 
the perception of time that may be considered 
a norm. They stress the fact that "percep- 
tions of time . . . values are so complex that 
it will literally take the child years to perfect 
them" and that the sense of time grows "with 
experience, and with the advancing maturity 
of his sensory, motor and correlating nerve 
cells." In reporting on their detailed observa- 
tions Gesell and Ilg state that 

When a child is 18 months old he begins to grasp 
the meaning of "now." Not until he is two years 
old or older does he comprehend "soon." He is 
learning to "wait." There is little use in telling 
younger children to wait, in order to delay their re- 


actions. . . . The 3-year-old begins to use the sig- 
nificant word "when." . . . He also uses the word 
“today.” . . . Somewhat later he uses the word "to- 
morrow.” "Yesterday" comes later still, . . . Time 


words like “morning,” “afternoon,” "Tuesday," 
week," "two o'clock," “year” emerge in the child's 
Speech as he matures. . . . They are used in con- 
crete situations long before they are used in ab- 
Stract notions. . .. There is much dramatic pre- 
tense of telling of time from a toy wrist watch at 
four years of age; but a child may be 6 years old 
xfore he can make a discriminating verbal distinc- 
tion between morning and afternoon. 

At six years[11] he takes a new type of interest 
in the ages of the young and the old, and in the 
babyhood of his mother. This is more than a per- 
ception of duration. It is the beginning of apprecia- 
tion of а time cycle,—a higher order of insight, а 
more philosophic outlook. At seven years he not 
only tells time by the clock, but is interested in time 
jn lules—a cultural kind of time. At eight years 

ikes to consult the schedules as they are posted 
е bulletin board, He is getting time bearings in 
hi stricted province, But he is still color blind for 
"storie time. For all he knows, George Washington 
1 mentioned in the Bible. 
E ten years, however, the child is better oriented 

d respect to historic time, and he is yet more pre- 
tiie oriented to local community time, life cycle 
үч hess personal time. ... He knows the date; 
ау of the week; the exact minute of the next 

ogram on the radio, . 
es other words, he is approaching adult- 
Фа and an abstract concept of time(12) al- 
di his sense of time is not fully developed 

е age of 14 years(13). 

i us one finds excellent scientific report- 
9n the behavioristic level. But what hap- 
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pens within the organism while it is formu- 
lating an understanding of time? How, 
psychodynamically and otherwise, does the 
sense of duration develop ? 

Certainly constitution cannot be ignored in 
considering psychological time. Individuals 
are biologically different from birth. Even 
while the baby is in the crib, differences are 
readily apparent: one child may be energetic, 
vivacious and little concerned with sleep 
while another is lacking in energy, listless, 
and requires a great deal of rest(14). It 
seems likely that basic organic structure plays 
a significant role throughout the individual's 
life with rate of energy expenditure being 
closely correlated with time sense. Thus we 
have the alert, energetic, and perhaps chron- 
ically hypomanic individual who: never has 
enough time to complete his interminable 
activities or, conversely, the tired, laconic, 
schizoid who just sits and thinks with no real- 
istic appreciation of time, In broad perspec- 
tive these persons would seem to be primarily 
motivated by constitution. In addition, they 
and all others may be influenced by what Mer- 
loo(15) terms “ап inner clock" which is said 
to differentiate inner or subjective time from 
outer or world time, a concept not unlike that 
brought forward by Hoagland (16), who de- 
scribes a "chemical clock” which helps to 
evaluate items of duration and is modified by 
body temperature and sensorimotor activity. 
But these inherent elements of the organism 
are not the only forces that account for the 
sense of time. Psychodynamic factors play 
an important part in its formulation, 


PSYCHODYNAMICS 


The native biologic clay of consciousness is 
molded by psychological processes from the 
time of birth. Freud(17) regards the uncon- 
scious as timeless, citing dreams with the con- 
solidation of hours of time into a few min- 
utes’ duration, with past, present, and a 
wished-for future indiscriminately accepted 
by the dreamer as real. Similar to the dreams: 
of the individual, he points out that the myths 
of the race disregard an actual time element. 
On the other hand, Scott(18) states his dis- 
belief in the timelessness of the unconscious 
while Schneider(19) holds that the uncon- 
scious has a time, but that this is a space-time 
as contrasted with the chronologic time of the 
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conscious mind, One can conjecture that time 
is the first contact of the infant’s conscious- 
ness with reality and that time is almost, if 
not actually, synonymous with reality. This 
surmise is based upon the generally accepted 
belief that at birth an infant is completely 
egocentric(20) and with no sense of time 
whatever, He recognizes nothing but himself 
and time means nothing to him. The world is 
his and the actions of every thing and every 
person about him are interpreted purely in 
terms of self. Gradually a differentiation of 
self from environment begins to take place. 
His egoistic drives begin to be restricted and 
the restraints are largely the result of time 
encroaching upon his domain. Originally all 
basic needs and desires have free and unin- 
hibited expression. He is fed frequently and 
regularly ; there are no limitations or respon- 
sibilities—in short, no discomfort. But as he 
grows, discomfort creeps in. It first appears 
with the increasing intervals between his pe- 
riods of nursing(21) : he learns that there is 
a time when he eats and a time when he does 
not. Gradually and inexorably more things 
are added that infringe upon his egocentricity 
and frustrate his basic drives; the inevitable 
requirements of the environment bring about 
the process of growing up. All of these re- 
quirements not only are related to time but 
also are directly the result of his being in the 
presence of authoritarian figures, usually his 
parents. Consequently, as the individual 
grows and begins to face reality, he comes to 
feel and believe that present time or now is 
synonymous with authority. Authority says 
it is time to get ир, authority says it is time 
to go to bed, time to eat, time to sleep, and 
time to do a variety of other things. Thus 
time, equated in consciousness with authority, 
is intimately associated with frustrations of 
the subjective urges of the individual and 
represents an invasion of his desires. It might 
be said that the pleasure principle of infancy 
is equivalent to omnipotence, while with the 
recognition of time there is a facing of re- 
ality(22). Infantile omnipotence gradually 
must be given up as the ordinary demands of 
life are met by a standard of time integrated 
with the general growth process. If the frus- 
trations and limitations by time in the form 
of authority are sympathetically and under- 


standingly directed, the individual achieves а 
proper sense of duration in maturity. He ac- 
cepts time as a privilege, not a menace, and 
takes it at its true value and uses it intelli- 


gently, an attitude and process that give 0 | 


an adult a sense of proportion as to the rela- 
tive significance of his daily activities and the 
objectives towards which he is striving. Basi- 
cally, such a person has learned to wait with- 
out undue distress; he can view time objec- 
tively and live in terms of “the Reality 
Principle” (23), a distinguishing mark of the 
well-integrated and emotionally adjusted 
adult. 
But even though the comfortably adjusted 
person has learned to view time objectively, 
his appreciation of duration is continually 
changing. Seconds, minutes, hours, days, 
months and years move with precise regu- 
larity, but to the individual time is never ab- 
solute. It is modified by the flux of thought 
and feeling. The ever-changing present 
brings about an ever-changing emotional 
stream and thus an ever-changing apprecta- 
tion of time and reality. Long before emo- 
tions were defined this concept was generally 
known. Pliny the Younger said in Letter 
VII: *The happier the time, the faster it 
goes.” And today one feels the paradox 
rapidly passing days and slowly dragging 
years in youth and their opposites in old age 
Thoughtful persons know, however, that 
these interpretations of time are not valid, but 
the result of their own changing attitudes) 
they realize that the subjective sense 0 ue 
passage of time depends primarily on the i 
dividual’s state of comfort or discomfort 
Furthermore, a diversity of human nature 
plays a part in every personalized account SE 
time(24) ; lifelong training and habits jo 
dition emotions in such a way that the present 
is differently invested with feeling and " 
ferently appreciated by different individua? 
Thus, in the normal but compulsively ш Ti { 
personality one finds tension activity 207 ^. 
“so little time | 
L metict 
Пу dis- 
posed character tardiness, carelessness, 20 


extravagance are apparent. Both in 
are oriented to time as mature adults у 
senses of duration differ. 
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PSYCHOPATHOLOGY 


There are, however, some persons who are 
disoriented as to objective standard time. 
Their reckoning is based upon a subjective or 
psychological interpretation of time peculiar 
to the individual, not determined by fact and 
a matter of common acceptance, but by an 
emotionally disturbed time sense, a psycho- 
pathological time sense, or a time agnosia 
which handicaps their fitting into the normal 
mores and cultural patterns of the society in 
which they live. Seldom can such persons see 
that it is not time per se, but they themselves 
who are at fault. 

This time agnosia may be an outstanding 
symptom in the psychoses and to a lesser de- 
gree in the neuroses where it may operate as 
one of the manifestations of personality dis- 
order, It is well known that organic reactions 
may markedly disturb the time sense. Head 
injury (2 5), electroshock(26), mental defi- 
ciency (27), cerebral arteriosclerosis(13), se- 
nile dementia(28), alcohol(29, 30), drugs 
(31), fever(32), or any physiologically nox- 
ious process or agent disturbs the rhythm of 
sensorial impressions and interpretations and 
brings about a total or partial loss of the ap- 
preciation of time. These phenomena are 
rather easily understood because there is a 

distortion of time as related to memory” 
(33). But what are the forces that bring 
about a complete or incomplete time agnosia 
in the so-called functional mental illnesses? 
What are the factors that lead an individual 
toward a world of his own in which time ex- 
ists only in accordance with his own feeling 
tone, emotions, or mood ? 

The answers to these queries would seem 
to lie in an understanding of disturbances that 
may take place in the psychodynamisms of 
the developing sense of time. If, as noted 
previously, the frustrations and limitations of 
the basic desires and urges of the infant are 
sympathetically directed by time in the guise 
of authority, the individual achieves a sound 
ries of duration in maturity. If, however, 
ie parents or parent surrogates are arbi- 
E y interfering, and critical and fail to co- 
ук with the growing child’s needs in a 
E RD way, an unwholesome and handi- 
Erud time Sense results. Such emotional 
Sk atization “sets the stage for later neu- 

їз to develop” (34). Rebellion against au- 


e 


thority symbolized in time occurs and gives 
rise to neurotic or psychotic manifestations 
of unconsciously motivated escapism and 
regression. 

Rebellion against time in neurotic condi- 
tions is both obvious and impressive. Al- 
though the revolt is variously and variably 
expressed in symptoms, an act of aggression 
against the parent figure(15) that enforced 
the concept of time reality upon the individ- 
ual is regularly present. Overt rebellion 
against time, а tangible item in the present, 
is actually a covert attack on an authoritarian 
figure of the past. Thus the frequently mani- 
fest neuroticism of killing time is in truth ag- 
gression against the parent. All neurotics 
rebel against present time or now. They con- 
stantly try to avoid time, particularly the 
present, by denying it or by using sleep, day- 
dreams, fantasies, or intoxication with drugs 
or alcohol(15) as a means of avoiding the 
reality of time. 

Furthermore, the abnormal personality 
may be rebelling not only against the parent 
but against a part of his own character, Dur- 
ing the period of growth, the authority of 
time is gradually assumed by the developing, 
purposeful, directive part of the personality. 
Ultimately, the individual completely incor- 
porates the authority within himself. If his 
basic urges are in harmony with this au- 
thority, time proves to be one of the effective 
ways in which the ego maintains contact with 
the environment(35) and the personality 
functions efficiently. If, however, the drives 
are resentful of an overstrict authority, con- 
flict ensues between drives and conscience 
and the anxiety that results expresses itself 
in symptoms, For the most part these symp- 
toms are dedicated to rationalizing or lying 
to the individual’s own authoritarianism as to 
why he is wasting time in the present. Witness 
the patient in a depression who states that 
since things have been so bad in the past and 
the road into the future is blocked(36, 37), 
there is no reason to do anything in the pres- 
ent. Accordingly, he resorts to obsessive 
brooding or actually brings the personality to 
a standstill in a stupor. Or note the psycho- 
path who seems totally to lack a sense of time 
(38), or the schizophrenic’s denial of the ex- 
istence of time, with the delusion that time 
has stopped(18, 39) and correlated fantasies 
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of sufficient intensity to create a present of 
his own. Or, finally, listen to the laments of 
the neurotic: if he could just be freed of his 
symptoms, he could do something now. If he 
did not have abdominal discomfort, he could 
do his job now. If he was not preoccupied 
with obsessive thoughts, he would be able to 
carry on his profession now. If he could get 
some good sleep, he would not be so tired 
now. If people would just let him alone and 
not be critical, he could think more clearly 
now. All of these symptoms are projections 
and preoccupations formulated to justify his 
denial of the present—now—to the authori- 
tarian purposeful portion of this personality, 
because he is not permitted by his own con- 
science to give free expression to his instinc- 
tive, pleasure-bent, discomfort-avoiding 
drives. 


CONCLUSIONS 


"These psychotic and neurotic symptoms in- 
dicate a failure of the individual to function 
asa mature adult because of a defective sense 
of time that is unconsciously equated with a 
disturbed reaction to authority. They are due 
to unfortunate early interpersonal relation- 
ships that later motivate failure in social ad- 
aptation in a culture which accepts a common 
denominator of time. The person thus handi- 
capped blocks himself from effective action. 
He cannot live in reality in terms of satisfy- 
ing performance; his conflicts are too great. 
If, however, there has been a wholesome re- 
lationship with parents and a normal develop- 
ment of the time sense, he can function in an 
unfettered fashion, Such an emotionally 
healthy adult experiences the present har- 
moniously as a bridge between a pleasant past 
and a hopeful future with its opportunities 
for accomplishment. “Не has attained the 
balance that results when feeling, thinking 
and acting are in harmony with both con- 
science and society" (до). He views time ob- 
jectively and shapes his ambitions accord- 
ingly. He does not “kill time” in any way, 
because he has a purpose(41), a purpose that 
initiates action to make his life significant in 
terms of service to others. 


SuMMARY 


In a study of time from the psychological 
viewpoint the development, personal varia- 


tion, psychodynamics, and psychopathology 
of the sense of time are considered. On the 
basis of the evidence presented the suggestion 
is made that a normal sense of time aids in 
successful adjustment while a disturbed sense 
of time may induce symptoms of psychop- 
athy, psychosis, or neurosis. It is hoped that 
others will test this hypothesis. 
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CONTAMINANTS OF PERMISSIVENESS IN HOSPITAL CARE 
RICHARD V. FREEMAN, М. D, Los ANGELES, CALIF. 


In mental hospitals problems about permis- 
siveness constantly arise. Often the state hos- 
pital is criticized for lack of permissiveness, 
while other hospitals may become the target 
because of excessive permissiveness. My 
thesis is that permissiveness is a basically 
sound principle in the treatment of patients in 
the mental hospital, and that most of the er- 
rors in treatment and administration are 
due to contaminants of the principle. The 
purpose here is to list and consider these 
contaminants. 

The dictionary defines permissiveness as 
“permitting; granting permission; giving 
power of choice; recommending or tolerating, 
but not compelling or prohibiting.” In mental 
hospital care it is well to think of permissive- 
ness as an attitude, and to distinguish between 
this attitude and the actual act of permitting. 
For example, a combative or suicidal patient 
may be permitted very little; he may require 
restraint or seclusion, yet the attitude em- 
ployed during the administration of such 
treatment should be permissive rather than 
judgmental or even punitive. In effect, the 
permissive attitude tells the psychotic patient 
that he remains accepted as a person, al- 
though his behavior at that time may not be 
acceptable. Considered in this way the at- 
titude of permissiveness becomes more im- 
portant as the patient becomes more ill. The 
regressed psychotic may have only a few 
fragments of acceptable behavior, and the 
accepting attitudes around him are his only 
evident guarantee of some relationship with 
other people. Since these relationships are 
the crucial elements in his therapy, permis- 
Siveness becomes crucial. 

The amount of permissiveness that is opti- 
mal in treating better contact patients and the 
nonpsychotic group is more difficult to estab- 
lish. Certainly permissiveness becomes less 
urgent with these groups, and in some cases, 
as with certain character disorders, it may be 
contraindicated. But no matter how much is 
prescribed in any treatment plan, the attitude 
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should be well understood and free of the 
contaminants which I list below with an ex- 
ample of each, and methods for correcting 
the error. 

Sanction —Here the therapist permits the 
patient’s conduct and, by his attitude, gives 
approval. This may do grave harm when the 
conduct of the patient actually is very deviant 
by ordinary societal standards(1). 

A catatonic patient was covertly masturbating in 
the dayroom. An aide showed a friendly attitude to- 
ward the patient and indicated that this procedure 
should occur in private. He indicated a nearby Ш" 
occupied room. The patient went there and pre- 
sumably continued masturbating. 

This serious error was avoided by one of our phys- 
ical therapists recently. He had a prescription for 
a treatment for a catatonic patient whom he found. 
openly masturbating on the ward. He stood close 
to the patient and said, “ГІІ take you down for a 
physical therapy treatment when you're finished. 
Are you finished now?” The patient showed some 
mild embarrassment about his conduct and indi- 
cated that he was done with it and would like to £0 
with the therapist. 


The therapist and aide are a very meaning” 
ful part of the environment to the regressed 
patient. It is a mistake for these adults to 
sanction or approve of masturbation on the 
part of the patient. He is a sick adult, and it 
is no more advantageous for him to be таў 
turbating in the middle of the dayroom than 
it would be for one of the hospital worka 
Further, the process is usually a pathologic 
condition for any adult. What the patient D 
doing tends to drive him still further from 
other adult human beings. For these 97 i. 
host of other reasons the sanction needs Й 
be avoided. The physical therapists E 
missiveness, however, is quite another о) 
At no time did he express any approve ^ 
acceptance of the patient’s actions. The b. 
tient quickly desisted without any Es ше. 
took his regular physical therapy оп 8 9 fe 

‘Seduction—As used in psychiatry, ats 
word varies from the strict dictionary 18 cati 
ing, although the unabridged version Ne 
tiously admits the word can now be pl 
“without the connotation of evil.” We РГ, 
it to the situation in which the thera 
lizes the relationship with the patient 
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own needs and for satisfying his own emo- 
tional requirements. 


During group psychotherapy a more regressed 
patient continually broke in with long irrelevant 
tirades. He also tended to appear funny because of 
his dramatic gesturing. The therapist began to feel 
uncomfortable and anxious because the hour was be- 
ing lost, and the other patients were showing more 
unrest. Toward the end, one of the better contact 
patients caught his eye and smiled, inclining his 
head toward the dramatic one. The therapist winked 
indulgently and immediately felt better. 

A staff psychologist in this hospital was conduct- 
ing a meeting of the entire open ward last year. 
One of the patients continued to interject irrelevant 
comments about the plot to keep him in the hospital 
and his difficulties in getting out. The psychologist 
would permit him to finish each comment but in- 
sisted on maintaining the main thread of the meet- 
ing. When the interference became too great he sug- 
gested a new topic for the group: Should this kind 
of interference be tolerated, or should the patient be 
denied admission to future meetings? There was a 
spirited discussion in which the regressed patient 
himself made some suprisingly cogent statements. 


This psychologist did not permit his own 
anxieties to alter his technique. He remained 
correctly permissive in accepting the sickest 
patient as an individual, but he accepted the 
tesponsibility as a leader to help the group 
when the interference became too great. He 
did not permit himself to seduce any one pa- 
tient in forming an alliance against the inter- 
loper. He continued to accept all, equally and 
objectively. 

Submissiveness.—Here the hospital 
worker or therapist “gives in” to the patient 
without any really positive knowledge of the 
patient's needs, He submits to the situation 
without critical appraisal of the events. 


3 Sp of volunteers had weekly evening meet- 
iuo several catatonic patients under the lead- 
SE а а therapist. One of the patients headed di- 
toile. E a little alcove off the room containing the 
a € stood there throughout the evening rec- 
osa ор The several volunteers made only 
ш н deo attempts to invite this patient 
ides od oilet into the main room. He did not 
to the w = Occasion, until it was time to return 
Soni ard. The invitation to participate usually 
isted of a sentence or two. 

vu Ad technician had spent some time daily 
habilitati Bressed schizophrenic patient in a large re- 
prc A Ve Occasionally the patient would 
stimulat but would do little more. Attempts at 
other ing interest in occupational therapy and 
e ipm were unsuccessful for several months. 
ol à peed е patient appeared to take a little notice 
quick en area by „the clinic. The technician 
У suggested visiting this area but elicited no 
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response, However, he felt there was some element 
of motivation in the patient and indicated that he 
should follow him as he walked to the garden. With 
some hesitation the patient followed, and eventually 
began to work actively in the garden in a realistic 
manner, coincident with a moderate degree of clini- 
cal improvement. 


In the example, I have selected volunteers 
in order to point up how all hospital workers 
need help in their efforts. The volunteers 
submitted to the catatonic patient’s negativ- 
ism partly in a mistaken effort at permissive- 
ness, partly because of some fear and ti- 
midity, and partly because their leader did 
not correct the error. Whatever the cause, 
submission eventually means that the worker 
gives up his real efforts at treatment. In the 
second case the technician maintained a good 
degree of uncontaminated permissiveness. 
He continued to accept the patient for several 
months, during which time, I have no doubt, 
the patient was constantly testing him. He 
used his clinical acumen in detecting the pa- 
tient’s slight flicker of interest in the garden 
and was quick to exploit the situation, Even 
in the final phase he did not “push” the pa- 
tient into the new area, but he felt correctly 
that the patient now would be willing to fol- 
low him. There was a powerful degree of 
rapport between worker and patient which 
was fully handled in a permissive setting. 
The technician remained in the garden with 
the patient for only a few days until the ac- 
tual interest in the activity took over. All 
these events proved therapeutic. 

Indifference—It is very easy to tell one- 
self that one is being permissive with a group 
of patients in allowing them a wide selection 
of their own hospital programs, including do- 
ing nothing at all. In some cases this kind of 
latitude can be truly permissive and serve a 
good therapeutic purpose, but it never should 
have any element of neglect. The supervisor 
or therapist should at all times be thinking of 
what is really best for the patient. Rest or 
lack of participation may be meaningful for 
the patient and often needs to be accepted. It 
obviously becomes indifference on the part of 
the hospital worker when no attempt at ra- 
tional programming occurs and the same pa- 
tient continues in rote activity or rote inac- 
tivity over a long period. 


A patient suffering from advanged general paresis 
was a long-time resident of a ward for older, chroni- 
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cally ill men. He was а hoarder, and throughout 
several months had completely filled his sleeping 
area with literature of all sorts, odd papers, boxes 
of various description, and other miscellaneous junk. 
Since his bed was in a corner of the dormitory it 
did not create too great a problem in ward house- 
keeping. Occasionally, on rounds the ward psychi- 
atrist or chief of service would make a jocular ref- 
erence to the area. The items were also stored on 
the patient’s person and the doctor on duty was 
called one night bgcause an aide found it impossible 
to prepare his patient for bed. There just wasn’t 
enough room. The O. D. tried persuasion, but the 
situation already had deteriorated, and the patient 
became very agitated, requiring transfer to a ward 
for hyperactive and combative patients. The debris 
was cleared away, but the patient could not return 
to the "better" ward for some months. 

А regressed and dilapidated schizophrenic patient 
spent all day accumulating trash, which he stowed 
plentifully about his person. The chief of the sery- 
ice took notice of this queerly bulging person and 
found he was able to hold a very brief conversation. 
It was clear that the patient had a tremendous and 
constant need to pick up all bits of paper on the 
grounds. Attempts at converting the interest in the 
various clinics were unsuccessful. Then the patient 
was outfitted with a medium-sized bag slung over 
one shoulder, and he became a sort of white-wing 
specialist. His appearance improved, he became 
cleaner, and his behavior was free of bizarre fea- 
tures. After several months it became possible to 
transfer him into a domiciliary setting. 

I have deliberately selected very prosaic 
examples for it is neglect of these prosaic 
hospital situations that contributes heavily to- 
ward chronicity in hospital stay. In the ex- 
ample above, the ward personnel and visiting 
doctors felt they were being truly permissive 
in allowing the patient to do just as he 
wished. Actually there are situations in which 
“permissiveness dictates a deviation from hos- 
pital rules. For example, there are infrequent 
special cases in which it may be better to al- 
low mustachios or chin whiskers than to insist 
on strict conformity to hospital rules on shav- 
ing. But here the accumulation of trash was 
increasing in scope, unsightly, and a hygienic 
threat. The personnel made little effort to 
think through the problem and did nothing 


because of oversight and neglect rather than 
permissiveness. In the second example this 
error was avoided with some care. Handling 
remained permissive. The patient’s need to 
accumulate was never denied, but at the same 
time there was a valid attempt to help him 
with a little sublimation and a little so 
cially acceptable satisfaction. Permissive. 
ness worked when it was freed from indiffer 
ence and neglect. 


CONCLUSION 


Permissiveness is one of the basic there 
peutic attitudes in mental hospital treatment 
and administration. It is essential especialy 
for the sickest patients, who need the expert 
ence of truly permissive relationships in ot 
der to feel some degree of safety in allowing 
contact with other human beings. The te 
gressed, hyperactive, or destructive patient 
may be permitted very little latitude of at 
tivity in order to protect him, others, and 
property, but a basically permissive attitude 
will help the patient in feeling that he is re 
spected as a sick adult and that we would Tike 
to give him more freedom of activity if we 
could within the limitations of his illness 
There are many criticisms of permissivenes 
which most often result from misunderstal® 
ing; that is, the errors in therapy are b d 
to permissiveness but to contaminants i | 
permissive attitude. This paper lists “ 
major contaminants: sanction, seduct 
submissiveness, and indifference. NO | 
there are many others. Perhaps the "" 
erations above will stimulate some @0 


al subj 


on this important and controversi ү 
ult. 


and more complete analyses will res 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


Sir: Doctors Albert E. Krieser, A. С. 
Sanders, Melvin Vik, and Arthur Myers 
have published a pamphlet entitled Effects 
‘of Isonicotinic Acid Hydrazide in Mentally 
Ill Patients, reprinted from Diseases of the 
"Chest, official journal of the American Col- 
lege of Chest Physicians (23:28, Jan. 
1953). 

_ The authors administered isonicotinic 

acid hydrazide to 51 tuberculous mentally ill 

patients in a state hospital for mental dis- 
eases. In 21 cases they noted marked be- 
havior improvement, in others moderate or 

slight betterment, and in still others no re- 
sults. Of the patients investigated 35 suf- 
fered from dementia przcox and the rest 
| from manic-depressive psychosis and para- 
поа. 

They reported that the results noted by 
them, as far as they knew, had never been 
tecorded before. 

What follows is intended to record that 
a bacteriostatic similar to isonicotinic acid 
hydrazide has been investigated by the 
Writer during то years, and also that the 
_ changes obtained with the drug in mentally 
“ill patients were published in my book El 
| 4 irus Del Hombre (The Virus of Man), 
Published by Editorial ABC, Bogotá, Co- 
lombia, S. A., 1950. 

., T may say that I began the investigation 
Mn 1942 at the Insane Hospital, annex to the 

Vine Barranquilla, Barranquilla, Colom- 
| Ca, with the collaboration of Dr. Martin 
_\ammacho, using sulfathiazol for patients 


with dementia precox, manic-depressive 
psychosis, and paranoia and obtaining modi- 
fication of the psychosis in a large percent- 
age of the cases. Some of the patients 
treated at that time remain mentally normal 
today. 

I should like to stress the point, that the 
change noted for the first time by the use of 
sulfathiazol was not an unexpected phenom- 
enon because the treatment was based on 
the assumption that the etiological factor in 
the cases to be studied was a filtrable virus, 
located in the paranasal mucous membranes. 
Bacteriologic corroboration was obtained by 
animal laboratory work in the Instituto Fin- 
lay of Havana, Cuba. The patients were 
operated in the Hospital Calixto Garcia, 
University of Havana. This research was 
done with the collaboration of Dr. Filiberto 
Ramirez Corria, pathologist, and Dr. Carlos 
Ramirez Corria, neurologist. 

I may also mention that 54 clinical his- 
tories are recorded in El Virus del Hombre 
of patients suffering from schizophrenia, 
manic-depressive psychosis, paranoia, essen- 
tial epilepsy, and other forms of neurosis, to 
whom my surgical method was applied and 
satisfactory results were obtained. 

I submit therefore that the results re- 
ported by Dr. Krieser and his collaborators 
in January 1953 had been obtained by me in 
1952 and published in my book, El Virus 
del Hombre, in 1950. 

Enrique Lramas, M. D., 
Bogota, Colombia, 
South America. 
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THE ST. LOUIS MEETING 


The 110th Annual Meeting of The Ameri- 
can Psychiatric Association was held at the 
Kiel Auditorium in St. Louis, Mo., from 
May 3 to May 7, 1954. The majority of 
the members and guests were accommodated 
at the Statler and the Jefferson Hotels. The 
total registration was 2,388 members, 588 
guests and 400 ladies. Council met for 2 
days, Saturday and Sunday, just preceding 
the official opening of the meeting on Mon- 
day morning. On that morning the Member- 
ship heard a report of the Medical Director, 
the Secretary, and the Treasurer. Dr. Alfred 
P. Noyes, President Elect, was introduced 
to the meeting by President Appel. There 
were also reports from the Committee on 
Arrangements and the Committee on Pro- 
gram. A most interesting and stimulating 
address was given by Dr. Kenneth Appel on 
“The Present Challenge of Psychiatry.” 

Monday evening was devoted to a Sym- 
posium on International Psychiatry, spon- 
sored by the Committee on International Re- 
lations. This meeting was presided over by 
President Appel and Dr. Iago Galdston, 
Chairman of the Committee. The meeting 
was addressed by Dr. F. Kato, of Japan; 
Dr. D. W. Н. Arnott, a corresponding mem- 
ber of Sydney, Australia; and by Dr. Os- 
waldo Camargo-Abib, from Brazil. On Tues- 
day morning at the business session, Dr. 
Daniel Blain made an interesting address on 
“The Current Picture of Mental Health and 
Psychiatry in the United States: Pertinent 
Statistics.” Following this presentation, the 
President Elect, Dr. Noyes, made remarks. 
A unique feature of the program this year 
was the open meeting of each of the Coordi- 
nating Committees on the various aspects of 
psychiatry, at which each Chairman dis- 
cussed the working of his Committee for 
the year. They were presided over by the 
Chairman of the 3 Coordinating Committees, 
Tuesday evening was given over to round 
table, dinners, and meetings. There were a 
number of them and all were well attended. 
On Wednesday morning, Dr. Crawford N. 
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Baganz, Chairman of the Board of Teller; 
gave the result of the election of officers 
mail ballot, which was as follows: 


President Elect .. Dr. R. Finley Gayle, Jr 
Richmond, Va. 


Secretary ...... Dr. William Malamud 
Boston, Mass. 

Treasurer ...... Dr. Jack R. Ewalt, Bos: 
ton, Mass. 

Councillors ..... Dr. Douglas W. Orr, $ 
attle, Wash. 


Dr. George N. Rain 
Portsmouth, Va. 

Dr. Raymond Waggont 
Ann Arbor, Mich. 


On the same morning, Dr. pud di | 
Reichmann gave the annual acace 
ture; her subject was "The Psychotherayl 
of Schizophrenia." 

The annual dinner was held on Ne 
day evening. It was a most enjoya 
A and was well attended. The dinner 
entertainment were followed by dancing: 
President’s badge was awarded 
after the dinner, and at this time eio 
dent, as well as all other retiring 


ё. 
5 
ЕЕ 


resented with Certificates of Comme 
The Mental Hospital Service Await M 
made as follows: 1st Award: State s 
South, Blackfoot, Idaho, J. О. к ‹ 
M. D., Superindendent ; and A A Wi 
desto (Calif.) State Hospital, Гаа “tot 
liams, Superintendent and i Trai 
3rd Award: Parsons (Kan.) sy Saper 
School, H. V. Bair, M. D., Medic : 
tendent ; Honorable gU Cent Wit 
Hospital, Norman, а, Н. ^ i per 
M. D, Superintendent; V.A. Hospi шй 
Point, Md., Earl Р. Brannon, M Moni 
ger; Verdun Protestant Hospit? Meli 
Quebec, George E. Reed, м.р, 
Superintendent. esented 
The Isaac Ray Award was ue eol 
Hon. John Biggs, Jr. Chief Judg! 
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U. S. Court of Appeals, Third Circuit, Wil- 
mington, Del. 

On Thursday, а Tribute Luncheon was 
held for Fellows and their wives, and was 
presided over by Dr. Appel Fellowship 
greetings were given by Dr. Nolan D. C. 
Lewis. 

Dr. Margaret C. L. Gildea, as Chairman 
of the Special Program for the Ladies, with 
an able committee, provided delightful enter- 
tainment for the ladies, including a luncheon 
at the Biltmore Country Club, followed by 
a tour to historic “Grant’s Farm,” once the 
home of General Ulysses S. Grant, where 
refreshments were provided by the present 
owner, Мт. August S. Bush. 

On Friday morning, at the final business 
session, Dr. Kenneth E. Appel gave the gavel 
of his office to Dr. Arthur P. Noyes, the in- 
coming President. The new Council elected 
as members of the Executive Committee 
Dr. Kenneth E. Appel and Dr. Francis 
Gerty. 

Among important actions of Council 
Which were reported to and approved by the 
Membership during the several business ses- 
sions, the following are of special interest. 
The following District Branches were ap- 
proved: Metropolitan Washington (D. C.), 
Connecticut, Suffolk County (N. Y.), Indi- 
ana, Northern California, Maryland, and 
Massachusetts. It was voted to hold the 1955 
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Annual Meeting at Atlantic City during the 
week of May 9, and Dallas, Texas, was ten- 
tatively selected as the place for the 1956 
Annual Meeting. One new affiliate society, 
the East Bay Psychiatric Association (San 
Francisco, Calif.), was approved and ac- 
cepted. There were several proposed amend- 
ments to the constitution read before the 
meeting for approval. They will be voted on 
by mail ballot in January. The Building 
Fund Committee was established under the 
chairmanship of Dr. William B. Terhune. 
A luncheon meeting of the Committee was 
held on Wednesday and plans for raising 
money for the new home in Washington 
were tentatively made. It was agreed also 
not to assess members for the purchase of 
the building to house the Central Office. 

Council passed a resolution praising the 
excellent work done by Dr. Howard Potter 
during his several terms as Treasurer. Dr. 
Potter has been the only Treasurer of the 
Association since the office was independ- 
ently set up in 1947. 

The Assembly met and elected Dr. Craw- 
ford Baganz as Speaker to succeed Dr. 
Joseph Abramson, elected Dr. Addison Du- 
yal as Deputy Speaker, and re-elected Dr. 
John R. Saunders as Secretary. 

R. FINLEY GAYLE, JR., 
Secretary. 


PROPOSED CONSTITUTIONAL AMENDMENTS 


Council has approved of the following five 
proposals to amend the Constitution or By- 
Laws as indicated. These were read before 
the membership at the May 1954 meeting in 
St. Louis as required and will be sent to all 
Fellows and Members for mail ballot in the 
fall. The proposals are published here in 
fullfillment of section 3, Article VIII, of the 
Constitution which requires that "after a 
proposed amendment has been read at an 
Annual Meeting, the text thereof shall be 
published in the JounNAL within ninety days 
after adjournment of that Annual Meeting." 


PROPOSAL NuMBER I 


Purpose: To consolidate the Boards of 
Tellers, simplify the election procedure, and 
remove the requirement that ballots on refer- 
enda must be signed. 


Text: Article VIII, section 3 of the Con- 
stitution is repealed and in its place the fol- 
lowing is inserted : 


3. After a proposed amendment, no matter how 
originated, is read at an Annual Meeting, the text 
thereof shall be published in the JounNAL or other- 
wise made known to the membership not later than 
January т. Each proposed amendment will be sub- 
mitted to the membership by mail ballot, at the time 
of, and in the manner provided in the By-Laws for 
voting for candidates for office. All Fellows and 
Members, including Life Fellows and Life Members 
are eligible to vote. If more than ro percent of the 
eligible voters return properly marked ballots, and 
if more than two-thirds of such ballots are favorable 
to the proposed amendment, then the proposal shall 
be КН and the Constitution amended accord- 
ingly. 

Section 2a(1) of Article VI of the By- 
Laws is amended by deleting the first sen- 
tence and replacing it with: 

(1) The official ballot will contain the texts of 
Proposed amendments to the Constitution and By- 
Laws, the names of each candidate selected by the 
nominating committee, and of each candidate nomi- 
nated by petition. [Remainder of subparagraph (1) 
unchanged.] 

Section 3 of Article VI of the By-Laws 
is repealed and in its place the following is 
inserted. 


3. After a proposed amendment has been circu- 
larized or published pursuant to Article VIII of the 
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Constitution, the Secretary will prepare a verbate 
text of the proposal. Under this will be printed ў 
question "Are you in favor of this proposed ame 
ment?" with the words YES and NO on sepa 
lines to indicate the member's choice, 

Section 6 of Article VI of the By-Laysi 
repealed and in its place, the following 
inserted : Ч 

6. Certification. After the tally of each mail pil 
the Tellers will prepare a certificate indicating i 
number of ballots received, the number counted, th 
number cast affirmatively, negatively and for e 
candidate, the number disqualified (and the re 
therefor) and the net result. The text of the 
cate will be published in the first issue of the A 
сап Journal of Psychiatry to go to press after 
end of the Annual Meeting at which the results hil 
been announced. 


PROPOSAL NUMBER 2 


Purpose: To provide for the auditing’ 
the Association's books by replacing 
member-auditors with professional accou 
ants. 


Text: Article IV, section 3 of the Consi 
tution is repealed. Article IV, section 40 
Constitution is renumbered as Article "у 
section 3. The phrase “One auditor 5% 
leted from section 1 in Article VI of 
Constitution. In the second sentence of 
tion 2, Article VI, the phrase "..* | 
Auditors” is deleted. Section 4 of 2 
VII is repealed, and in its place the follor 
ing is inserted : 

4. The Council will employ professional att 
ants or auditors to audit the accounts of 
ciation, and at each Annual Meeting, Со adt 
present to the members a statement ОЁ the al 


tution, delete the first sentence and 
with: Er 
6. The Council shall control the me m 
session of the Association and shall 1 Я 
positories in which the Treasurer И р! ] 
funds. [Remainder of section 6 unc 


ProposaL NuMBER 3 


н d dis 
Purpose: To clarify establishment a” 


solution of scientific sections. ; 
Text: Article VII of the By 
leted and in its place the following 


is 


ps 


4 
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ARTICLE УП 
SCIENTIFIC SECTIONS 


1, The Council on its own initiative, or upon the 
application of 20 Fellows, Members or Associate 
Members, (or any combination thereof), may pre- 
sent to the Association a proposal for a new scien- 
tific section. If the Council recommends and the 
Association approves, the section will be established 
and appropriately named. The President of the As- 
‘sociation will designate the first chairman of the 
section (who will be a Fellow) and the first secre- 
{агу of the section. Thereafter these officers will be 
‘elected by the members of the section, The chair- 
‘man will be a Fellow or Life Fellow of the Ameri- 
‘can Psychiatric Association. 
2. A section may be dissolved either by (a) rec- 
‘ommendation of the Council and approval of the 
Association; or (b) by majority vote of the mem- 
bers of the section at an Annual Meeting, subject 
to the approval of the Association. 


PnorosaL NUMBER 4 


- Purpose: To change the designation of 
‘Honorary and Corresponding Members to 
‘Honorary and Corresponding Fellows. 


| Test, Article III, section 1 of the Consti- 
tution is amended by substituting “Honorary 
Fellows” for “Honorary Members,” and 
"Corresponding Fellows" for "Correspond- 
ing Members.” 

Article III, section 2 of the Constitution 
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is amended by substituting the word “Fel- 
lows" for the word “Members.” 

Article ШІ, section 7 of the Constitution is 
amended by replacing the word “Members” 
with the word “Fellows.” 

Article III, section 11 of the Constitution 
is amended by replacing the word “Mem- 
bers” with the word “Fellows.” 

In the last sentence of Article V, the 
phrase “Honorary Members” is replaced by 
“Honorary Fellows” and the phrase “Cor- 
responding Members” is replaced by “Cor- 
responding Fellows.” 


ProposaL NUMBER 5 


Purpose: To give the Assembly the right 
to initiate proposals and present them to 
Council for consideration. 


Text: Article V, section 2 of the By-Laws 
is amended by deleting the last three sen- 
tences of the section (that is, by removing 
the sentence which begins "The Assembly 
shall consider only matters . . .” and all the 
rest of the paragraph), and inserting the 
following in its place: 

. . « The Assembly will consider matters referred 
to it by Council and advise Council thereon; and 
will present to Council suggestions and recommen- 
dations on any other matter pertaining to the ob- 
jectives of the Association . . . [end of paragraph.) 


REPORT OF THE COMMITTEE ON CERTIFICATION OF 
MENTAL HOSPITAL ADMINISTRATORS 


From the birth of The American Psychi- 
atric Association to the present time there 
has been great need for recognition of quali- 
fied mental hospital administrators. 

A small group of physicians at the Louis- 
ville Mental Hospital Institute in 1951 
advised the Council that to maintain success- 
fully the policy of the Association that quali- 
fied psychiatrists are the individuals best 
suited for the position of chief executive of 
the mental hospitals it was incumbent upon 
the Association to consider how mental hos- 
pital administration could be improved ; how 
suitable recognition could be given to super- 
intendents of experience and stature; how 
physicians could be certified as qualified in 
this field and how this special area of medical 
practice could be made more attractive to 
young psychiatrists, 


DIRECTORY OF CANDIDATES CERTIFIED, MAY 6, 1954 


Abel, Samuel, E, B. S, M. D., Veterans Adminis- 
tration Hospital, Murfreesboro, Tenn. 

Adams, Felix M., M.D., Eastern State Hospital, 
Vinita, Okla. 

Adams, Freeman Hornibrook, M.D., Stockton 
State Hospital, Stockton, Calif. 

Anderson, Robert C, B. S, M.D., Veterans Ad- 
ministration Hospital, Topeka, Kans. 

Angus, Leslie Robert, B. A, M.D., 255 S. 17th 
St, Philadelphia 3, Pa. 

Baer, Walter H., В. S, M.D., до Main St, 
Peoria, Ill, 

Baganz, Crawford N., M.D., Veterans Adminis- 
tration Hospital, Lyons, N. J. 

Barone, Paul L, M. D, State Hospital No. 3, 
Nevada, Мо. 

Barrett, Joseph Е, М. D. 9 N. rath St, Rich- 
mond, Va. 

Parion Walter E., M. D., от Morton St., Boston, 

ass. 

Bay, Alfred Paul, B. S., M. D., Topeka State Hos- 
pital, Topeka, Kans. 

Beamer-Maxwell, Eleanor H., A.B. M.D. East- 
ern State Hospital, Williamsburg, Va. 

Beckman, William Peter, A. B, M.D., South 
Carolina State Hospital, Columbia, S. C. 

Belinson, Louis, B. A, M.D., 1201 S. Main St., 
Jacksonville, Ill. 

Billings, Edward С., B.S. M. D. M.D. Cum 
Laude, 1820 High St., Denver 6, Colo. 

Blain, Daniel, B. A, M.D., 1785 Massachusetts 
Ave., N. W., Washington 6, D. C. 
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As a result of this action, the Commi 
on Certification of Mental Hospital A 
istrators of the American Psychiatric A 
ciation came into being on October 31,10% 

This Committee on the Certification 0 
Mental Hospital Administrators announ 
that the following candidates were сег 
at its first meeting for this purpose on May 
6, 1954, in St. Louis, Missouri. 

This Committee also announces Septem: 
ber т, 1954, as the deadline for the receipt 
applications for presentation to the Commi 
tee at its next meeting which will be held 
the Hotel Nicollet, Minneapolis, Minnesota 
Saturday, October 16, 1954. 

С. N. Bacanz, M.D, 
Chai 


Blasko, John Joseph, B.S, M.D, Cedar 
Newington, Conn. m 
Bounds, Joseph B., A. B., M. D., Veterans А 
istration Hospital, Jefferson Barracks Fe a 
Bourke, William Whelan, B. S, м.р, с tS 
cal Office, Veterans Administration, or! 
ing, St. Paul, Minn. tre 
Braceland, Francis J, M.D» ScD, 20 R 
Ave., Hartford 2, Conn. CP 
Bradshaw, Frederick J., B.A. М. D rl "m 
Veterans Administration Hospital, Fo 
S. D. m 
Brannon, Earl P., M. D., Veterans Administri 
Hospital, Perry Point, Md. d At 
Braverman, Aaron Harry, M. Dy 
ministration Hospital, Bedford, С 955, D” 
Brinegar, Willard ОЕ = ge Coy j 
W. Cedar St, Cherokee, lowa.  , " 
Brown, Philip Noyes, M. D., Northville State d 
pital, Northville, Mich. ware © 
Buoniconto, Pasquale, B. S., M.D.» Dela | 
ony, Stockley, Del. 5, Pi 
Cameron, Dale С, M.D., M. P. НА pn 
Health Service, Washington E Е EA p. 
Campbell, Coyne H., M. D., F. A. "Ola, 
Route 4, Box 65, Oklahoma City, 
Casey, J. Е, M.D, Veterans 
Washington 25, D. C. 
Clark, Owen С, M. D, Rogers 
tarium, Oconomowoc, W1s. = 
Clinger, Orris Weston, М.Р, Danville 
pital, Danville, Pa. 


ЕЕ 


Memorial sm 


State je 
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Cohen, Robert A., Ph. D, M.D., National Insti- 
tute of Mental Health, Bethesda 14, Md. 

Cohn, Jess Victor, M. D., Embreeville State Hos- 
pital, Embreeville, Pa. 

Crandell, Charles Archie, A. B., M. D., New Jersey 
State Hospital, Greystone Park, N. J. 

Cremer, William J., M. D., State Hospital No. 1, 
Fulton, Mo. 

Dayton, Neil Avon, M. D., Mansfield State Train- 
ing School and Hospital, Mansfield Depot, Conn. 

Dell Cort, Amerigo Philip, B.S., M.D., F.A.- 
P. A, Veterans Administration Hospital, Lex- 
ington, Ky. 

Donahue, Hayden H., B. S., M. D., Department of 
Мел] Health, State Capitol, Oklahoma City, 

a. 

Drubin, Lester, B. S, M. D., Veterans Administra- 
tion Hospital, Northport, L. L, N. Y. 

Duval, Addison M., M.D., Saint Elizabeths Hos- 
pital, Washington 20, D. C. 

Elliott, George A., M. D., Veterans Administration 
Area Office, One Beacon St., Boston 8, Mass. 
Engberg, Edward John, M.D., Minnesota School 

and Colony, Faribault, Minn. 

Ewalt, Jack Richard, M.D., rs Ashburton, Bos- 
ton, Mass. 

Farrell, Malcolm Joseph, B.S. M.D., Box C, 
Waverly 78, Mass, 

Fechner, Albert H., M. D., Veterans Administra- 
tion Hospital, Fort Douglas Station, Salt Lake 
City, Utah. 

Feldman, Paul Edward, M. D., 100 Barnard Road, 
Manteno, Til. 

Felix, Robert Hanna, M. D., National Institute of 
Mental Health, Bethesda 14, Md. 

Foster, Richard У., A. B, M.D., D. N. B, State 
Office Building, Albany 1, N. Y. 

Fox, Thomas Holland, M.D., Veterans Adminis- 
tration Hospital, Fort Meade, S. D. 

Freeman, William K., M. D., Veterans Administra- 
tion Hospital, Gulfport, Miss. 

Garber, Robert Slocum, M. D., New Jersey Neuro- 
Psychiatric Institute, Princeton, N. J. 

Gericke, Otto L, A.B. M. D., Patton State Hos- 
Pital, Patton, Calif. 

Gee, Arthur Milsap, M. D., C. M., Crease Clinic, 

б ш British Columbia, Canada. 
insberg, Stewart Theodore, M. D., Veterans Ad- 
ministration Hospital, Leach Farm Road, Pitts- 
burgh 6, Pa. 

Glotfelty, James S., M.D., Veterans Administra- 

рса Hospital, Lebanon, Pa. , 
es J. Berkeley, M.D., New Jersey State 

d ospital, Marlboro, N. J. 
oshorn, Roy W., M. D., Allentown State Hospi- 
tal, Allentown, Pa. 

бшш, Alexander, B.S, M.D. F.A.PeA, 

Gr igh Point Hospital, Port Chester, N. Y. 
ud William Frederick, M.D., Fairfield State 

eH Ospital, Newtown, Conn. 
tinker, Roy R, M.D., Michael Reese Hospital, 
29th and Ellis, Chicago 16, Ill. 


аворіап, Peter B., M. D. i- 
tal, Hathorne, Mass. шо 


Hall, William Stone, M.D, F.A.P.A, South 
Carolina State Hospital, Columbia, S. C. 

Hardgrove, Thomas Joseph, M.D., F.A.P.A, 
Veterans Administration Hospital, American 
Lake, Wash. 

Harris, Richard Lamar, M.D., F.A.C.P., Vete- 
rans Administration Hospital, Montrose, N. Y. 
Haskins, John LeRoy, M.D., B.S., Neuropsychi- 
atric Hospital, Veterans Administration Center, 

Los Angeles 25, Calif. 

Hauk, Oscar Spurgeon, M. D., Central State Hos- 
pital, Nashville, Tenn. 

Hentz, Roger P., M.D., Veterans Administration 
Hospital, Northport, L. I., N. Y. 

Herman, Morris, M. D., 30 E. goth St, New York 
16, N. Y. 

Hoctor, Emmett Francis, Ph. B., M. D., State Hos- 
pital No. 4, Farmington, Mo. 

Humphreys, Edward Jackson, M.D, Norristown 
State Hospital, Norristown, Pa. 

Hutchinson, Henry, M. D., Moose Lake State Hos- 
pital, Moose Lake, Minn. 

Inman, William Charles, M. D., Grafton State 
Hospital, North Grafton, Mass. 

Israel, Robert Henry, M. D., Warren State Hospi- 
tal, Warren, Pa. 

Jackson, George W., M. D., 801 Harrison St., To- 
peka, Kans. 

Jones, Granville Lillard, M. D., F. A. P. A, East- 
ern State Hospital, Williamsburg, Va. 
Julia, Mario, M. D., Clinica Dr. M. Julia, Hato 
Rey, Puerto Rico. 
Kettle, Ronald Harry, C. M., M. D, F.A. P. A, 
Norwich State Hospital, Norwich, Conn. 

Klein, Ernest S., M. D., 750 S. State St., Elgin, Ill. 

Kohler, Louis H., M.D., 5400 Arsenal St, St. 
Louis, Mo. 

Liebman, Samuel, M. S., M.D. Е.А.Р.А., 225 
Sheridan Road, Winnetka, ш. 

Lindberg, Theodore F., M. D., Medfield State Hos- 
pital, Medfield, Mass. s 

Lopez, Louis V. J., M.D., Veterans Administra- 
tion Hospital, Canandaigua, N. Y. 

McMahan, George Thomas, M.D., Veterans Ad- 
ministration Center, Waco, Tex. 

Magee, Harold Sinclair, M. D., New Jersey State 
Hospital, Trenton 8, N. J. 

Marren, John J., M. D, Madigan Army Hospital, 
Tacoma, Wash. 

Mella, Hugo, M. D., Veterans Administration Hos- 
pital, Coatesville, Pa. 

Miller, Theo. K, M.D., Napa State Hospital, 
Imola, Napa County, Calif. 

Muirhead, Samuel John, A.B, M.D., Veterans 
Administration Hospital, Lebanon, Pa. 

Mullinax, Orr, A. B., M. D., State Hospital No. 2, 
St. Joseph, Miss. 

Nash, Louis Rogers, M.D., Camarillo State Hos- 
pital, Camarillo, Calif. н 

Noyes, Arthur Р., M.D., President, American 
Psychiatric Assn. Norristown State Hospital, 
Norristown, Pa. Я 

Obermann, Charles F., В. A, M.D, M.S, “1010 
Medical Arts Building, Oktahoma City, Okla. 
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Osterheld, Roger G., M. D., Monson State Hospi- 
tal, Palmer, Mass. 

Overholser, Winfred, M. D., Saint Elizabeths Hos- 
pital, Washington 20, D. C. 

Ozarin, Lucy D, M.D., Veterans Administration, 
Washington 25, D. C. 

Pattillo, Albert Dixon, M. D., 510 Capital National 
Bank Building, Austin 16, Tex. 

Peffer, Peter А., M. D., F. A. P. A, Veterans Ad- 
ministration Hospital, Brockton, Mass. 

Perry, Herbert Allen, A. B., M. D., 49 4th St., San 
Francisco 3, Calif. 
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COMMENT 


DR. CLARENCE P. OBERNDORF 


It is our painful duty to record the death 
on May thirtieth of Dr. Oberndorf, clinical 
professor of psychiatry, College of Physi- 
cians and Surgeons, Columbia University, 
and since 1948 a highly valued member of the 
editorial board of THE AMERICAN JOURNAL 
or Psycuratry. Some of his friends knew 
that in recent weeks Dr. Oberndorf had not 
been well, although he continued to carry on 
his work, but we were not prepared for the 
news that his illness had taken so serious a 
turn. / 


This JouRNAL has profited by Dr. Obern- 
dorf’s constant and generous editorial col- 
laboration. He has ever been ready to give 
assistance and has promptly responded to 
every call made upon him. It has been a 
pleasure and a satisfaction to be associated 
with him on the editorial board, and it is 
with sadness that we bid him farewell. 

A memorial will appear in a later issue of 
the JOURNAL. 


MENTAL HEALTH IN PUBLIC AFFAIRS 


The theme of this annotation is that 
chosen for the sth International Congress 
on Mental Health which is to be held in 
Toronto in August of this year, 1954.* 

. We as psychiatrists should find much of 
importance in the program. It is also wide 
enough to involve other professional groups 
with whom we work in research and plan- 
ning for the better establishment of mental 
health. 
; Prophylaxis is the ultimate goal of medi- 
Cine, and every day it becomes more im- 
, portant because of our responsibility for our 
neighbor countries throughout the world. 
The achievement of improved mental health 
is today something of vital importance, for 
our own Western countries, indeed, but still 
more for the less privileged lands in which 
there is a great shortage of physicians and 
Where the level of professional training is 
low. In great areas like the Indian sub- 
continent and China, it would clearly be un- 
realistic to hope that within the foreseeable 
future adequate therapeutic services could 
B built up to deal with all the psychiatric 
а which exist at present and those 
likely to become overt as mechanization and 
industrialization spread over these countries. 
_ There have, of course, been some very out- 
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spoken statements, both in North America 
and in Europe, about the wisdom of impos- 
ing limitations on psychiatry; and we must 
respect this, whether we regard it as a real- 
istic or a slightly timid point of view. If 
indeed there are two approaches, they would 
seem not in any way mutually exclusive. 
The American Psychiatric Association has 
been busying itself very considerably about 
public affairs in its recent campaign for the 
improvement of mental hospital care, and 
through the activities of many of its various 
committees. As citizens possessed of special 
training and skills we are necessarily con- 
cerned to varying extents with public poli- 
cies. 

The program that our colleagues in Can- 
ada have prepared for next August is likely 
to meet most of the interests that we as psy- 
chiatrists have in this field. There are, prior 
to the beginning of the Congress, to be 4 
residential meetings or research symposia 
dealing with (1) the mental health implica- 
tions of alcoholism and drug addiction, (2) 
industrial mental health, (3) mental health 
and public health partnership, and (4) men- 
tal health and child development. These 
small groups of invited people from many 
countries should succeed in bringing to- 
gether research data from many places, and 
they should produce reports of scientific 
value for the Congress which follows. 

In the Congress itself the technical sec- 
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tions which are arranged to meet each day 
of the Congress cover a wide territory. They 
concern: (т) the areas of partnership be- 
tween public health and mental health, (2) 
the mental health of children and youth, 
(3) mental health contributions to govern- 
mental activities, and (4) community part- 
nership in mental health. 

There are many specialties within psychi- 
atry, and according to our personality and 
experience we tend to interest ourselves in 
various segments of our wide field of work. 
At one end of the spectrum lies the prob- 
lems of therapy of the sick, with all the 
related scientific activities. In the middle of 
the spectrum lie the outpatient activities 
which take us further into the social field, 
and we may move on to concern with the 
“near-normal” and find our insight and ex- 
perience of value for the problems of human 
relations in industry, and to the work of the 
administrator, and indeed to the solution of 
certain problems linked with governmental 
activity. 

Certainly in the World Federation for 
Mental Health we are concerned with the 
better training of men and women in psy- 
chiatry, in psychology, in nursing and, in- 
deed, in all the basic social sciences that 
contribute to the understanding of mental 
health. The Federation is concerned also 
with the establishment of fuller provision of 
better treatment for those who are sick 
whether through the mental hospital serv- 
ices, clinics, or the psychiatric departments 
of general hospitals. Marriage guidance, 
prenatal and children’s clinics, home and 
school contacts, vocational guidance and oc- 
cupational mental health are all urgent mat- 
ters with considerable importance for pro- 
phylaxis. Above all there is the need for 
better insight, through research and study 
of the epidemiology of mental illness, so 
that we can eventually plan more wisely for 
measures that will ensure the growth of 
sounder personalities, less vulnerable to 
breakdown. 

Our hope is that many of these activities 
will be considered at the Toronto Congress 
and that much impetus be given to the activi- 
ties of our friends who come from countries 
throughout the world. The W.F.M.H., 
which is the sponsoring body for the Con- 
gress, regards its largest psychiatric mem- 


ber society, ће APA, as providing the back | 
bone of these activities. 

The Federation, which your Association 
helped to start in 1948, has during its $ 
years of existence attempted quite a number 
of things, and, despite limitation of funds, 
has achieved several of them. Many new 
groups or societies, whether of one profe | 
sion or multiprofessional, have been brought ` 
into being, and there is a very healthy fer 
ment of interest at work in many countries 
throughout the world. Better standards of 
education and training are developing, а 
stimulus is being given to research, and some 
practical action has resulted in a number of 
places from this increased insight and it | 
terest. At least some of these activities at | 
traceable to the direct efforts of the societies | 
in the Federation, though, of course as al- 
ways, there are also many other influences 
at work. ; 

The encouragement of international meet 
ings and working groups for serious discus- 
sion of relevant problems is a part of our 
program. We need better services than ® 
present for the dissemination of informe 
tion and the establishment of contacts b i 
tween groups with similar interests 1m differ- 
ent countries. Efforts have been жї 
distribute throughout the world some of 
important documents published in one cou 
try which can be used or adapted to ш 
the needs of other countries; and b к 
be said equally about purely technical da 
ments and the use of films and а 
aids for public and professional educati E 

Group teaching through seminars M. i 
mon in North America, less comm 


hardly exists in may 
parts of Europe, and ha e of the 


other parts of the world. О has been 
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as free discussion groups, has qu i 
their value in that, as a result of ip й 
“grass-roots” movement is growing a 
Germany, and multiprofessional aie " 
budded off from those larger WO” T PD 
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zation was held at Chichester in 1952 dem- 
onstrated its value. Participants from 31 
countries were there, all teachers of others, 
coming from psychiatry, public health, pedi- 
atrics, education, etc., and there is evidence 
that quite a number of those who took part 
are themselves now involved in leading sim- 
ilar progressive work in their own countries, 

The small discussion groups, national but 
multiprofessional, that worked in 27 different 
countries (5,000 people participating) before 
the London Congress in 1948, created very 
considerable interest, and but for financial 
limitations the Federation would have been 
more active in stimulating the creation of 

. new groups and the integration of the per- 
sisting ones. А considerable amount of 
skilled professional work is, however, in- 
volved in this, if full use is to be made of 
the group work. 

At the present time certain pilot experi- 
ments are under discussion which might lead 
to adequate comparative surveys of the state 
of psychiatric illness, treatment facilities, 
and attitudes towards mental health through- 
out the world. Nothing very serious has 
been done in this field so far. Satisfactory 
Planning for action and for the “technical 
assistance” that we as psychiatrists could 
give, demands that there should be such 
knowledge available. 

е are hoping that at Toronto we may 
establish better contacts with some of the 
Tesponsible people from our member societies 
in different countries. Consultant visits to 
those countries are highly desirable but, 
again, are rather difficult to achieve. It is 

5. merely in the less privileged countries 

is have problems : even in the most 
си У Organized countries we have by no 
ans solved the problem of how we can 
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get the maximum of help from, and be of 
optimum assistance to, our member societies. 
We are hoping to hold discussions on this 
topic during the Toronto meeting. 

In speaking of the possibilities of being 
useful to official organizations, to Govern- 
ments, and to the United Nations, we should 
not feel that we are merely providing some 
material for foolish headlines in the press. 
If we are prepared to learn how to apply 
some of our knowledge to the problems of 
administration and government, we certainly 
can add something to the total sum of wis- 
dom. Seminars which have recently been 
run in Europe for men and women in re- 
sponsible positions in the Diplomatic Service 
(by the American Friends Service Commit- 
tee) have demonstrated very clearly to some 
of us who participated that considerable re- 
sults can be achieved with a group as po- 
tentially important as these people are to 
the future of international relations. 

I have listed here just a few of the many 
points that are under discussion and which 
will form part of the program of the Feder- 
ation as and when its funds and personnel 
allow. By far the most important single 
item, however, is the matter of encouraging 
all those, whether they be psychiatrists, edu- 
cationalists, or social scientists from other 
disciplines who are concerned with human 
beings, to do more work on the basic facts 
that underlie mental instability and disease. 
It is the accumulation of proven facts in this 
field that will allow for the initiation of 
action in wider fields, and so, hopefully, for 
the establishment of better mental health for 
succeeding generations. 


J. R. Rees, M. D., 
Director, World Federation for 
Mental Health. 


EDITORIAL BOARD 


unanimously recommended the nomination 
of Dr. Paul Н. Hoch whose qualifications 
are outstanding and well known. The Coun- 
cil received this nomination favorably and 
at its meeting, May 1, 1954, appointed Dr. 
Hoch associate editor of THE AMERICAN 
Journat or PsycHIATRY., We welcome him 
to this fellowship. 


NEWS AND NOTES 


Hon. Јонм Biccs, JR., Recerves Isaac 
Ray Awarp.—The Honorable John Biggs, 
Jr, Chief Judge of the U. S. Court of 
Appeals (Third Circuit), Wilmington, Del- 
aware, has been given The American Psy- 
chiatric Association’s $1,000.00 Isaac Ray 
Award for 1954 for his notable contribu- 
tion to the field of legal problems connected 
with mental disorders, The Award was an- 
nounced at the Association’s annual meeting 
in St. Louis, on May 5. 

As recipient of the Award, Judge Biggs 
will deliver a series of 6 lectures on legal 
aspects of psychiatry in November and De- 
cember of this year at the University of 
California Medical and Law Schools. The 
lectures will be published in book form by 
the Harcourt Brace Co., publishers. 

In conferring the Award, Dr. Frank s 
Curran, Professor of Psychiatry at the Uni- 
versity of Virginia School of Medicine, said 
that Judge Biggs was in the vanguard of the 
legal profession in his efforts to bring psy- 
chiatry and the law into more realistic rap- 
port. 

Judge Biggs, a graduate of Princeton Uni- 
versity and Harvard Law School ( 1922), 
was appointed to the Circuit Court of Ap- 
peals by President Roosevelt in 1937. He 
has been Chief Judge for the Third Circuit 
Since 1939. 


Dn. KANNER HONORED.—At its 5th an- 
nual dinner at the Hotel Astor, New York 
City, May 22, 1954, the Association for the 
Help of Retarded Children, president, Ber- 
nard M. Fineson, presented the annual 
award of the association to Dr. Leo Kanner 
for his outstanding contributions on behalf 
of the mentally retarded. 

In 1930, Dr. Kanner established at the 
Johns Hopkins Hospital the first children's 
psychiatric unit in connection with the Pe- 
diatrics Department, which has become a 
principal international teaching center in 
child psychiatry. 

He is also professor of pediatrics at Mc- 
Coy College, the? adult education unit of 
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Johns Hopkins University. He has been visit- 
ing lecturer at the Universities of Michigan, 
Minnesota, Nebraska, and Texas, at Dal- 
housie University and at Goucher College, 
A participant in many psychiatric institute 
programs, he is also on the board of ex- 
aminers for the American Board of Psy- 
chiatry and Neurology. 


PRESENTATIONS TO Dm. Hincxs.—‘“In 
recognition of Dr. Hincks’ pioneering work 
in the mental health field and his founding 
of a national voluntary association in Canada 
to fight mental illness and improve the men- 
tal health of the citizens,” was the citation 
which accompanied the presentation of the 
Coronation Medal to Dr. Clarence M. 
Hincks by the president of the Canadian 
Mental Health Association, Dr. J. C. Mea- 
kins, Professor Emeritus of Medicine, Mc- 
Gill University. 

At the 35th annual meeting of the 
С. M. H. A., held in Toronto in May 1954, 
the Chairman of the Board of Directors, 
J. S. D. Tory, Q. C., presented Dr. Hincks 
with a portrait on behalf of the staff. Mr. 
Tory spoke of the outstanding contribution 
that Dr. Hincks had made during his 36 
years in the field of mental health; and he 
read excerpts from letters received from col- 
leagues engaged in the mental health field 
throughout Canada. 

Another honor recently bestowed upon 
Dr. Hincks was to be made a member of the 
Comité d'Honneur, World Federation of 
Mental Health. ` 


Бр WORKSHOP IN REHABILITATION 
"TEAM WORK.— Sponsored by the Department 
of Special Education of the Teachers Col- 
lege, Columbia University, and the Institute 
for the Crippled and Disabled, this work- 
shop, “Working on the Client-Centered 
Team,” was held June 1-25 in New York 
City. The intensive 4-week training course 
for professional persons in the field of the 
rehabilitation of the disabled was attended 
by representatives from Norway, Holland, 
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Puerto Rico, Hawaii, Israel, and the United 
States. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The 37th annual conference of 
this association will be held at the Shoreham 
Hotel, Washington, D. C., October 16-22, 
1954. Preliminary meetings are scheduled 
for October 16-17; an institute on interper- 
sonal relations on October 18-19; and a 
general conference with the theme “Capi- 
talize Your Assets" will be held for 3 days 
beginning October 20. Details may be ob- 
tained by writing the Association office at 
33 West 42nd Street, New York 36, N. Y. 


NATIONAL SOCIETY ror CRIPPLED CHIL- 
DREN AND ADULTS.—The 31st convention 
of this Society will take place at the Hotel 
Statler, Boston, Mass., from Wednesday, 
November 3, through Friday, November 5, 
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1954. For further details write the Society 
office at 11 South La Salle, Chicago 3, Ill. 


INSTITUTE oF PSYCHIATRIC TREAT- 
MENT.—This institute, under the direction 
of Dr. Leo Alexander and Dr. Robert Ar- 
not, will be held for 3 days, beginning Sep- 
tember 1, 1954. All clinical sessions will be 
held at the Reception Building of the Boston 
State Hospital. The subject for the first 
day’s discussion will be “Treatment of 
Manic-Depressive Illness; ” for the second 
day, “Treatment of Schizophrenia ;” and for 
the third and last day, “Treatment of Psy- 
choneuroses and Borderline States.” 

The registration fee is $35.00. Hotel 
reservations may be obtained by writing 
Parker House, where rooms have been set 
aside for those attending the institute. All 
communications concerning the institute 
should be addressed to 433 Marlborough 
Street, Boston, Mass. 


Й THE AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 
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BOOK REVIEWS 


Pray, DREAMS, AND IMITATION IN Снпрноор. By 
Jean Piaget. (New York: W. W. Norton & 
Company, 1951. Price: $5.00.) 


This is a skillful translation by Gattegno and 
Hodgson of the third volume of a trilogy by Jean 
Piaget, whose fundamentally important work needs 
no introduction to anyone even remotely interested 
in child development. .Through the International 
Library of Psychology, Philosophy, and Scientific 
Methods, Piaget’s books on language and thought, 
judgment and reasoning, moral judgment, and con- 
ceptions of physical causality have been previously 
made available to the English-speaking public. 

When Piaget published La Naissance de l'Intelli- 
gence ches l'Enfant in 1936 (translated by Mar- 
garet Cook, Internat. Univ, Press, 1953), it was 
offered as the beginning of a series; it was fol- 
lowed in 1937 by La Construction du Réel ches 
l'Enfant. Its sequel was to be called La Genèse de 
LImitation chez Enfant, as announced by the 
publishers (Delachaux & Niestle). However, the 
author expanded the contents sufficiently to have 
the third part appear in 1945 under the more com- 
prehensive title, La Formation du Symbole. The 
translators did well to highlight the main points 
(play, dreams, and imitation) in the title of the 
English version. 

This reviewer, having before him the first 2 vol- 
umes (in the original) besides the one under im- 
mediate consideration, is amazed at the painstak- 
Mum detailed Observations limited essentially to 

е same 3 children and recorded in a total of 1,090 
ues of small print. Throughout, careful atten- 
M Een to sequential stages in which the va- 
Ad us of representative thought are inter- 
in ir evolution ‘being dependent on the 
олате of equilibrium between as- 
E IHNEN дсашшоЧАоп Piaget uses a cer- 

елү ogy that can be fully understood only 
which the Ing oneself frequently of the definitions 
ire remand has attached to concepts such as 
reversibili, ve activity, ў equilibrium, assimilation, 
this hu al Y, operation, signifier, signified, etc. Once 
grated rdle has been taken, a coherent, well-inte- 
Б EE obtains. The main thesis is that “it 
tion] a € to trace [in the field of play and imita- 

е transition from sensory-motor to mental 


assimilati д 
resentation [and that] the various forms of rep- 


р tion interact,” 
much loco. much meat in the book. In the midst of 
fantile qm Speculation and fantasy about the in- 
muss conscious, it is good to come upon the 

reason and logic in an attempt at accounting 
Y Observed phenomena. Some may find 


е rea: К T р! 
Soning a bit too tight in spots but where 


ч Ў a find perfection? 
have а ОК is highly recommended and should 


here оаа “Students” is a better word 
Teaders.” Like all of Piaget’s publica- 


tions, it requires hard work—but work that has its 
definite rewards. 
LK. 


THe PsycHIATRIST AND THE Law. By Winfred 
Overholser, M.D. (New York: Harcourt 
Brace and Company, 1953. Price: $3.50.) 


It is interesting to compare Dr. Overholser’s 
treatment of this subject with that of Davidson 
whose book was reviewed in these columns last 
year (vol. rro, р. 79, July 1953). Dr. Davidson’s 
book is primarily factual, replete with information 
and advice for the expert witness, whereas Dr. Over- 
holser’s text is primarily a critical analysis of the 
numerous situations in which psychiatry and law 
meet. Dr. Davidson’s treatise may be described as 
an intensive briefing of a medical witness on the 
eve of a trial whilst Dr. Overholser’s is more like 
a scholarly review of events after the trial, a 
thoughtful discussion of why things went wrong 
and how trials generally might be improved. 

In 1952, The American Psychiatric Association 
established the Isaac Ray Award, to be given an- 
nually for the most worthy “contribution to the 
improvement of the relations of Law and Psychi- 
atry.” The author was the first recipient of the 
award and this book contains the lectures given 
by him pursuant to the award. 

The qualifications of the author as an outstanding 
authority in the field of forensic psychiatry are so 
widely known, particularly to the readers of the 
Journal, that it is considered unnecessary to describe 
them in this review. 

The first section of the book contains a short but 
comprehensive statement of present-day psychiatry. 
It probably contains more information in fewer 
pages than any presentation of its kind. " 

In describing the use of scientific tests in the 
courts the author may have given undue prominence 
to the Chaplin case (p. 8). The refusal of the 
court in this case to be governed by the results of 
blood grouping tests in a paternity suit has not been 
followed in other jurisdictions. 

A little later the author has something to say 
about the contest of psychiatric evidence in the 
courts (page 24). He makes the point that ‘psy- 
chiatrists do not always agree on the diagnosis of 
a given case, but given the same set of facts they 
are likely to come to a substantial agreement. 
The following paragraphs bring this Situation into 
focus and show that some of the criticism is extreme 
and unwarranted. 

There is an interesting discussion of mental ca- 
pacity in relation to the credibility of the testimony 
of a witness (p. 55), including a reference to the 
trial of Alger Hiss. The author refers to (p. 56) 
“the psychiatric view that the general tule con- 
cerning the disqualifications of'witnesses by reason 
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of insanity or other form of mental derangement 
does not go quite so far as it properly might.” 

This was the subject of a recent article by 
Dr. Davidson (Am. J. Psychiat. 110: 481). There 
is considerable doubt that opinion evidence of a 
psychiatrist as to the credibility of a collateral 
witness is admissible at all and the interested reader 
may conclude that this a potential field of develop- 
ment in forensic psychiatry. 

In summary, it may be said that The Psychiatrist 
and the Law further enhances the reputation estab- 
lished by the author. 

К. G. Gray, Q.C., M. D, 
Department of Psychiatry, 
University of Toronto. 


KLINISCHE UND SPRACHWISSENTSCHAFTLICHE UNTER- 
SUCHUNGEN ZUM AGRAMMATISMUS. By Prof. 
Dr. Med. Fr. Panse, Dr. Phil. G. Kandler, 
Dosent, Dr. Med. А. Leischner. (Stuttgart : 
Georg "Thieme Verlag, 1952.) 


"This 72-page monograph on agrammatism has as 
its authors two psychiatrists and one linguist. The 
collaboration of the latter accounts for more exten- 
sive and thorough treatment of the linguistic aspects 
than usually encountered in neurological and psychi- 
atric literature. A chapter entitled “What is gram- 
matical?" is rather enlightening for the medical 
reader. The monograph is based entirely on a study 
of a single case (no autopsy) of agrammatism 
which developed in sequence of a motor aphasia due 
to typhus encephalitis. The case is studied in great- 
est detail and the authors come to the conclusion 
that agrammatism is а primarily amnestic phenome- 
non. The authors find themselves in disagreement 
with Goldstein's theories and follow rather the ap- 
proach of Bonhoeffer and Kleist. Naturally no at- 
tempts in line of localization have been made. 

Agrammatism as the authors point out is hardly 
known to occur in English-speaking patients as the 
English language is much poorer in flexions than 
German. The monograph, therefore, will be of in- 
terest only for the researcher in the particular field 
of aphasia and related disturbances, 

ALFRED GALLINEK, M. D., 
Columbia Presbyterian Medical Center 
New York City. 


This is a fact-filled volume of studies on lobotomy 
patients, a creditable sequel to the Studies in Lo- 
botomy published 3 years ago. The editors have 
enjoyed the collaboration of a group of 52 workers 
in fields ranging from 


diction, and that it retains its coherence throughout. 
With the ground well cleared as the result of the 


earlier study of 205 patients followed for a satis- 
factory period, the present study comprises 116 pa- 
tients who were subjected to detailed examinations 
before and after 3 types of lobotomy: the standard 
bilateral, unilateral, and bimedial. Practically all 
of the patients suffered from chronic schizophrenia, 
with hopeless prognosis under more conservative 
treatment. 

Part I details the plan, method, and preoperative 
studies, and the various methods and procedures 
are considered in extenso. The fertility of imagina- 
tion in planning these studies, and bringing to 
quantitative expression some of the elusive factors 
of social interaction, productivity, affect, ward ad- 
justment and so on, shows that the whole project 
was well conceived. The investigators pursued their 
studies in the field of physiology and confirmed the 
importance of the response to intramuscular injec- 
tion of mecholyl as a prognostic indicator. Certain 
other physiologic responses as revealed by the poly- 
graph were also found of importance in the final 
outcome. Perhaps the most striking of the meas- 
ures employed was the productivity of the patient 
in a free interview ; verbal productivity was strongly 
related to abstraction ability and purposeful social 
action. The occupational therapy laboratory with 
a controlled approach to the interaction of pa- 
tients with other patients and with the staff yielded 
new insights into the significant deviations of these 
schizophrenic patients. Not all patients could be 
examined in detail by these methods, but the 
changes in behavior that followed operation were 
measured as carefully as possible. The use of 3 
different operations furnished the necessary control. 

“The results suggest that two factors, emotional 
tension and organization of the personality, must 
be considered together in understanding the lo- 
botomy problem. We conceive of lobotomy as be- 
ing almost specific in reducing emotional tension, 
but having little or no direct effect upon disorgant- 
zation. A dramatic result may be anticipated only 
when disorganization is dependent upon excessive 
emotional tension; in such cases, reduction in ten- 
sion leads to reintegration, improvement in intel 
lectual functioning and return of capacity to relate 
to individuals and groups. On the other hand, when 
disorganization is independent of emotional tension, 
or exists alone, very poor results may be expect Е 
from lobotomy. Fortunately, for the majority 0 
sick patients, emotional tension is the familiar te 
sponse to the vicissitudes of life, and disorganizā; 
tion more or less a consequence of that сои 

In summing up their work, the authors presen 
theories of the manner in which the reduction H 
neural circuits accomplished by lobotomy may Wor 
for the benefit of the patient. “A loss of air 
force, energy, may theoretically be of benefit to a 
sick patient if troublesome motivation Ota d 
adaptive patterns of behavior are reduced іп inten 
Sity. Impulses difficult to manage may then dé 
kept within bounds; instinctive demands may 
come less imperious.” 

Bimedial lobotomy is decidedly the best of d 
operations selected for comparison. While sor 
is reduced by all of them, the bimedial operation 
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more likely to restore initiative and object cathexis. 
“With reduction in emotional tension, psychotic 
individuals show a great unblocking or release of 
health functions. They are better organized, more 
capable of abstract thinking, more friendly, more 
social and more productive. The loss of tension 
in psychotic patients is a definite gain, for sustained 
tension causes a disorganization of personality func- 
tions in these individuals and a great deterioration 
in their powers of social adaptation.” 

This monograph presents the most detailed study 
yet published on the varied aspects of personality 
functioning in relation to lobotomy. It shows the 
importance of coordinated research in an extremely 
important problem. It brings more into focus the 
essential changes following lobotomy, and points 
the way toward further application of this method 
in the treatment of suitable cases of mental disorder. 

WALTER Freeman, M. D., 
Washington, D. C. 


CeresraL Снлмовѕ FOLLOWING ELECTRICALLY IN- 
DUCED CONVULSIONS (AN EXPERIMENTAL STUDY 
on Cats). By Hans Hartelius. (Copenhagen: 
Ejnar Munksgaard, 1952.) 


This small monograph gives a complete survey 
of the whole literature on neuropathological investi- 
gations in connection with electroshock therapy. 
Tt is of great importance because of the many con- 
tradictory reports and statements on the question 
of brain damage in ECT. Human autopsy material 
is fortunately rare, and the author limits himself 
entirely to experimental animal studies. He uses 
all the experimental studies available so far and 
tabulates them according to behavior changes, glial 
changes, nerve cell changes. Irreversible changes 
in the form of disappearance of nerve cells and 
areas of devastation were found by some observers 
but denied by many others. 

In the present investigation use has been made 
d unbiased examinations" by different pathologists 
d а not know whether the brains derived from 
WERE or from control animals. The author com- 
pes this procedure with a thorough statistical 
oats of the results. The experimental animals 
ean es а total of 57 cats in whom electrically 
pes convulsions were given with the lowest dose 
oe ent to produce complete seizure. The brain 
ike removed with the same precaution in treated 
ad control animals. It was found that certain 
Su v in the walls of the smaller vessels, the glia, 
вате cells were present in the animals 
Ыйы a E ECT and, though less marked, also in 
unen S »e controls. Therefore, а grading was 
Eon a е this would still be a biased estima- 
de ү ег examination was made: specimens of 
Siete a were mixed together and again 
ое 9 A Statistical analysis of the data re- 
GU owed a difference between the treated and 
тей TA animals. More intensive treatment 
ыйын, any distinct changes than less intensive 
RÀ Sud he various neuropathological phenom- 
Wears were more marked in the treated group 

› in the following order, changes in the vessel 


walls, nerve cell changes, and a glial reaction. The 
vessel wall changes consisted of characteristic sac- 
like dilatations of the perivascular spaces. The glial 
reaction, of the progressive type, consisted of an 
increase in the number of the smaller glial elements 
in the parenchyma and of satellitsis beside the nerve 
cells. The nerve cell changes observed are in the 
form of various stages of chromophobia, often with 
coincident nuclear hyperchromatism. The arrange- 
ment of such cells is mainly focal, A special control 
examination was made by another impartial pa- 
thologist, and this resulted in 7 of 8 control animals 
being rightly diagnosed as controls, and of 8 treated 
animals also 7 diagnosed as treated. On the basis 
of these results the occurrence of some irreversible 
nerve cell changes could be ascertained but such 
changes as, for instances, shadow cells and neu- 
ronophagia, were present only in a small minority 
of the nerve cells, and mainly in those animals that 
had received intense treatment. The incomparably 
greater proportion of changes in the vessel wall, 
the glia, and the nerve cells, therefore, can be re- 
garded as reversible. The most probable causative 
mechanism of these changes is cerebral ischaemia 
jn connection with the epileptic seizure (not the 
electric current). This study rightly avoids clinical 
conclusions and also does not try to correlate the 
minimal changes and psychological findings with 
EEG. It is a thorough experimental study and a 
good basis for future investigations into this inter- 
esting field. 
Lormar B. KALINOWSKY, 
New York City. 


Tue PsvcuoLocy or Puvsican Пллчкзз. Edited by 
Leopold Bellak, M. D. (New York: Grune & 
Stratton, 1952. Price: $5.00.) 


This book of 237 pages not only is well written 
and extremely interesting, but is packed with in- 
sight and valuable jnformation as to the emotional 
reactions and needs of the physically ill patient. It 
contains 15 chapters, including the introductory one 
by Dr. Bellak and a final one by Dr. Leon L. Alt- 
man on the Personality of the Physician as a 
Factor. The intervening chapters cover the various 
specialties and are written by able physicians who 
have had training in psychiatry as well as in the 
specialties about which they write. It is psycho- 
analytically oriented but is free of highly technical 
terms that might be objectionable to the non-anal- 
ysts. There is a bibliography at the end of each 
chapter and an adequate index, which make the 
book convenient for ready reference. 

In a book covering so much so concisely it is 
difficult to select passages or chapters which deserve 
special mention to the exclusion of others. The 
chapters on Psychiatric Considerations in General 


Implications i : 

Psychiatric Aspects of Dermatology seem particu- 

Jarly important. y ; 
Throughout the chapters are emphasized the in- 


evitable threats and anxieties that organic illness 
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poses for the patient and his family, and the special 
emotional meanings which his illness has individu- 
ally for him, and his consequent unique needs and 
expectations of the physician. Thus he seeks and 
needs more than just a skilled technician to give 
him the correct prescription or remove the diseased 
tissue; he needs a relationship with another human 
being upon whom he can depend and whom he can 
trust to give him warmth of understanding and 
patient, kindly, unselfish emotional support and 
care. And so the personality of the physician and 
consequently the nature of this relationship must 
affect the outcome of the illness for better or worse. 
In the last chapter, Dr. Altman discusses this re- 
lationship in more detail, including certain emo- 
tional attitudes and needs within himself of which 
the physician may not be aware. These include the 
need to be appreciated, impatience, projecting, hos- 
tility, overcautiousness, indignation, officiousness, 
susceptibility to flirtatiousness, dogmatism, etc, 
When present and unrecognized, these traits must 
be detrimental to the physician-patient relationship. 
The physician, in whatever specialty, will benefit 
from a careful reading of this little volume and will 
do well to add it to his library. 
Ковквт B. Hien, M. D., 
New Canaan, Conn. 


A History OF PSYCHOANALYSIS IN AMERICA. By 
Clarence P. Oberndorf. (New York: Grune & 
| Stratton, 1953. Price: $5.00.) 


With the death of Dr. Brill, who brought psycho- 
analysis to America from Bleuler's clinic in Zurich 
where he had studied, his mantle fell upon the 
shoulders of Dr. Oberndorf, the senior exponent of 
the psychoanalytic school in this country. To write 
a history of psychoanalysis in America no one could 
be better qualified than Dr. Oberndorf, being him- 
self so large a part of the movement. 

As he notes in his introduction to the present 
volume, his concern with the subject dates from its 
"first serious clinical application" at Manhattan 
State Hospital, where he was a resident, in 1909. 
He tells us that he became acquainted with Freud's 
teaching at the age of 27, and "no day has since 
passed in my professional life without my resorting 
to it for an illumination of some obscure thought, 
action, or symptom." 

Because therefore of an "active and uninterrupted 
participation in psychoanalytic affairs during all 
this time" (44 years), it is not only proper but in- 
evitable that Dr. Oberndorf should write the story 
Írom the background of personal experience and 
observation. In keeping with this program he offers 
Some interesting pages of professional autobiog- 
raphy. In his student days at Cornell Medical 
School the entire course in Psychiatry consisted of 
a dozen lectures by Adolf Meyer and a few clinical 
demonstrations at Manhattan State Hospital. He 
recalls that C. L. Dana, professor of neurology, 
began his lectures with the remark, “The textbooks 
for this course will be William Thackeray's Vanity 
Fair, Dr. Conan Doyle’s Sherlock Holmes, and 
Dana’s Textbook of "Neurology." He would then 


add, “You needn't bother about the last, but be sure 
to read the first two." (We are reminded of the 
advice attributed to Sydenham when asked what 
books he would recommend to provide a knowledge 
of medicine. “Read Don Quixote,” he replied, “Tt is 
a very good book. I read it myself still") From 
these pages one gets glimpses of the status of psy- 
chiatry in medical education during the first decade 
of this century. 

During this period Oberndorf went for postgrad- 
uate work in Germany, the medical Mecca for all 
the world prior to World War I. Psychoanalysis 
had begun to attract attention and to excite con- 
troversy. At the 1910 meeting of German neurol- 
ogists, he notes, physicians conducting private sani- 
taria were required to make official declaration that 
they had no dealings with psychoanalysis. And 
Hoche of Freiburg denounced it as “intellectual 
rooting like a pig.” Indeed, Freud’s contemporaries 
in Germany generally either took no notice of his 
doctrine or spoke disparagingly, even scornfully, 
of it. 

And then in America at Manhattan State Hos- 
pital psychoanalysis began its career in the United 
States, creepingly at first against vigorous opposi- 
tion, and then gaining momentum, in these later 
years sweeping across the land like the evangelistic 
waves of the mid-Eighteenth and mid-Nineteenth 
Centuries. It is not surprising that it gained earlier 
and wider acceptance in the United States than in 
any other regions. America is still a young country 
always eager, as the Athenians on St. Paul's visit 
were said to be, to tell, or to hear some new thing; 
or as James Joyce hath it, jung and easily freudened. 
Adolf Meyer, although recognizing the usefulness 
of certain concepts of psychoanalysis, never accepted 
it in his teaching or practice. Instead, he developed 
his own formulation to which he gave the name 
psychobiology. ў 

A milestone in American psychoanalysis was 
Freud’s visit in 1909, when at the invitation of 
President С. Stanley Hall, he delivered five lectures 
at Clark University. An interesting feature which 
Oberndorf recalls was the meeting between Freud 
and William James at these lectures. In a letter to 
Flournoy, James wrote, “he [Freud] made on Ys 
personally the impression of a man obsessed with 
fixed ideas." The author thinks it likely that the 
majority of those who heard these lectures were 
likewise unfavorably impressed. On the other hand, 
however dissatisfied Freud may have been with his 
brief American experience, the opportunity to 8 
ture at the New England university was а ae 
encouragement to him. “In Europe I felt as о 
І were despised”; he wrote in his autobiograp n 
"but in America I found myself received by t 
foremost men as an equal." ion 

Step by step Dr. Oberndorf traces the extens!o! d 
of the psychoanalytic movement in the Оше. 
States, all of which was within his own ече 
and in which he played so conspicuous a part. 57 
brings on the scene both protagonists and адам 
nists, with not a few biographical details, ur 
calling much of the psychiatric history of the 2 
half of the Twentieth Century in America. 
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credits Frederick Peterson with “launching and 


У fostering psychoanalysis” in this country and speaks 
of his growing distaste for the subject, culminating 
in his caustic article “Credulity and Cures” (1919). 

An amusing incident may be added here for the 
record. In 1907 Brill was studying in Paris and 
expressed to Peterson, his former teacher, his dis- 
satisfaction with what he was getting. Hereupon 
һе quotes Peterson as saying, “Why don’t you go 
to Zurich—to Bleuler and Jung? They are doing 
that Freud stuff over there—I think that you would 
like it.” 

Comes now the 1034 meeting of the American 
Psychiatric Association in New York City. There 
was a symposium on psychoanalysis, following 
which eight prominent members were listed for 
the discussion. Among them was Bernard Sachs, 

| an incurable anti-Freudian, When his name was 
© called he strode to the platform and announced that 

he had a telegram from Frederick Peterson which 
he would read. This was the message: “It is 
possible I may be accused of having introduced 
Psychoanalysis into this country. If I did, I apolo- 
gize.” Brill, who was presiding, was shocked by 
what he considered to be Peterson's “change of 
views”; this he said was “one of the mysteries that 
cannot be fathomed.” Bernard Sachs obviously en- 
joyed his bombshell. 

Dr. Oberndorf conscientiously records both fa- 
хогаЫе and unfavorable attitudes toward psycho- 
analysis both in America and abroad. He had 
Opportunity to compare European reactions with 
those at home, In 1921-22 he was in Vienna and 
this time was analysed by Freud, of whom he gives 
a vivid word picture. Unlike the Master, he 
aligned himself with those who insisted that psycho- 
analysis must be practised by physicians only. 

Whatever form may survive of the metapsychol- 
ору of the “Pope of Vienna,” as William A. White 
na UE and whatever place it may eventu- 
ood in medicine, its vogue, particularly in 
cipes Б the second quarter of the Twentieth 
е 24 es been tremendous; and the main fea- 

at dramatic story will be found in the 


C. B. F. 


Pages of Oberndorf's book. 

Dre CST OHOLHALLUZINOSEN, By Dr. G. Benedetti. 

te tuttgart: Georg Thieme Verlag, 1952.) 

ү кушы: paper on material from the 

u ychiatric Institute of the University of 

Urich, Switzerland, uuo i 
AR ou m ne. in the question of alcoholism 
; not much material in thi i 
alcokolie mom erial in this country regarding 


B А 
cin enedetti reports on 113 cases of alcohol hallu- 


loses 9 
in differ 6h and treated during the last 30 years 


1 n CE s E 
f ШО; Psychiatric institutions in Switzerland. 
7 


deterioristed ?3 were chronic and most patients 


mentally. F; hi ial B 
etti c M From his materia! ene- 
concludes that patients who do not recover 


uring the s x 
Never а rst 6 months of abstinence will 


Very acute соц Most of Benedetti’s cases had a 


rse. Their family histories show 


that they do not belong to the schizophrenic group. 
These patients have a not too distinct body build 
and cannot be put into one certain classification. 
Their prepsychotic character very seldom shows 
any schizoid trends. In the acute cases we often 
find psycho-organic complications. The course and 
final state of those acute alcohol hallucinoses' do 
not differ from that of the so called acute exogenu- 
ous reaction types (Bonhoefer). In the more 
chronic alcohol hallucinoses 50% end like typical 
schizophrenics. The other 50% are like typical 
exogenuous organic psychoses. This means that 
there is a kind of chronic alcohol hallucinosis 
caused by organic brain damage. Looking at the 2 
kinds of chronic alcohol hallucinosis we can say 
that there are chronic alcoholic hallucinoses of 
schizophrenic and others of organic origin. 

The whole paper gives a very critical evaluation 
of heredity, body build, and clinical psychological 
findings. It is highly interesting not only for the 
psychiatrist dealing with alcoholic psychoses, but 
also for those interested in research method. 

WiLLiAM Mayer, M.D., 
New York City. 


Eco PsvcHoLocvy AND THE PsvcHosss. By Paul 
Federn, M. D. Edited by Edoardo Weiss, M. D. 
(New York: Basic Books Inc., 1952. Price: 
$6.00.) 


Publication of this compilation of Paul Federn's 
writings is timely because more and more psychia- 
trists have centered attention on psychotherapeutic 
endeavors with psychotic individuals, American 
students can now more easily compare Federn's 
rich ideas in this field with the better publicized 
ones of Fromm-Reichmann and Sullivan. Though 
no longer as new as when Federn first stated these 
facts, the recognition of transference phenomena in 
psychoses, hopefulness in treating psychoses, use 
of maternal figures in treatment, and respect for 
the individual psychotic can easily stand the repe- 
tition and additions in depth that the essays in this 
book give them. 

The title is somewhat deceptive since the book 
includes a broader range of Federn's ideas than 
these subjects indicate. Yet it was painstaking, 
often deeply subtle investigation of many “egos,” a 
recognition of the relevance of variations in a given 
ego to the feeling of constancy and continuity with- 
jn that ego, and willingness to enter therapeutic 
relations with psychotic individuals that formed the 
core of Federn's work on all psychological subjects 
treated in the book. 1 

Though many other aspects of psychoanalysis and 
psychiatry, ranging from mental hygiene to narcis- 
sism, are discussed in an extended fashion, this 
reviewer found most enjoyable the following : (1) 
The discussions of psychoses as weaknesses of and 
lesions in the ego of the psychotic. Federn's state- 
ment of the dynamics of disease of the ego suggests 
the possibility of more meaningful constitutional 
theories of psychosis. (2) Т he related discussions 
of differential breakdown of various ego functions. 
Many theories of psychosis handle the clinical ma- 
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terial relevant to this in too broad a fashion. (3) 
The use of depressive states as a means of formu- 
lating the problems of suffering and pain. Federn 
should be a rewarding source for those who are 
making an effort to better define these problems. 
(4) More clinically minded students will find in 
this book excellent general advice and at least one 
report that is a model for handling a patient in the 
early stages of a psychosis. 

Edoardo Weiss, Federn’s devoted student and 
literary executor, has drawn together Federn’s pa- 
pers from many sources. Though at first glance, 
there appears to be much overlapping and repitition, 
this is an actual gain as the total effect is one of 
progressive unfolding of the central ideas. To this 
reviewer, Federn’s style, when held in the confines 
of a single essay, makes for stimulating reading 
though not always clear statement. However, the 
variants which appear in the repetition slowly add 
up to a coherent whole. 

A short expository statement by Dr. Weiss at 
the beginning of the book is helpful. It is even 
more so when re-read at the end of the book. The 
only criticisms which I believe are important are 
these: (т) More lengthy editorial comment on 
each essay relative to the appropriate historical 
{тате of reference would have been helpful. (2) 
More extensive comment on the direction of 
Federn's thinking in relation to those of present 
investigators of psychosis would be valuable for 
younger students. 

L. W. Eanrzv, M. D., 
Pittsburgh, Pa. 


HIRNVERLETZUNGEN, MECANISMUS, SPAET-KOMPLI- 
KATIONEN, FUNKTIONS-WANDEL (BRAIN IN- 
JURIES, MECHANISM, LATE COMPLICATIONS AND 
ALTERATION oF FUNCTION). By Walther Birk- 
mayer. With an introduction by Prof. Otto 
Poetsl. (Vienna: Springer-Verlag, 1951. Price: 
$6.50, paper; $7.20, bound.) 


As physician-in-chief of the Neuropsychiatric 
Clinic of the University of Vienna and former 
Director of the military hospital for brain injuries 
of the same city, the author has ample material to 
draw from for this elaborate Presentation of the 
mechanism, late complications, and functional altera- 
tions in brain injuries, 

Of the approximately 3,000 cases of brain injured 
members of the German armed forces in World 
War II who were hospitalized under Drs. Poetzl 
and Birkmayer in Vienna, only 1,001 were used in 
this study. For the remainder all the pertinent in- 
formation was not available. The contents of this 
work have justly been called, by Dr, Poetzl, docu- 
mentary evidence of the author's great organiza- 
tional prowess and abundance of scientific stimula- 
tion. The cases are viewed from various factual 
and symptomatic aspects. These are: The extent 
of bone defect, the duration of unconsciousness, the 

injuring agents (bullets, shells, etc.), and the role 
of the steel helmet. The lesions are further divided 
into contusions (G) and compression fractures, 
the latter into compressions with intact dura mater 


(C.LD.), with torn dura mater (C.T.D.), and with 
torn dura mater plus prolapse of brain tissue, The 
direction and penetration depth of the missiles are 
also taken into account. Special attention was given 
to the all-important period of unconsciousness, It 
was considered long (L.U.) if lasting more than 
24 hours, medium (M.U.) if less than 24 hours but 
more than one hour, and brief (B.U.) if persisting 
for less than one hour. The protective role of 
the steel helmet is given different values by different 
authors. Most of them believe that in contusions 
it kept the dura mater intact and retained the missile 
on the side of its penetration. Eighty-eight per 
cent of all brain injuries were followed by a period 
of unconsciousness. This percentage was greater 
among those who wore helmets when hurt and 
duration of unconsciousness among them was com- 
paratively longer. Although the helmet disperses 
the impact of the missiles it involves a larger sur- 
face of the skull and implicates the brain stem. It 
has also been observed that rifle bullets caused 
larger bone defects than did shell fragments and 
the helmet contributed also. A 

A decisive factor in the effect of the shooting is 
the missile's force. This may be expressed in terms 
of physical and kinetic energy by the formula 

2 

Е= МУ + Its velocity is а more effective factor | 
than its weight. The texture of the surface hit, its | 
axial direction and compressibility have only a 
modifying influence. Artillery projectiles differ 
from rifle bullets in that the former have a wider 
ricochetting and lesser penetration and are more 
effectively curbed by steel helmets. Unconsciousness 
is a direct result of the irritation of the brain stem. 
Tf it lasts more than 24 hours it signifies the pres- 
ence of structural damage, ie. a contusion. | 

Of the complications that may develop long after 


the initial brain trauma, the author lists headaches, 
meningitis, encephalitis, abscesses, and post-trat 
matic convulsions. The headaches (that may hardly 
be considered a “complication,” as it is ana 
constant symptom in such events), are describe 
by the sufferers as rising in one place and traveling 
along the hemicranium to an area behind the eye 
where it halts and abides throughout the illness. 
Pressure over the head may either provoke of 
alleviate it, strange as it seems. Also a cold „breeze 
or draught may dissolve it. Combing the hair can 
not be tolerated. The patients feel as if the pressure 
inside the cranium will make it explode any instant: 
Light agonizes them. Thinking becomes ап ea 
task. The author interprets the above subjective 
symptoms in terms of definite pathological processe 
that take place in the physiological activities of in 
brain structure. These specific processes assist 
the choice of specific therapies. poe 
Each brain lesion must be assumed to be infec e 
Encephalitis and abscesses are only various A 
of the same process. The toxic effect of the ™ Т 
tion causes injuries to the nerve substances ee 
also develops an edema resulting in increased in 
cranial pressure and its sequelai. plish 
The presence of meningitis is easy to esta! 
clinically. The manifestations of illness аге 
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results of the struggle between the antigen and 
the powers of defense. As the meninges offer con- 
siderable resistance to the invading organisms, men- 
ingitis is identified by its stormy onset and massive 
symptoms : high temperature, vomiting, headaches, 
nuchal rigidity, increased pressure of the cerebro- 
spinal fluid, and leucocyte count. Only 68% of 
the abscesses may be diagnosed by neurological 
examination, while 32% may be established only 
through encephalograms. It is hard to foretell what 
surgical procedure is best indicated in brain ab- 
scesses: punctures, drainage, or extirpation. Sulfa 
drugs and penicillin proved most successful in the 
treatment of encephalitis and meningitis. Blood 
transfusion, strychnine, cardiazol, and caffein are 
also of much help. 

Post-traumatic convulsions (a term used by some 
authors interchangingly with post-traumatic “epi- 
lepsy”) are presented in great detail. Some authors 
are of the opinion that this type of convulsion ap- 
pears only in individuals predisposed to it prior to 
the injuries and spares those in whom such a dis- 
position was lacking. Occurence of such convul- 
sions is reported by various clinicians to be from 
118%, to 49.5%. The largest proportion is found 
in lesions of the parietal regions and the smallest 
in the lesions of the occipit. All types of brain 
injuries are prone to develop convulsive seizures, 
the largest number (47%) occurring in compres- 
sions with dural penetration and prolapse and the 
lowest in compressions without dural tears. 

ү! has been noted that most of these attacks take 
Place in overcrowded, poorly ventilated premises: 
cue theatres, and restaurants. But there are 
Я ег disturbing situations that exercise an un- 
шы effect, such as riding in vehicles, par- 
in ing of spicy foods and alcohol, excessive smok- 

ig, and excessive intake of fluids. They may also 

7 е: „during an intercurrent malarial or 
gas! Tointestinial infection, anginal attacks or colds, 
overexertion and fatigue. 

26" А scars following surgical intervention 

ЧА оше an irritating factor, not all patients 
uou eee Particularly prone to such 
panied туа c those whose injury was accom- 

А ics рго longed period of unconsciousness. 
абау E measures the author advises avoid- 
limited n ative toxins (nicotine, alcohol, coffee), 
sutfotindin е of fluids and salt, rest periods, quiet 
Patients? n mild but controlled guidance of the 
capacity ы Barbiturates reduce the working 
А шын sodium was used sparingly and 
frequent R cacious on patients whose attacks were 
dehydration Ps treatment consisted of lüminal, 
vi md boracic acid, gastric detoxication 
rations and ei Saar ae of ergot im 
бе ee in the functions of the motor system 
n the fol ieee were especially scrutinized. 

ES uet ist the first figure gives the per- 
(CNN Г апа the second that of improve- 
2) spastic Dees without sensory loss (53, 
turbance vm lysis (46, 2), paralysis with sensory 
disturbance (^7 6), spastic paralysis with sensory 

(36, 3). Various medical and physical 


therapies for disturbances of the motor system are 
outlined and well illustrated. 

Because of the close relationship between the 
central nervous and the vegetative nervous systems, 
brain lesion affects both. The balance between the 
sympathetic and parasympathetic branches is dis- 
torted. Strongly affected are the metabolic processes 
of water, carbohydrates, fats, proteins, minerals, 
vasomotor system, the regulation of temperature, 
and the blood picture. The therapy is aimed mainly 
at removal of the load from the vegetative appa- 
ratus, with special attention to climate, diet, proper 
exercise and hydrotherapy. 

Of particular interest is the part that deals with 
measuring and treating the mental functional ca- 
pacities in brain lesions. A series of measuring 
tests are given: the interpretation of 6 proverbs 
testing symbolic thinking, of analogies (rose-plant, 
lion-?) testing abstract thinking. There is also 
a “gap” test: “of food and drink.” The patient 
fills in missing words: “Eating апі... maintain 
the body is an old and very... proverb. It is 
related to the structure of our... as with the 
... of a house. In the construction of a house we 
use various .. . wood, stone, iron, clay etc.” In 
order to fill in the 75 gaps, the patient must show 
his capacity for "simultaneous determination." Here 
length of the period of unconsciousness and localiza- 
tion of the injury are the main determinants of the 
results obtained. 

Many cases of changes in the perceptual function- 
ing are described in great detail. The pathologic 
findings, through intricate tests and their relation 
to the type and localization of their injuries, are 
pointed out very adequately. Many practical direc- 
tions are given for helping the patient reestablish 
proper contact with his environment and become 
integrated and useful in society. um 

This work is an outstanding contribution to the 
study of brain injuries and will be of great assist- 
ance to those treating such injuries occurring both 
on the battlefields and in peace time. 

Hirsca L. Соврох, M. D., 
Department of Psychiatry, 
New York Medical College. 


INFERIORITY FEELINGS IN THE INDIVIDUAL AND THB 
Group. By Oliver Brachfeld. Translated from 
the French by Marjorie Gabain. (New York: 
Grune & Stratton, 1951.) 


"Тһе author states that his reason for writing this 
book is to unite in a single volume all the essential 
information regarding “feelings of inferiority, the 
cornerstone of Adlerian psychology. He feels that 
analysis of such feelings in the individual has 
reached its final form but that most of the work 
regarding these feelings on a social plane is yet to 
be done. He writes of the historical aspects of the 
subject and the ideas which preceded it and then 
discusses these feelings in regard to their diagnosis, 
relation to family patterns, civilization, sex, art, and 
the major forms of emotional illnesses. Through- 
out the is is, of couse, on the Adlerian 


interpretation. 
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This reviewer could not comprehend what factual 
information was behind many statements found 
throughout the book. In the preface, for example, 
the author states that a collective illness referred 
to as "nerves" came to the continent from America. 
In the same section he states that “statistical and 
investigative” methods prove that Adler was cor- 
rect and that all nervous complaints are due to a 
sense of impotence or feelings of inferiority. An 
early chapter contains the statement that economic 
productivity tends to spread feelings of instability 
and the author points out that mass-produced goods 
are inferior to older goods. His statement that 
psychoanalysts seem deeply convinced of their in- 
ability to cure their patients is unsupported. The 
author in a later chapter writes that man, owing 
to his greater differentiation as compared to higher 
mammals, has become “in a sense an inferior 
species," 

There are some outright errors present, part of 
which may be ascribed to the translator. On page 
123, for example, the "Electra complex" is incor- 
rectly defined. Seven pages later the author states 
that there are more suicides among Catholics than 
among Protestants which is certainly not so in this 
country. 

In summary the author may well have accom- 
plished his purpose of uniting the essential infor- 
mation regarding inferiority feelings. In doing so, 
however, he has neither been consistently factual 
nor has he written an interesting book. 

Perry C. TALKiNGTON, M.D., 
Dallas, Texas. 


Tue REVIVAL or Interest IN THE DREAM. By Rob- 
ert Fliess, M.D. (New York: International 
Universities Press, 1953. Price: $3.00.) 


This is not a book for the general psychiatric 
reader. It is a highly condensed collection. and 
summary of recent psychoanalytic literature con- 
cerning dreams—not of dreams in general, for these 
form part of almost any detailed psychoanalytic 
case report—but of the theory and psychology of 
dreams, The text consists of brief summaries of 
articles, grouped according to their content, con- 
cerning the dream to which are appended the au- 
thor's critical comments and observations. The 
fifth chapter of the book consists of an original 
article by the author concerning the significance of 
the spoken word in the dream. 

Dr. Fliess assumes a highly expert grasp on the 
part of the reader of the theory and literature of 
the dream. Consequently, the style of the writing 
occasionally strikes one as terse and the total effect 
is that of reading a series of notes outlining a course 
in postgraduate dream analysis and theory. For 
example, the implications for general ego psy- 
chology of Isakower's ideas concerning the phe- 
nomena accompanying falling asleep and of the 
spoken word in the dream are blurred because of 
the brief presentation. Similarly, whether one 
accepts in toto Lewin's ideas concerning the dream 

Screen, which Dr. Fliess does not, it nevertheless 
remains true that Lewin's ideas have stimulated 


much research into the psychology of sleep, and 
dreams. 

The excellent material which the author has put 
together through painstaking research is worthy 
of more extensive treatment. Dr. Fliess could 
render a valuable scientific contribution if the cur- 
rent book of 164 pages were expanded into a full- 
length volume which would enable him to place the 
revival of interest in the dream in its proper orien- 
tation in the current development of psychoanalytic 
theory and practice and would enable the reader to 
understand the integration of dream psychology 
with the broader problems of psychoanalysis, 

Jacos A. Arrow, M. D, 
New York City. 


A Manuat ror Psycurarric Case Ѕторү, By 
Karl A. Menninger, M.D. (New York: Grune 
& Stratton, 1952. Price: $6.75.) 


Here is a book that serves a definite purpose: a 
manual prepared to meet the needs of doctors en- 
tering the field of psychiatry. Moreover, it does 
what it essays to do exceedingly well, providing 
an excellent and comprehensive standard procedure 
for studying psychiatric patients, both psychoneu- 
rotic and psychotic, Text and abundant charts 
demonstrate conclusively that psychiatric clinic data 
may be obtained, organized, and recorded accu- 
rately and purposefully, together with a meaningful 
diagnosis and beneficial plan of treatment based 
upon these findings. The method employed is the 
scientific approach from an eclectic point of view. 
Each member of the participating team has a defi- 
nite function, but must understand also the con- 
tribution of his colleagues. The psychiatrist re- 
views all data and in staff conference gives his 
psychiatric findings, then assumes responsibility for 
the correlation and coordination of facts, a diag- 
nosis, and the treatment to be instituted. 

The book is divided into 3 parts, dealing respec- 
tively with the collection and organization of cas¢ 
material, treatment, and illustrative case records. 
An appendix provides a useful reprint of the recent 
classification of the diseases of the psychobiologic 
unit compiled by the Committee on Nomenclature 
of The American Psychiatric Association. There 
is also the nomenclature used by the Veterans A 
ministration, and a list of personality types whic 
Doctor Menninger and his associates are fin 
useful for preclinical descriptive titles. » dd 

A model commitment law and a full index a s 
to the value of the volume, which we believe gc? 
eral practitioners and medical students, as well Ei 
physicians preparing to become psychiatrists, ee 
find both interesting and helpful in the understan 
ing of emotional disturbances and mental deora 

The author’s philosophy. is that the mental at z 
tude of any physician to any patient who has Сое 
to him for help should be one of “respect for the 
dignity of the individual human being, and of е 
erence for the mystery of pain, of impaire he 
and growth. With this, too, goes a respect rx E 
responsibility and authority of the role of the p у. 
Sician—a self-respect and a respect for one’s C? 
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leagues and predecessors, for accumulated medical 
science, and for that quality in the nature of human 
beings that leads them to turn in trust to some of 
their equally fallible fellow creatures and place 
their fate in our hands. Such respect dictates a 
pervasive humility and an earnest dedication to a 
task approaching a function of divinity.” 

His many years as a teacher of recent graduates 
from accredited medical schools entitle Dr. Men- 
ninger to speak with authority of the preparation 
they have received for graduate study. Today most 
medical students take a few courses in psychiatry 
and have clinical demonstrations of the major psy- 
choses and perhaps a few well-advanced psycho- 
neuroses. They have learned something about 
mental disease, but little about the patient who 
has the disease—his personality, and the conditions 
under which the disorder developed. These factors 
are essential for a diagnosis upon which to recom- 
mend an effective plan of treatment. 

It is our belief that a better understanding of the 
patient, of the physical and psychological environ- 
ment under which the mental illness occurred, and 
the stage it had reached when the patient was first 
seen, makes it possible to avoid hospitalization in 
many cases and also helps to hasten recovery. 

_ Dr. Menninger is rightly concerned about the 
inability of the young doctor to describe clearly 
and accurately what he observes. This may be 
attributable not to inadequate medical knowledge, 
but to lack of technical skill in writing—which 
should have been acquired in the general education 
which preceded medical school. Scientific writing 
is not exempt from the rules of rhetoric and com- 
ea Since the art of writing is apparently not 
УШ Ен in undergraduate days, perhaps medical 
ЕА 5 Mie offer a course in writing that will 
is s il a the presentation of scientific data. It 
wu entable that doctors should find it difficult to 
k press in simple, direct statements what they 
TA and want to transmit to others. 
М шо of many forms and charts, сазе 
cat as pital plan of treatment, and prog- 
Aon of S should be helpful both in the organi- 
dE medical data and as examples of the art 
yt ае алу summaries on each patient 
а Gs ‘ly adapted to the understanding of the 
tives, clinic is to read them. Family physician, rela- 
Meer 2 social agency, or the hospital to which 
mu T UAE should obviously have dif- 
able to the zd „A summary that is not understand- 
Ж ше Josue is worse, than a useless waste 
us qued n сга or used unwisely, it may 
recovery, and adversely affect the patient's 

Th y 
sre dune. d wisely stresses the psychiatrist's 
many cases с (о: x e referring physician who will in 
return to his w ше to see the patient after his 
concerned with ee оте. ‚Аз a psychiatrist, he is 
Weeks or month, е patient's welfare beyond the few 
treatment, Wh s during which he has been under 
" s еп the acute illness is over, he wants 

т his former patient the continued safe- 


0 secure f, 

О: 

guards z 
against a recurrence which are available 


through the family physician, family, and com- 
munity. 

To Dr. Menninger, the patient is never an iso- 
Jated individual, but a human being who has re- 
covered or is convalescing from a temporary illness, 
and—with greater knowledge and strength—is re- 
turning to an environment in which he may live a 
normal life of usefulness and happiness. 

It is a pleasure to commend this book as both 
profitable and enjoyable reading. 

Wurm B. Тевноме, M.D., 
The Silver Hill Foundation, 
New Canaan, Conn. 


RESIDENTIAL TREATMENT OF EMOTIONALLY DISTURBED 
Cumpren: A Descriptive Ѕторү, By Joseph Н. 
Reid and Helen L. Hagan. (New York: Child 
Welfare League of America, 1952. Price: 
$3.50.) 

Twelve treatment facilities designed to provide 
children with residential care and treatment are 
described in considerable detail. These representa- 
tive centers were selected on the basis of their 
accepting children with severe personality disorders 
and providing a program offering both individual 
therapy and group living experience. Seven are 
under medical and 5 are under social agency ad- 
ministration, Nine are supported by public and 5 
by private funds. 

An attempt has been made to present similarities 
and differences in the philosophies and techniques 
espoused by each of the units. Information is drawn 
from the publications and records of each center 
and from personal visits by one or more of the 
authors. In addition an official of each unit provides 
his own summary and evaluation at the end of each 
report. 

Centers included were: Arthur Brisbane Treat- 
ment Center; Bellefaire; Child Guidance Home of 
Cincinnati ; Children’s Service Center of Wyoming 
Valley; Emma Pendleton Bradley Home; Evanston 
Children's Home ; Hawthorne Cedar Knolls School ; 
Jewish Children’s Bureau of Chicago; Langley 
Porter Clinic, Children's Inpatient Service; Neuro- 
psychiatric Institute Children's Service; Ryther 
Child Center; and Southard School. Emphases 
differ, however, in each institution. Administrative 
and formal philosophy varies greatly from center 
to center, yet there seems to be a common denomi- 
nator which overrides many of the official differ- 
ences: “а total approach to therapy” (preface). 

The relative importance of individual psychother- 
apy vs. group living experience, of remedial educa- 
tion vs. work with parents, of research vs. service, 
of home training vs. recruitment of fully trained 
expert staff, of self-containment vs. community 
membership—all these balances are given compara- 
tive consideration. ] 

The individual programs were each given a chap- 
ter of this volume. Each was characterized by a 
developmental sketch, an organizational outline, and 
a word picture of its physical plant and facilities. 


Staff composition and personnel, budget and sources 
of income were presented, Gntake, treatment, dis- 
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charge, and follow-up were discussed, together with 
agency liaison and handling of parents, Training 
and teaching programs for staff and outsiders were 
also outlined. No judgment of the comparative 
validity or effectiveness of methods used in various 
establishments was made by the authors; they 
sought rather to provide objectively the facts and 
principles as they appeared to be clearly evident in 
the program of each unit. 

This useful volume should provide much-needed 
information for physicians, social agencies, and 
schools who seek placement and treatment for 
children and for institutions or committees who are 
planning for the creation of such facilities them- 
selves, It might also prove useful as a reference 
Lp courses on comparative therapies and residential 
life. 

EARL A, Loomis, Jr., M. D., 
Pittsburgh, Pa, 


Тнв HAUNTED Рворів: THE Story or THE PoLrER- 
GEIST DOWN THE Aces. By Hereward Car- 
rington and Nandor Fodor. (New York: 
Dutton, 1951. Price: $3.50.) 


The poltergeist is the step child of spiritualism, 
In a world where ectoplasmic manifestations are 
commonplace and “blithe spirits” run rampant, the 
Poltergeist is widely believed to be a fraud. Polter- 
geist comes from two German words meaning 
“noisy spirit” and has come to mean a prankish, 
though not necessarily evil, spirit that throws rocks 
through windows, pinches young maidens, and gen- 
erally makes him and/or herself unpleasant. In The 
Haunted People, Dr. Hereward Carrington jumps 
to the defense of the poor maligned poltergeist, and 
with some 372 documented cases of poltergeists in 
action, Proves that such a spirit exists, and is not, 
аз one eminent spiritualist believes, the work of 
some “naughty little boy or girl" He does admit 
that not all of these 372 cases were genuine, In 
fact, he states that 19 had some element of fraud 
in them, and were not the work of real poltergeists, 
In 26 more of these cases, he believes there might 

Some small room for doubt. However, he is left 
With 327 cases from 355 A.D. to 1049, told by men 
from Cotton Mather to Osbert Sitwell and by 
Papers as conservative as the New York Times. In 


ghosts in the castles in England. 
Having done this, Dr, Carrington bows out of 
ШЕ jm. ang it reai i n: for his co-author, Dr. Nan- 
о: Ог to analyze the i: 
the “poltergeist тте очкан 
In an introduction to his section of Th 
People, Fodor bemoans the fact that teal n 
chic researchers and the psychoanalysis of today 
look askance at one another, He seems to feel that 
the problem is primarily one of semantics, for 
neither science can tolerate the terminology of the 
other; as he puts it, "psychoanalysts need а primer 
in psychical research, but psychical researchers also 
need one in psychoanalysis,” For he believes that 


only through a union of the two sciences can we 
learn the answer to such problems as the poltergeist, 
He then shows the fruits of this union in the 
analysis of the Sargossa Ghost in Spain in 1034, 
This ghost lived as a voice in a chimney for some 
time in the house with a sixteen-year-old servant 
girl. He states that he believes the ghost to be a, 
“free floating fragment,” of the servant who was 
suffering from, “The Poltergeist Psychosis—an 
episodic mental disturbance of the schizophrenic 
order,” Having started off, he expounds a great 
many more of his theories, one being that, “A 
medium may cheat for similar reasons that drive 
a kleptomaniac to stealing. He may produce valu- 
able psychological phenomena as a neurotic pro- 
duces symptoms. Viewed as a conversion neurosis, 
mediumship may offer a novel and attractive field 
of inquiry.” And later—"The poltergeist is not a 
ghost. It is a bundle of projected repressions.” 
Dr. Fodor gives two more cases of poltergeist 
phenomena, one of which was a talking mongoose 
named Gus on the Isle of Man. He analyzes both 
of these cases, showing that some of the ghostly 
happenings are due to unconscious chicanery and 
others due to conscious efforts, while still more are 
due to the impact of a badly channeled libido acting 
on people and its actual physical environment. 
Finally, he closes the book with a chapter entitled 
“The Poltergeist—Psychoanalyzed.” In this final 
chapter, he takes us step by step through the anal- 
ysis of a person ridden by a poltergeist and shows 
how, with the freeing of repressions, the libido 
is rechanneled and the poltergeistic phenomena 
gradually stop as the patient gains insight. 
P. C. Тлгкіхотом, M. D, 
Dallas, Texas. 


THe FOURTH MENTAL MEASUREMENTS YEARBOOK: 
Edited by O. K. Buros. (Highland Park, New 
Jersey: The Gryphon Press, 1953. Price: 
$18.00.) 


The Fourth Yearbook has the same objectives and 
format as The Third Mental Measurements Year- 
book. The Third Yearbook covered the period d 
through 1947. This Yearbook covers the perio 
1948 through 1951. It consists of entirely new шү 
terial, and should supplement rather than supplani 
earlier yearbooks in the series. iall 

The Yearbook attempts to list all commercially 
ayailable educational, psychological, and vocatio 3 
tests published in English speaking countries. T 
are 793 tests as against 663 in the 1949 edition. d 
the first time a number of tests which are availal : 
only as a part of highly restricted testing program: 
have been listed and reviewed. The Yearbook re 
viewers had access to the confidential tests aR 
number of organizations. Among them were te 
но of American Medical Colleges and t 

ational League of Nursing. 

All test users will find the Yearbook valuable. 
The detailed and accurate information on construc- 
tion, validation, and the uses and limitations of 2 
cific tests will enable them to select tests moe 
wisely. The same information or the absence 0 
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should re-emphasize some of the dangers involved 
їп uncritical acceptance of tests even though they 


have been prepared by well-known authorities. 
LeoLa E. NEAL, 
University of Western Ontario, 


London. 


INTRODUCTION TO EXCEPTIONAL CHILDREN. (Revised 
edition). By Harry J. Baker, Ph. D. (New 
York: MacMillan, 1953. Price: $5.00.) 


The expressed aim of this book, to serve as an 
introductory course for college and university stu- 
dents and a reference book for those dealing with 
exceptional children, is excellent. It is perhaps am- 
bitious in intending “to present the characteristics 
and problems of all types of exceptional children.” 
Throughout the book, the discussions of school 
planning, consideration of family and social factors 
and general aims of education are outstanding. The 
attitude toward the education of the exceptional 
child is excellent, with the importance of individual 
Planning and evaluation repeatedly stressed. The 
author points out that “malbehavior” is a symptom 

_ and that attention “should be directed to causes and 
how they. operate to produce the external results." 
| The relationship of behavior difficulties and various 
types. of handicaps of exceptional children is well 
described. The author states that the difficulty for 
— Slow learners is often one of adapting to the speed 
of the regular class, but that appropriate curriculum 


Eoo is a difficult and puzzling question. 
| t is necessary to point out that the discussions 


Es handicaps are not at the same high level. 
b aps the explanation of some of the medical mis- 
К Eos among teachers lies in the failure of 

Xtbook authors to have the medical information 
Brei by physicians. In this book this lack is 
glaring in such statements as, “Guy de Maupassant 
Ж ed diplopia due to paralysis of the extra- 
cm muscles, and his death resulted from the gen- 

: po caused by it"; or, "neurasthenic behav- 
E по associated with sexual abuses, such as 

asturbation” ; or, the assumption that dying of 


Bahr T tuberculosis, or assuming that the “Black 
Tie Я Ње Middle Ages was tuberculosis, The 
which Pa be evidence of poor proofreading, ОЁ 
h there are many instances. 
E 5 over-all point of view in relation to 
озуп үкам toward exceptional children is best 
book: СА quoting from the final chapter of the 
oe i 18 time to consolidate efforts for all types 
a ne ional children. Support for the crippled is 
Б child Cause, but it is no more worthy than for 
mind or wnt’, reading disability, with a feeble 
Bier ап emotional upset. АП efforts must 
255 oward unification of a program for all 
may be," Tot pnab no matter what their afflictions 
йз i n this lies the value of this book. 
area an acceptable book within the author’s 


ia meningitis at fourteen years is proof of the 
iu ed neurological basis for erratic behavior 

И ight years, It is perhaps quibbling to comment 
Serm tubercle bacillus,” milk as a source of 

| of experience and knowledge, but it is hoped 


that the next edition will be more carefully edited, 
particularly with regard to medical information. 
Maser Ross, M. D., 
Department of Health, Education, and Welfare, 
New York City. 


Your Снпр амо His Рковівмѕ. By Joseph D. 
Teicher, M.D. (Boston: Little, Brown and 
Company, 1953. Price: $375.) 


This book is a standard handbook prescription 
type of parental guide to which has been added some 
semitechnical information on psychiatric concepts 
and psychological techniques presumably for the 
nurses, doctors, teachers, social workers, and psy- 
chologists to whom the preface states the book is 
also addressed. It is questionable if this enhances 
the book's value to its primary lay audience, or 
whether it only provides bits and fragments of in- 
formation that are apt to be misinterpreted and 
misused. 

Not everyone would agree with the oversimplified 
thesis, continually emphasized, that love is the pana- 
cea for most of the psychological ills of childhood. 
Also the recurrent advice that parents should con- 
ceal all negative feelings from their children seems, 
at least, unreal in view of the many subtle ways in 
which feelings are transmitted from one human be- 
ing to another, especially when the contact is as 
close as between a parent and child. Besides there 
is the question of whether the creation of such an 
artificial atmosphere would be desirable if it were 
possible to achieve. On this score little differentia- 
tion is made between normal, appropriate emotional 
responses, and deep-seated irrational attitudes that 
hark back to the parents' past, and are inappropriate 
in the present parent-child relationship. This omis- 
sion might well create anxiety in an insecure parent, 
as also the persistent attempts to generalize advice 
about intimate problems where only individualized 
help sensitively given, in the light of all the facts, 
is likely to be of value. Certainly the opinions ex- 
pressed do not have the general acceptance that one 
would infer they enjoyed if this book were one's 
only contact with the subject. 1 

The chapter on schools and camps is informative 
and a parent should find it helpful, but in many 
places the book borders on triteness, and contributes 
nothing new to an already overpublished field. Most 
seriously interested professional people would prob- 
ably find a more comprehensive book written ex- 
pressly for the professional reader better suited to 
their purpose. 

Dowar» C. Ross, M. D., { 
Philadelphia Child Guidance Clinic. 


Tue Unconscious ORIGIN OF BERKELEY'S PHILOSO- 
ruy. By. J. О. Wisdom. (London: Hogarth 
Press, 1953- Price: 255.) 


Can psychoanalysis throw light on philosophy ? 
To аи mc it can is the chief aim of Dr. Wis- 
dom's book on Berkeley. Dr. Wisdom is himself а 
philosopher and known as an able Berkeleyan 
scholar. In the present work he provides an ex- 
cellently lucid exposition of Berkeley’s philosophy. 
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It is delightfully written. It is followed by a brief 
"life" and then by a psychoanalytic examination of 
the philosophy. Although Berkeley himself has not 
been present to be questioned the reader is assured 
by the author that the interpretation is reliable and 
has been based on sound clinical practice. Let us, 
therefore, assume the correctness of the interpre- 
tation, and turn to consider what light it throws 
on philosophy. It is clear, to begin with, that when 
Dr. Wisdom makes his principal claim, he does 
not mean that psychoanalysis can provide informa- 
tion which will contribute to the solution of any 
philosophical problems. He means rather that if 
we take some actually formulated philosophical 
System, for example that of Berkeley's, psycho- 
analysis can throw light on it. 

As a philosopher Dr. Wisdom belongs to the 
school of logical analysts, at present the dominant 
school in British philosophy. According to the 
more usual kind of logical analyst all metaphysics 
of speculative philosophy consists in meaningless 
statements. Thus Berkeley's speculative philosophy 
like all others is neither true nor false but senseless. 
One of the principal functions of legitimate philoso- 
phy is to act as a therapeutic for ridding ourselves 
of this nonsense Philosophy. Dr. Wisdom differs 
in one main respect from his fellow logical analysts. 
He considers that something can be salvaged out of 
the wreckage created in traditional philosophy by 
logical analysis, While agreeing that speculative 
Philosophy is meaningless in so far as it purports 
to express something about the world or about 
objective facts, he would assert that it is neverthe- 
less meaningful in so far as it expresses something 
about the philosopher, or is symptomatic of some- 
thing in his personal life. Tt is because it still has 
a “meaning” that Dr. Wisdom would not simply 
discard speculative philosophy, but would retain it 
as “the last refuge open to myth,” and it is psycho- 
analysis which provides the clue to the meaning of 
Berkeley’s 


But is Dr. Wisdom, or was Freud in the Schreber 
case, throwing light on philosophy? To take phi- 
losophy seriously is to take it in terms of what it 
actually purports to be, and not anything else. To 
take it as symptom is not to take it as philosophy. 


e 


Dr. Wisdom has shown that Berkeley's economic 
and mathematical theories, which happen not to. be 
nonsense, are susceptible of the same kind of psy- 
choanalytic treatment as his metaphysics, Eco- 
nomics and mathematics are what they purport to 
be, theories about certain kinds of subject matter, 
To throw light on economics means either to throw 
light directly on its subject matter, which is what 
economists themselves seek to do, or else to throw 
it indirectly by judging of the truth, falsehood, 
meaning, or meaninglessness of statements already 
made about this subject matter, and this latter is 
the activity of the logician. When economic and 
mathematical thinking are taken as symptoms of 
something, then whatever may be said about this 
thinking throws no light whatever on economics or 
mathematics, though it may throw light on some- 
thing else. Even if it were shown by the logical 
analyst that all economic and mathematical think- 
ing is meaningless, it would still not be the case 
that anything discovered about these kinds of think- 
ing as symptoms throws light on economics or 
mathematics; for economics and mathematics would 
still be what they purported to be—theories about 
certain kinds of subject matter. And the same is 
the case with metaphysics, which purports also to 
be about certain subject matters. Thus Dr. Wis- 
dom’s statement “God, as pure creator who com- 
manded unsullied power and possessed a pure ce- 
ment in the form of good faeces for building the 
world, is a substitute for the father Berkeley val- 
ued . . .” throws no more light on philosophy than 
his statement “The Central Bank was the great 
bowel capable of defecating all the money that was 
needed," does on economics. Both statements throw 
light only on biography. 3 
Besides the claim that psychoanalysis has re- 
stored “meaning” to speculative philosophy, there 
is another claim made for it by Dr. Wisdom. ў 
though it is not able, he says, to refute a ШОЧ 
phy, it is valuable in enabling us to recognize ae 
readily a fantastic system for what it is, d 
saving us the trouble of useless argument E 
truth or falsehood, and it can provide а good pf a 
tical indication of whether or not there is B 
thing objective present. But since it is only logi e 
principles of testing which can determine Mer s 
or not thinking of any kind is merely fantastic, dom 
difficult to understand in what way Dr. M E 
expects the elaborate and less reliable proce ica 
of psychoanalysis to provide a readier prac b 
guide than the relatively simpler procedures 10 
logical analysis. Psychoanalysis here appears 
offer only a circuitous and uncertain route P il 
may be approached more directly through 108 
analysis. 
1 R. F. McRa 
каше of Philosophy, z 
University of Toronto: 
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5 D UE 5-8 МН ————Ó————————————HÁ—S 
LETTER FROM BRAZIL: 
OSWALDO CAMARGO, M.D.? 


Nine years ago, speaking to the Medical 
Society of the District of Columbia, I had 
the opportunity to report the position of 
Brazil in relation to the field of psychiatry. 
Since then, new advances have been made 
and our specialty has grown up considerably. 

As I have stated before, the facilities for 
mental health in my country were established 
very early. The oldest psychiatric hospital 
in Rio de Janeiro was founded in 1841 by 
our Emperor Dom Pedro II, with a 400-bed 
capacity, Fifty years later, when the Repub- 
lic replaced the crown, the hospital was en- 
larged to house 1,500 patients. At that time 
several other mental institutions were scat- 
tered over the country, mainly in the pros- 
perous southern states. 

Pioneering in South America in the field 
of prevention, we were the only country 
below the Rio Grande to follow very soon 
the American movement for mental hygiene, 
ш the foundation in 1923 of our Brazilian 

€ague for Mental Hygiene, which has been 
Mus à very nice job calling to the attention 
of both the public and the government the 
Important problem of mental health. 
е we talk about incidence, admission, 

discharge tates, treatment and other 

ea ОЁ more acute interest, let me give a 
oad idea of the psychiatric facilities avail- 

able in Brazil, 

осу; have now all over the coun- 
i o of 120 mental hospitals in opera- 

Bb a state hospitals, тї are federal 
бло. А remaining 73 аге private sani- 
noted 40% pd institutions. As will be 
itely Spon a mental hospitals are en- 
total б, : by the government. The 
Over 30,00 А Е mental hospital beds is a little 
97900, being 20,107 in state and federal 


TR 
chiatey it the Symposium on International Psy- 
can Beye € 110 annual meeting of The Ameri- 
NA atric Association, St. Louis, Mo, May 
2р, Bea 
Mental patric Inspector, National Service for 
талап оеш Rio de Janeiro, Brazil; Fellow, 
University RC Research Council and Yale 
Psychiatry, chool of Medicine, Department of 


hospitals and 9,966 in the private and chari- 
table ones. Roughly, the national and state 
treasuries are supporting two-thirds of the 
beds for mental patients throughout the 
country. For a nation with 53 million popu- 
lation, the existence of 30,000 psychiatric 
beds represents only 57 beds per 100,000 
people, as contrasted with the much higher 
U. S. figure, which runs nearly 400 beds per 
100,000 population. ( 

АП our mental institutions are over- 
crowded. We need more beds desperately, 
but unfortunately the burden of maintaining 
two-thirds of all our hospitals is on the 
shoulders of the government, and surely you 
know how difficult it is to attract the interest 
of the legislators to our problems in order 
to obtain more appropriations for mental 
health, We have no private foundations, 
such as the Rockefeller, Josiah Macy, Jr., 
Kellogg, Commonwealth Fund and many 
others in the United States, which have 
shown interest in mental health. How happy 
we would be if we did succeed in drawing a 
little attention from some of these wonderful 
philanthropic foundations to our overwhelm- 
ing psychiatric problems! Such assistance, 
even on a small scale, would certainly stimu- 
late our native philanthropists. Some of 
them, such as the Matarazos, the Lunardellis, 
the Morgantes, and other big families from 
{һе industrial Sao Paulo State at present 
show more interest in giving financial sup- 
port to art museums than to psychiatric 
institutions. 

The size of our hospitals is extremely 
variable. The largest is the Jacarepagua 
Federal Hospital in Rio de Janeiro, which 
has 4,000 patients; the Juquery State Hos- 
pital in Sao Paulo has about 3,500 beds and 
is connected with other hospitals in the same 
big farm, giving а total of nearly 10,000 psy- 
chiatric beds in the same town; some small 
northern states have hospitals with 100 to 
150 beds; private sanitaria capacity ranges 
from 8 or 10 to 250 beds. 

Outpatient clinics.—30 te 40% of our state 
hospitals have an outpatient dispensary con- 
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nected with the main building. The federal 
government, which is now showing a great 
deal of interest in the field of prevention, 
has been establishing several dispensaries in 
Rio de Janeiro and at least one in each of 
17 states that have asked for help because 
they cannot afford the expenses of operating 
such a clinic. The Brazilian League for 
Mental Hygiene runs 3 dispensaries in Rio 
de Janeiro. Sao Paulo State has 4 outpatient 
clinics. 

The turnover in our mental hospitals is 
much greater than one might expect if taking 
into consideration the unfavorable conditions 
of overcrowding, inadequate number of at- 
tendants, shortage of psychiatrists, and in 
many of them, lack of funds for maintenance. 
Here are the figures for the last year of first 
admissions and readmissions together : 


State and federal һозрйа1з................. 27,095 
Private hospitals ....-.seeseeesvececsesae 12,236 
Otel isp whic wens M E Seer dote 40,231 


Since only a small number of new beds were 
added to our hospitals last year, and since the 
average death rate in our mental institutions 
is between 8% and 9% of all patients under 
treatment during the year, we may figure 
that more than 35,000 patients were returned 
to the community, many of them showing 
some improvement. 

The incidence rates are almost the same 
as in the United States. Schizophrenia leads 
and is responsible for about one-fourth of 
all admissions. The second place belongs to 
manic-depressive psychosis. The other noso- 
logical entities follow in nearly the same 
proportion as we see in other countries, ex- 
cept for neuroses, which in the U. S. hos- 
pitals have a significant place and in South 
America are less noticeable. 

We have in Brazil about 300 psychiatrists. 
Nearly 100 work for the federal government, 
120 to 130 for the state hospitals, and the 
remaining 70 are engaged strictly in private 
practice or teaching. 

Treatment.—All the modern treatments in 
psychiatry are largely used in Brazil : insulin. 
electroshock, narcoanalysis, psychosurgery, 
psychotherapy, psychoanalysis. Even in the 
most backward state hospital electroshock 

and insulin coma are a routine practice, You 
may be astonished if I tell you that psycho- 


analysis is having a big boom in my country, 
At the end of World War II, several Bra- 
zilian psychiatrists went abroad to get train- 
ing in psychoanalysis. Of course, when they 
came back they applied the new technique 
to their private practice only. Then the Na- 
tional Service for Mental Diseases, which is 
one of the largest departments under the 
Public Health Service, under the able chair- 
manship of Prof. Adauto Botelho, decided 
to ask for special appropriations in order to 
give free psychoanalytic training to its per 
sonnel engaged in clinical work in mental 
hospitals. Just now we have in Rio de Janeiro 
3 foreign teachers hired by 3 institutes of 
psychoanalysis. In Sao Paulo also the psy- 
choanalytic movement is growing steadily 
with at least 15 psychiatrists under training. 
This trend to dynamic psychiatry is aimed 
to raise the standards in our mental hospitals, 
Malaria is a tool that we are keeping in 
our therapeutic bag to be used every time 
we have to deal with neurosyphilis. You 
may wonder about this since you have prat- 
tically no cases of general paresis any more. 
But we do. In spite of the penicillin era, 
syphilis is still responsible for nearly 10 
of all admissions in our hospitals and the 
best treatment there is still malaria: quick 
and efficient. We do not know if it 15 4 
matter of climate or some other condition, 
but malaria works better in Brazil than pent- 
cillin in the treatment of general paresis: 
The trouble now is that we are finding every 
day much more difficulty in obtaining a # 
strain of malaria than 5 or ro years ago 
since the Brazilian Public Health Service 
succeeded entirely in its efforts to erase 
malaria from the country. They made 4 
spectacular fight that covered and cleaned g 
all the towns and even the small villages A 
the interior near the jungles. We psychia 
trists are complaining badly of this victory 
of the Public Health people. Nevertheless 
the Federal Institute of Neurosyphilis in Ri 
de Janeiro is going on in full operation " à 
all its 250 beds occupied. The Juquery PSY 
chiatric Center in Sao Paulo State has i: 
300-bed unit completely devoted to the BT 
ment of general paresis. In Bahia a 
where I have spent the last 5 years as СО! 
missioner of mental health, we observe T 
most no significant decrease in the ratio 


ses due to syphilis among the new 


ions, 
cial Provisions ——What provisions do 
we for children? This is an important 
that is being carefully considered 
he authorities responsible for the mental 
th proram. What has already been done 
nts very little as compared with the 
needs of the community. Even so, we 
not exaggerating in considering ourselves 
best-equipped country in this field in 
America. Our Neuropsychiatric Hos- 
i for Children, built in 1942 by the federal 
ent in Rio de Janeiro, has 200 beds, 
hiatrists, and 2 psychologists. Two 
{е units for preadolescent and adoles- 
psychotic patients have been built re- 
tly on the Jacarepagua Psychiatric Hos- 
grounds in Rio. The federal government 
ns also a Child Guidance Clinic built as an 
lition to the headquarters building for the 
tio al Service for Mental Diseases. Four 
hospitals have special units for children: 
ihia, Pernambuco, Paraiba, and Sao Paulo. 
te other states are building such special 
mits: Rio de Janeiro, Para, and Rio Grande 
ul. Connected with the public school 
iem we have two mental hygiene clinics, 
їп Sao Paulo and the other in Rio. What 


пе type so successfully organized in your 
‚ for taking care of children from 
ection of the community. 
* do not have special facilities for alco- 
drug addicts, epileptics, and the feeble- 
i They are admitted to the state or 
e hospitals and taken care of, some- 
ding poral wards, sometimes in separate 
i peculiar feature is our hospitals for the 
ally insane. We have 5 in operation 
а new one is under construction by the 
al government in Rio;'8 new units for 
* Same purpose are being built on the 
of state hospitals, with funds pro- 
1 by the National Service for Mental 
dards.—All facilities for mental health, 
Dublic or private, are subject to peri- 
ae by the National Service for 
Iseases, as required by law. This 
Sure has contributed a great deal to 
Е hospital standards, since the in- 
S are obliged to give a minimum of 
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comfort, medical assistance, and security to 
the patients, according to the technical regu- 
lations issued by the National Service, Of- 
ficers of that department are assigned to 
each state capital for surveys and have to 
report often. They are also in charge of the 
outpatient clinics run by the federal govern- 
ment in many states. The National Service 
for Mental Diseases provides grants to the 
states for helping them to build or rebuild 
hospitals and, in some cases, may provide 
technical personnel for a short period when 
the state hospital staff needs reshaping. 

Teaching.—Although psychiatry is in the 
curriculum of all Brazilian medical schools, 
it is taught only in the last year of the course, 
except in the University of Brazil in Rio 
where it is taught in two years, Unfortu- 
nately, we do not have residencjes or a Board 
of Examination for Psychiatry or Neurol- 
ogy. Our physicians, once they finish medical 
school and get their M. D. degree, may start 
practicing in any medical field, including psy- 
chiatry. To minimize the harm of that lack 
of specialization the National Service for 
Mental Diseases started 15 years ago а 
4-month intensive summer course in clinical 
psychiatry and mental hygiene. This began 
with a small number of applicants, but as 
long as the professional interest was grow- 
ing, the enrollment had to be limited to 25 
students, many of them general practitioners 
wanting to work in mental hospitals. The 
Public Health Service also has included psy- 
chiatry and mental hygiene in the official 
1-year course for public health doctors. Psy- 
chiatry is in the curriculum of our nursing 
schools and student nurses have regular 
training in mental hospitals. I 

By virtue of a century of tradition and 
many other well-known reasons, we Pra- 
zilians are your best friends in South Amer- 
ica. Bolstering up our good relations, we 
are sending psychiatrists and other profes- 
sional people to be trained in the United 
States. Needless to say, we hope to learn 
from your large experience in the field of 
mental health, and, on interchanging ideas 
with you, get a better understanding of the 
huge problem of how to deal with abnormal 
human behavior in a world which needs to 
keep the mind sound and clear for the preser- 
vation of our progress, our culture, our ways 


of living. 


EFFECTS OF PREFRONTAL LOBOTOMY ON PATIENTS WITH 
SEVERE CHRONIC SCHIZOPHRENIA : 


RICHARD L. JENKINS, M.D., JAMES О. HOLSOPPLE, Рн. D., AND 
MAURICE LORR, Pu. D.,? WasnuiNcroN, D. C. 


The Veterans Administration lobotomy re- 
search project, which presently involves the 
participation of 6 hospitals, is an effort to de- 
fine, particularly through the use of scaling 
devices and control series, the nature and ex- 
tent of the changes that occur when prefron- 
tal lobotomy is performed on patients with 
chronic schizophrenia. 

We depend for our information upon 3 
types of data, from : (1) certain selected 
tests of performance; (2) clinical judgments 
somewhat objectified by scaling procedures; 
(3) a projective device relatively simple to 
administer—the Miale-Holsopple sentence 
completion(1). 

Scaled clinical judgments have given us 
for purposes of comparison the most nearly 
adequate picture of the changes occasioned 
by lobotomy. At some points, the tests of 
performance supplement this description, 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. 

From the Veterans Administration Central 
Office. 

We should like to express our appreciation of the 
members of the staffs of VA hospitals in American 
Lake, Wash. ; Battle Creek, Mich. ; Bedford, Mass.; 
Northampton, Mass.; North Little Rock, Ark.; and 
Roanoke, Va. for their careful and laborious work 
which has made this report possible. 

Results on the first 30 operated cases and their 
controls were presented by Dr. Holsopple at the 
1951 meeting of the Association for Research in 
Nervous and Mental Diseases. 


TABLE 1 
C-#11 Arrenrion: DIRECTION —— 
Operated Control 
ES be Pre- — Post Pre И 

1. Appears to constantly preoccupied with self, whether anx- 

iously, thoughtfully or boastfully................ i ААД 10 3 7 | 
2, Inclined to be preoccupied with own inner wishes and needs... 19 16 20 E 
3. Stimulated equally by inner ideas and needs and by objects and 2 

things going on around him. Seldom self-preoccupied....... I 10 1 e 
4. Inclined to be more attentive to and distracted by things going I 

on around him. Seldom self-preoccupied..... ARS sae Si ae ae I z 
5. Conspicuously bound to or affected by things going on around 

him. Highly distractible by changes in the environment...... i il 
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and at many points the projective technique 
provides data contributing to dynamic inter- 
pretation of the changes described by the 
scales. 

We are here reporting what we know as 
the standard prefrontal lobotomy. From bi- 
lateral trephine openings close to the midline, 
an incision is made 2 centimeters anterior to 
the coronal suture. The incision is carried 
down under direct vision to the gray matter 
overlying the sphenoidal ridge. All white mat- 
ter is sectioned medially as well as laterally. 

Our study includes an ad hoc battery of 17 
rating scales (Table 1). These scales were 
prepared on the basis of the changes de- 
scribed in the literature as resulting from 
lobotomy, These judgments we sought to 
have made by consultants who would have no 
close doctor-patient identification with par- 
ticular patients. 

In addition to these ad hoc scales we have 
used a systematic series of scales develope 
by Dr. Lorr. There are 46 scales on whic 
estimates are made by a clinically trained рё" 
son, the ward physician, or the psychologist, 
after interview with the patient. Table 1 
shows the results with one scale on the first 
30 cases at the 3-month post-operative a 
amination. It reveals a shift away from self 
preoccupation in the operated group, ? 
change not shown by the control group 
There are also 35 scales filled out by а clint 


d 
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cally trained person on the basis of reports 
obtained from the nursing staff. 

The most useful elements of our various 
schedules have recently been combined by Dr. 
Lorr in the Multidimensional Scale for Rat- 
ing Psychiatric Patients, Form for Hospital 
Use. 

Two developments have underscored the 
need for careful control in this study: first, 
control cases as well as lobotomized ones tend 
to show improvement. This fact indicates the 
danger of “letting each case serve as its own 
control” as has been done implicitly or ex- 
plicitly in most of the investigations of the 
effects of lobotomy. The inclusion of control 
cases was the feature of our research plan 
that ran into the strongest opposition, but we 
believe there is increasing recognition of the 
need for such controls. 

The second development emphasizing need 
for controls was that patients who initially 
have the more severe symptoms tend to show 
greater improvement on our scales than those 
having initially less severe symptoms. This 
m whether patients are lobotomized or 

ot. 

The selection of patients for operation and 
for matched control was carried out by the 
lobotomy committees of the participating 
hospital i 

pitals. Selections were made on a thera- 
peutic basis. We did not feel justified in 
asking participating hospitals either to un- 
dertake or to withhold surgery for research 
Purposes. The purpose of the Veterans Ad- 
ministration medical treatment is therapy, 
a experiment. Therefore patients selected 
or operation tend to show somewhat more 
Severe symptoms than those selected as con- 
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trols. These two factors accentuate the fa- 
vorable results which appear attributable to 
the operation. 

We have therefore selected a smaller num- 
ber of pairs of operated and control cases 
which could be satisfactorily matched in 
terms of total severity of symptoms, using a 
score of number and severity of symptoms 
based upon our scales. 

The first line of Table 2 reveals that in 
such a rigorously matched series, although 
both groups tend to show improvement, the 
operated one still shows more tendency to 
improvement than do the control cases. This 
difference is reliable at the .o1 level of con- 
fidence. Conversely, if we count the number 
of scales on which the patient’s rating falls 
within the normal range, both series show 
improvement but the improvement is greater 
in the operated group. With this treatment 
of the data, ignoring as it does improvement 
on any scale unless the level of normality on 
that scale is reached, the confidence level 
drops a step to .05. This would indicate a 
probability of getting such a difference be- 
tween the improvement of lobotomized pa- 
tients and that of their matched controls, on 
the basis of pure chance, of less than 5 in 
тоо trials. This and all further results re- 
ported here are in series of cases rigidly se- 
lected to form pairs initially comparable both 
on the number and severity of symptom score 
and on whatever other score is being con- 
sidered in the particular comparison. The 
number of such rigorously matched pairs 
ranges from 51 to 62 in different comparisons 
and is shown in Table 2. 

Central to the whole problem of schizo- 
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phrenia is the problem of conflict. This we 
believe is expressed, on the physiological side 
in unresolving patterns of neural activity, and 
on the psychological side in anxiety. Line 3 
of Table 2 shows that anxiety is reduced by 
lobotomy. This is perhaps the most generally 
agreed-upon result of the operation. 

We have considered that the 3 elements of 
the schizophrenic sequence(2), resistive iso- 
lation, schizophrenic disorganization, and 
paranoid stabilization, may all be secondary 
to the development of a morbid anxiety. 
Turning to these elements we find a pattern 
of resistive isolation (based on 49 scales) 
showing improvement above the .05 level of 
confidence. The reduction in the pattern 
schizophrenic disorganization (based on 47 
scales) is more favorable to the lobotomized 
patients than to the controls. However, since 
there are about 14 chances in тоо of getting 
so great a difference as a result of purely 
random factors, we cannot attach confidence 
to it. Chances for such a large difference in 
this direction are only 7 in a 100, and if in 
this fashion we allow ourselves credit for 
hypothesizing the direction of the difference, 
it is at least quite suggestive and consistent 
with our other findings, even though not 
reaching conventional criteria of statistical 
acceptability. The difference in favor of the 
lobotomized patients in a factor of paranoid 
projection reaches the .o1 level of confidence. 

We have evidence therefore that lobotomy 
diminishes expressed anxiety, diminishes the 
severity and number of symptoms, and di- 
minishes paranoid projection in our loboto- 
mized patients as they are compared with 
rigorously matched controls. We have indi- 
cations that it reduces resistive isolation and 
our data suggest that it reduces schizophrenic 
disorganization, 

We believe that the results of the sentence 
completion test go far toward providing a 
psychological understanding of the changes 
which we describe. In this test the patient is 
asked to complete a number of sentences, 
While many of the changes in sentence com- 
pletion following lobotomy are difficult to 
interpret, there is a general-drift clearly evi- 
dent and repeatedly exemplified, such as the 
following : 

Before lobotomy a patient completed “The 
best thing about old age is" with “that [one] 
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doesn't have long to live.’ After lo 
the same patient’s response was, “ 
thing about old age is social security,” 
other patient’s response shifts from 
best thing about old age is a person 
tolerant and mellow” to “The best 
about old age is rich cake Grandma 
bake.” The best thing about old age is 
knowledge” becomes “The best thing 
old age is resting.” “The best thing 
old age is respect” becomes “The best 
about old age is comfort.” Lobotomy simp 
fies the world for the patient. In these coi 
pletions we see how attention shifts fro 
abstract considerations of wisdom and 
to the more tangible even sensual 
ment of social security benefits, rich ce 
ease. 

Before lobotomy a patient compl 


After lobotomy the response became “ 
a good liar one must practice.” “A drt 
woman is a disgrace” became “A 
woman should be put in jail.” Thea 
no longer on feeling-tones but is shi 
practical disposal. “People refrain from 
der only because they realize it’s a mis 
becomes after lobotomy, “People 
from murder only because of the law.” 
other patient shifted from “People re 
from murder only because they are 
plined” to “People refrain from murdei 
because they are afraid of the conseq 
Before lobotomy, “People refrain from 
der only because why you just don't 
someone without reason : must refrain. 
murder.” After lobotomy, “People 
from murder only because—Jesus, I 
know—well there must be a reason—P 
don’t murder people for nothing.” 
With this reduced capacity for or conce 
with higher level abstractions, conflicts 
reduced. “А woman's body should. 
spected—motherhood" becomes “А Wo! : 
body should be claimed." 3 
This operation of cutting the Go 
knot renders the world a simpler place t 
in. The disorganized schizophrenic has 
disorganized by his incapacity to deal wit! 
the complexities of the world; both he 
that world may be better off for his havin 
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prefrontal lobotomy if less dramatic treat- 
ment does not bring about improvement. 

We believe it a proper function of research 
workers to offer speculations as well as find- 
ings, provided only that they distinguish 
clearly between the two. The remainder of 
this paper will be devoted to speculations.® 

It may be stated as a general principle that 
those processes which are characteristically 
very rapid may be observed with added 
effectiveness in slow-motion photography, 
while those characteristically very slow may 
be observed more effectively through speed- 
up photography. Thus, while we use slow 
motion photography to observe to best advan- 
tage the gyrations of a tumbler’s twisting 
spin, we use speed-up photography to depict 
to best advantage the growth and blossoming 
of a flower, 

Schizophrenia is typically a slow process, 
and the characteristics of its development can 
most advantageously be observed in the in- 
stances of acute onset. Those who, like Rev. 
Anton Boisen, Chaplain at Elgin State Hos- 
pital, have been able effectively to relate the 
inside story of an acute schizophrenic break, 
Stress the intense and intolerable conflict 
within the personality which precipitates the 
breakdown, Boisen regards the schizophrenic 
break itself in such instances as a desperate 
effort toward the resolution of a conflict. It is 
natural that а conflict of such depth and in- 
tensity should provoke the most extreme pre- 
Occupation and ambivalence. According to 

018еп the patient is engaged in a desperate 
Pursuit of meanings and is sure only that 
things are not what they appear to be. 

If, in place of questioning the recovered 
nh ме study acutely schizophrenic pa- 
E тшеу, we get a comparable picture 
: Wed from the outside. The prodromal 
тшеп of an acute schizophrenic break is 
ery a period, short or long, of intense 
wi ae Preoccupation. The anxiety may de- 
Е р to the point of panic. Intense ambival- 

T a telling sign of conflict, are frequent. 

" mue of acute anxiety-generating con- 
р ан еп, precedes the acute onset of schizo- 
desperat ue acute conflict may result in a 
may if y increased repressive effort which 

А or be inferred from the behavior of 
drawn catatonic. It may result in the 


a 
Developed chiefly by Richard L. Jenkins. 
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disturbing break-through of unacceptable de- 
sires or impulses. These may then be pro- 
tectively disowned and ascribed to forces out- 
side the self, through delusions of influence 
and other manifestations of paranoid projec- 
tion, Depending upon his culture, the patient 
may explain the thoughts he experiences but 
rejects as ego-alien in terms of sorcery, the 
devil, electricity, or brain-scanning by tele- 
vision. In any event such an ascription of 
the discrepant ideas to an alien influence ap- 
parently serves somewhat to relieve the con- 
flict and, by the same token, to stabilize the 
psychosis. 

We may note that the morbid withdrawal, 
the disorganization of thinking, and the para- 
noid projections of schizophrenia all appear 
to be diminished by prefrontal lobotomy. We 
must ask ourselves why the creation of an 
organic defect should have the therapeutic 
effect of reversing the major elements of the 
schizophrenic process. This effect appears to 
be rather specific to prefrontal lobotomy al- 
though topectomy and thalamotomy are re- 
ported to yield somewhat similar results. 

Since it is primarily the thalamo-cortical 
and the cortico-thalamic connections to the 
prefrontal lobes that are severed in prefron- 
tal lobotomy, there seems an inescapable pre- 
sumption that these pathways are involved in 
the processes of schizophrenic withdrawal, 
schizophrenic disorganization, and paranoid 
projection. 

The hypothesis has been stated previously 
that schizophrenia is a breakdown of the 
adaptive process and its replacement by a 
maladaptation as a result of frustration be- 
yond the tolerance of the individual. This is 
another way of saying that it is the result of 
an emotionally important problem that is 
presently insoluble for the patient. 

Psychologically an important but insoluble 
problem commonly results in an intense pre- 
occupation, a going-over, again and again, of 
the same intense concerns and ideas without 
effective resolution. 

Neurophysiologically such an anxious pre- 
occupation must represent a self-sustaining 
pattern of activity, circular in the sense of 
involving a positive feed-back between the 
intellectual functioning of the cortex and 
the volitional-emotional functioning of the 
diencephalon. * 
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We all know from personal experience that 
intense preoccupation with a problem, for the 
moment-insoluble, reduces our capacity to 
take in, and to respond adequately to, almost 
all stimuli or requirements not directly in- 
volved in the preoccupation itself or which 
have not already become highly automatic. 
It would seem that the pathways required 
for effective thinking and for effective reac- 
tions not yet automatized are jammed by the 
preoccupation. Presumably these brain path- 
ways cannot readily be “cleared” for effective 
action on the new problems of the moment. 

Anxiety, in its very nature, as an emotional 
response to an inner conflict, must involve a 
circle of reciprocal activity between dien- 
cephalon and cortex. Anxiety is the symptom 
and the process that all investigators seem to 
agree is most particularly relieved by pre- 
frontal lobotomy. 

Here is advanced the suggestion that ex- 
treme anxiety represents the development of 
an eddy of neural activity made possible bya 
positive feed-back. Systems with a positive 
feed-back run away with themselves. In this 
case the result is something akin to a morbid 
resonance between diencephalon and cortex. 
In this morbid “resonance” the prefrontal 
cortex is presumed to be particularly impor- 
tant as a center for the higher integrations 
of cortical activity, particularly those con- 
cerning such high-level functions as projec- 
tion into the future and the self-concept. This 
morbid “resonance” produces subjectively an 
intense anxious preoccupation, and, objec- 
tively, an incapacity adequately to sort, evalu- 
ate, or respond to stimuli, particularly those 
not closely related to the dominant concern. 
Reactions tend to be determined by the domi- 
nant concern, and it may be because of this 
that the thinking of schizophrenics has been 

described as being “complexual” rather than 

conceptual." 

ў Hughlings Jackson in 1884(3) stated that 
insanities are due to a dissolution of the high- 
est levels of mental integration and that such 
a dissolution produces negative mental symp- 
toms through loss of the activity of these 
highest levels, and positive mental symptoms 
such as “illusions, hallucinations, delusions 
and extravagant conduct” are a result of the 
activities of the lower levels of integration 
now freed from higher controls. Bleuler 
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recognized a splitting in the mental function- 
ing of the schizophrenic patient. It is our con- 
tention that both of these pioneers were right, 
and that the schizophrenic is deprived of the 
productive use of his highest levels of mental 
integration because the neural circuits sery- 
ing these highest functions are jammed with 
fruitless activity and the direction of behay- 
ior is left to lower levels of integration capa- 
ble only of relatively stereotyped, inflexible, 
and defensive adjustments. This is exempli- 
fied by the dead and primitive literalism in 
the comprehension of language which, in the 
schizophrenic, replaces a living and sensitive 
understanding. 

The schizophrenic mind can neither re- 
solve its conflict nor repress it, and the mor- 
bid resonance of cortex and diencephalon 
may grow to new levels of activity, leading in 
turn to the step-by-step progress of the 
schizophrenic disorganization. We believe 
that this separation of neural activity be- 
tween a morbid unresolving resonance of сог- 
tex and diencephalon in schizophrenic preoc- 
cupation and a control of behavior by lower 
and more primitive levels of integration con- 
stitutes the fundamental schizophrenic split- 
ting recognized by Bleuler. 

Such a morbid “resonance” might be 
dampened in various ways. It might be re- 
duced by cerebral depressants. Anxiety 18 
typically reduced by cerebral depressants 
such as phenobarbital or other barbiturates, 
or by alcohol. Of course in those special in- 
stances in which some equilibrium has been 
achieved through the protective repression of 
certain memories or ideas, barbiturates ot a- | 
cohol appear to reduce the efficiency of the 
repressing mechanism, and we may see an 
abreaction occur, perhaps with intense m0 
tion. This effect, however, is dependent upon 
the existence of a more or less marginal pro- 
tective repression. 

The morbid resonance may temporarily be 
checked by bringing about the massive down 
ward discharge of a convulsive seizure, a5 1 
electroconvulsive therapy. It may also be 
checked by insulin coma, which e 
first the cortical functions, but in the thir 
stage reaches down to depress also the dien- 
cephalon. The advantage of insulin coma. 
over electroshock in the treatment of jeune 
phrenia may relate to the fact that hung? 


following insulin coma brings the schizo- 
phrenic to a new start in the simple adjustive 
action of eating. Peters(4) has found that 
the stimulation of hunger and the reward of 
“simple graduated problem-solving by food is 
—initself therapeutic. 

| Obviously, the tendency to morbid “reso- 
ice" may be reduced by destructive attack 
—wpon the cortex. We can hardly conceive 
ta decorticate man could experience anx- 
| 10у. The modest and limited operation of 
| _ decortication known as prefrontal topectomy 
"appears to reduce anxiety. Obviously, the 
- tendency to morbid “resonance” could also be 
— teduced by destructive attack upon the dien- 
halon, as in thalamotomy. 

"Another obvious way of attacking a mor- 
bid "resonance" of thalamus with cortex is 
to section fibers connecting the two. This is 
the essence of prefrontal lobotomy. 

We must of course account for the speci- 
ficity which appears to attach itself to the 
Section of these particular fibers. This speci- 
icity does not seem surprising, however, 
йеп we consider the evidence indicating the 
‹ ntral role of the frontal lobes in the higher 
«mental function and the fact that the conflicts 
Же have been discussing involve higher func- 
Hons, including abstractions such as the self 
OM particularly as it relates to standards 
10 ‘conduct, and certainly the consideration of 
‘the future effects of present actions. It would 
Seem reasonable that important and perhaps 
E elements in the positive feed-back 
_ Hom the cortex (which we presume to be 
sential for the generation of morbid anx- 


) should be through prefrontal cortico- 
a for the moment, we accept this hypothe- 


ic fibers, 
is f 


Or acute Schizophrenia, we may consider 
{у iss Under it we could account for the in- 
«toes In which the development of the dis- 
"Cr 15 insidious. This insidious develop- 
E. Occurs particularly in persons who have 
dm Tecognized from childhood as “shut-in” 
Pethaps “detached.” This development 
Опе of increasing, if gradual, preoccupa- 
Ex. There is loss of interest in, and atten- 
E ent i. the external environment and appar- 
E. E. capacity. Is it unreasonable to 
ally » at vital brain pathways are gradu- 
fes, Ut effectively, being lost to adaptive 


‘tions as they are increasingly occupied 
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by a slowly-developing morbid resonance be- 
tween diencephalon and cortex—or that the 
Schizophrenic withdrawal and disorganiza- 
tion are a result of the progressive jamming 
of brain circuits by a morbid process? 

In considering this hypothesis we should 
recognize the possibility of secondary as well 
as primary effects. The emotional flatness of 
the “burned-out” schizophrenic may well be 
due to diencephalic exhaustion, as suggested 
by Hirschfeld(5). It is reasonable to expect 
that this morbid resonance would sooner or 
later produce diencephalic exhaustion, and it 
is noteworthy that the clinical picture in the 
“burned-out” schizophrenic includes auto- 
nomic sluggishness and inadequate response 
to stress. Such a hypothesis could also ex- 
plain the striking concomitance Funkenstein 
(6) has found between a response pattern to 
mecholyl indicating chronic hypersecretion of 
adrenalin and favorable response to electro- 
shock therapy. 

Intense conflict, futile pursuit of meaning, 
anxiety, obsessive rumination, withdrawal, 
and projection are, of course, not found ex- 
clusively in schizophrenic patients. They are 
ordinary accompaniments of intense frustra- 
tion. For those who do not reach the point of 
diagnosis, however, they are of briefer dura- 
tion. The sequences run faster, and the re- 
cuperative powers of the individual are 
greater. The voluntary functional “lobot- 
omy” of the person who refuses to worry, 
who can relax, vegetate, and inhibit his tha- 
lamo-cortical circuits at will, brings to him 
repeatedly the virtues of the operation with- 
out its permanent destruction. The chemical 
*]obotomies" do not do so well as the func- 
tional, but they serve a similar purpose. The 
surgical procedure must necessarily be a 
measure of last resort. If it must be under- 
taken, one can proceed with relative optimism 
—provided the appropriate patients have 
been selected. 


SUMMARY 


Our experience that patients with severe 
schizophrenic symptoms tend to improve 
whether lobotomized or not confirms the 
need for control cases in studies of the ef- 
fects of lobotomy. У 

In series rigorously matched regarding the 
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general and specific severity of symptoms, 
we find that the lobotomized patients show 
symptomatic improvement with a frequency 
reliably greater than that of the controls. 
They appear more nearly normal. Anxiety 
is diminished. Resistive isolation and schizo- 
phrenic disorganization appear diminished 
and paranoid projection is diminished. 

The hypothesis is presented that the split- 
ting of the schizophrenic process is the result 
of a conflict, unresolvable to the patient, re- 
flected, on the psychological side, by anxious 
preoccupation and, on the neurological side, 
by an unresolving morbid resonance or eddy 
of neural activity between cortex and dien- 
cephalon, which jams the higher circuits and 
leaves the control of behavior to lower cen- 
ters capable only of stereotyped inflexible and 
defensive adjustments. Prefrontal lobotomy 
is presumed to benefit the schizophrenic pa- 
tient by destroying circuits involved in the 
maintenance of this morbid eddy or reso- 
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nance and permitting him more effectively to 
integrate and use what he has left. 
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PSYCHIATRIC ASPECTS OF MILITARY MANPOWER 
CONSERVATION * 


IVAN C. BERLIEN, M.D., ретвот, Micx. 


A year ago, at Atlantic City, in discussing 
a paper dealing with military manpower in 
general and with waste of military manpower 
in the Army in particular(1), the writer 
promised a paper to be read at this meeting. 
The reasons were, first, there was no refer- 
ence in the paper last year to any of the ma- 
terial offered in the present contribution ; sec- 
ond, for a part of the war period at least, I 
had a special interest in certain areas of mili- 
tary psychiatry, as part of my duties in the 
Office of the Surgeon General of the U. S. 
Army in Washington, D. C., and later as con- 
sultant in neuropsychiatry, Office of the 
Chief Surgeon, in the Western Pacific; and 
third, because all the material used in the 
present paper is not readily available to 
others, simply because it was collected to ful- 
fill another of my wartime duties, namely, 
writing history for the War Department. 
First, I should like to consider neuropsy- 
chiatric screening at the induction station 
level, for that is the introduction of the civil- 
‘an selectee (and to many an enlistee) to the 
military, 
Es meeting of neuropsychiatric consult- 
5 E the Office of the Surgeon General, in 
ie im 5 in Мау 1944, I called attention 
ҮЛ dt the armed forces were then 
Dh ng 85 induction stations. During the 
AR 943 alone, 5,200,000 examinations were 
eu ve than 3,300,000 selectees in- 
а fine ae XN a rej ected for all causes. 
i EA e rejection rate, for all causes, 
ae rom 290/1000 for the first quar- 
ааа 2 то0о for the last quarter, and 
neurops M тооо. The rejection rate for 
ae z hiatric reasons rose from 57/1000 
ape. E of the year to 114/1000 at 
tbi R the year, i.e., it doubled. These 
Med UE idea of the extent of the man- 
Mad 5E em at the first level (really the 
B m or Selective Service deferred men 
—_<* own authority and we are dealing 


IR 
es Tooth annual meeting of The Ameri- 
48, ee Association, Los Angeles, Calif, 


here with only those men forwarded to the 
a by the Selective Service classified as 
ІА). 

Here І should like to review briefly some 
historical facts which no doubt played an im- 
portant role in determining philosophy and 
policy in manpower selection. 

On October 11, 1940, Baillie(2) reporting 
a series of some 200 neuropsychiatric cases 
from the Canadian Army stated, “In our esti- 
mation, the unsuitability should have been 
obvious in 68, or 34%, on enlistment.” He 
suggested an NP examination on enlistment. 
Thus, a year before Pearl Harbor, the estab- 
lishment of NP screening was recommended. 

Interestingly enough, even though most 
psychiatrists sincerely believed that they 
would go far in eliminating a vast number of 
neuropsychiatric patients from the tolls of 
the VA Hospitals and pension lists at the in- 
duction station (and the author was one of 
these psychiatrists until the data to be cited 
made such a belief untenable), a calm and 
sober (and accurate) estimate was very early 
given the high-level government authorities. 
Т am indebted to Dr. Winfred Overholser 
for this datum which admonished caution and 
pointed out that the psychiatrist examining 
at the induction center could and should weed 
out only the obviously mentally unfit and that 
he could not be expected to accurately prog- 
nosticate the future mental health of men 
not so obviously unfit. This was highlighted 
by an editorial in this JounNAL in January, 
1941 (3). Ax. 

Porter (4) cited the figure of a billion dol- 
lars cost to the government of caring for NP 
cases from World War I, but gave an objec- 
tive estimate as had Overholser as to what 
could reasonably be expected of psychiatry 
in this area. [ 

However, in the Foreword to Medical Cir- 
cular No. 1 of Selective Service System one 
finds this ominous counsel : 

Military and Naval experience is in favor of ex- 
cluding from the Armed Forces all persons dis- 
covered to have mental or personality handicaps of 
any material degree. 

or 
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It should be remembered that about the only 
official guides the psychiatrist had in the 
early years of World War II were the SSS 
Medical Circulars and the original MR 1-9 of 
the U. S. Army. 

In January 1942, Kiene, Hassell and Mil- 
ler(5) called attention again to the billion 
dollar figure from World War I and stated: 
Many of these casualties could have been prevented 
by the elimination of the actual and potential suf- 
ferers from nervous and mental disease by neuro- 
psychiatric examination at the time of their induc- 
tion into the Service [Italics mine]. 


Again, Orr(6) reviewed the cost of NP 
casualties in World War I and pointed out 
that 
. . . Every three potential neuropsychiatric casual- 
ties among present registrants who are detected and 
rejected will save $100,000 over the next twenty 
years [Italics mine]. With the more obviously psy- 
chopathic men eliminated, [Induction Board psy- 
chiatrists] are asked to eliminate further: (1) 
those men with more subtle personality disorders 
missed by previous examiners; (2) men whose pres- 
ent personality make-up suggests that they may 
break under the special stresses and strains of camp 
life, and, even beyond these, (3) men who may be 
expected to develop some type of neuropsychiatric 
disorder at any time during the next 11 years, the 
period of camp training plus the period of liability 
to military service as a member of the organized 
reserve. It is even further suggested that the In- 
duction Board psychiatrists should endeavor to pass 
only men who are, in a positive sense, “vocationally 
suitable” for army life, rejecting all those who, in 
no sense mentally ill, are nevertheless better ad- 
justed to civilian jobs than they could ever be in 
the Army. 


Little wonder, then, that I and hundreds 
of other psychiatrists working in induction 
stations or for local boards of the State 
Selective Service System happily rejected 
hundreds of thousands of men for obvious, 
subtle, or prognosticated NP reasons. 

However, Porter(7), an astute military 
psychiatrist who headed our important 
School of Military Psychiatry, again in 1943 
pointed out our lack of “a workable practical 
test for stamina, the ability to adjust to un- 
favorable environments,” etc, and urged 
psychiatrists to “emphasize traits favorable 
to service and not concentrate exclusively on 
a search for unfavorable ones." 

Now, it can be seen that the overwhelming 
weight of opinion as expressed in the then 
current literature stressed rejection. Indeed, 
the Surgeon General ordered the section on 
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NP of MR 1-9 rewritten because the entire 
stress lay on rejection, whereas, obviously, 
the business of an induction station is to in- 
duct men into the armed forces. It is an im- 
portant part of the job to reject the obviously 
unfit but, since the prime function is to get 
men into service, others not obviously unfit 
should be inducted. 

Prior to Pearl Harbor the armed forces of 
the United States were not totally mobilized, 
We were mobilizing for defense in case of 
war. We were, one might say, building а 
“cadre” military establishment capable of, in 
event of attack, rapid expansion to total mo- 
bilization. To that extent, it might be argued 
that it was advisable to select only the “cream 
of the crop,” since the private of the “cadre 
army” would be the sergeant of the “war 
army” or perhaps even a commissioned offi- 
cer (indeed, many became both). In addition, 
line officers, quite understandably, demanded 
vociferously that the induction stations “keep 
out the screw balls,” “reject the Section УШ 
material,” “throw out the psychopaths,” 
“don’t send us the alcoholics,” etc. I, as were 
many other induction station officer-psychi- 
atrists, was given command of a troop train 
carrying inductees from the induction star 
tion to their first army camp for classifica- 
tion, indoctrination, uniforms, etc. We were 
sent to observe and talk to various experts 
and gain knowledge of what kind of men 
was wanted and what kind was not. —— 

On the other hand, many of us now believe 
that at any time, at any stage of mobilization, 
the same policy should be pursued; namely, 
only the obviously unfit should be rejected: 
In other words, “stress induction and mini- 
mize rejection” should be the watchword for 
neuropsychiatric examiners at induction 
stations. А 

Аз the war gained momentum—with Gen- 
eral Eisenhower needing more and more men 
in preparation for the Normandy invasion 
and General MacArthur needing more men 
in the Pacific, in short, to reach full mobiliza- 
tion strength—the manpower problem 0 2 
came acute. The general staff and Select 
Service came closer to agreemen 
more; reject fewer" became our common da 
jective, but from lower echelons came 2 л 
зопапсе of conflicting opinions and wills 
the matter. 


NP rejections had shown а 
(from 96.6/1000 in 1942 to 
| 1943 and from 28.4% of all re- 
1942 to 42.7% in 1943). It was 
‘study the whole problem afresh 
control was feasible. It was 
‘classify a number of representa- 
; as to the professional quality of 
the size of community in which 
, with geographic, economic, 
factors represented. Accordingly, 
as were selected and classified as 
Fair,’ and “Good,” with reference 
training and experience, and ratio 
of the NP personnel. 
e, a “poor” station would have 
psychiatrist available, or at best a 
, inexperienced man or a hope- 
worked staff unable to do more 
examinations on a small percent- 
passing trrough the line. A 
tion, on the other hand, had at 
opsychiatrist to every 50 men 
ined, and the staff were well- 
iture psychiatrists with other im- 
iunctive aid such as social service 
y clearing house service, available. 
Station was, of course, one in be- 
arge and small cities, towns, and 
lations from all over the country 
to make sure of adequate sam- 
tion rates for NP reasons for 6 
ine through December 1943, were 
for all 39 stations as were discharge 


IVAN C. BERLIEN 93 


rates for NP reasons for a corresponding 
period. 

In order to minimize the use of statistics, 
which can be very tiring, and without ma- 
terially affecting the significant figures, IO 
stations have been selected; namely, 4 
“poor,” 3 “fair,” and 3 “good” stations. 
Table 1 gives the rejection rate figures, 
Table 2 the discharge figures. Table 3 com- 
pares averages for stations. 

To reduce these figures to a few meaning- 
ful data, it is clear that there is little correla- 
tion between rejection and discharge rates. 
Comparison of “poor station 3,” for instance, 
in which there was no psychiatrist, with 
“good station 2,” shows they have the same 
average discharge rate of 18/1000, but 
“good” station 2 achieved this only by re- 
jecting то times or 973% as many men. 

The ratio of rejection to discharge of 
“коой station 2" was 24 times that of “poor 
station 3." Obviously, even if one were to 
weigh all factors one cannot ignore such tre- 
mendous differences nor explain them satis- 
factorily. In fact, these figures were so dis- 
turbing to me that I asked the Director of the 
Medical Statistics Division, then Major 
Harold F. Dorn, and Dr. Sam Stouffer, Di- 
rector of the Research Branch of the Infor- 
mation and Education Division, both to tear 
them apart to see whether or not they were 
valid reflections statistically. Both said the 

were valid and that the only conclu- 
sion one could arrive at was the unhappy one 


TABLE 1 
Numer Reyectep ron NP REASONS PER 1,000 EXAMINED 
1943 
"Month of examination 
June July Aug. Sept. Oct. Nov. De  June/Dec, 
86 86 7o 70 76 92 80 79 
08 70 48 53 94 141 206 109 
208 2 10 18 8 16 12 п 
136 8т 86 51 44 248 205 144 
75 л 57 53 76 115 124 92 
13 зо. 26 35 126 92 86 59 
40 41 78 64 68 тоў 101 70 
41 28 38 78 66 75 72 a 
27 34 43 58 90 91 86 
08 
99 то, 114 113 122 117 T 
93 8 E 108 114 125 143 107 
128 154 133 117 113 129 148 133 
эө. 102 тоо III 112 113 125 „ 135 112 
tI 82 85 93 93 102 114 117 96 
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TABLE 2 
NUMBER Given MEDICAL DISCHARGE FOR NP REASONS PER 1,000 INDUCTED INTO ARMY 
1943 
Month of discharge 

Mar. Apr. May June Jan./June 

18 28 10 16 15 
EN 25 20 39 25 21 
8 14 24 21 19 18 
£ 15 16 23 15 16 
ү 19 22 23 19 18 
E 19 22 21 9 16 
4 21 22 20 16 18 
EB 22 14 23 16 16 
3 20 20 21 13 17 
T 15 14 22 14 15 
7 23 21 18 13 18 
E 14 13 9 8 n 
$ 19 18 17 12 16 

19 19 19 13 17 


that we, as neuropsychiatrists, did not as yet 
possess definitive tools, or tests, which could 
accurately prognosticate a man’s mental 
health record in army service. 

One sees by comparison that, while achiev- 
ing a record of 16/1000 discharges, the 
“good” stations rejected 112/1000 examined 
whereas the “fair” stations had a discharge 
record of 1/1000 more, but rejected 50/1000 
fewer men, while the “poor” stations had a 
discharge rate of only 2/1000 more while re- 
jecting 20/1000 fewer than the “good” but 
30/1000 more than the “fair” stations. In 
terms of what this means per million men, 
"good" rejected at the rate of 112,000 to 


TABLE 3 
REJECTIONS PER 1,000 EXAMINED VS Meptcan 


DISCHARGES PER 1,000 (AVERAGES) INDUCTED 
FOR NP Reasons IN EACH Case 


Inducti Rejecti 
crm ERG MN 
тог; 79 15 k 
*4 | No. 2 109 21 EE 
$ No. 3 п 18 0.5 
E | No. 4 144 16 90 
Total 92 18 Ба. 
а [Nox 59 16 T 
84 №, 2 70 18 33 
E] No. з 59 16 37 
То{а1 62 17 36 
zs, [ №. т . 108 15 52 
5 | No. 2 . 107 18 50 
© No. 3 . 133 II 12.0 
x Total 4 112 16 70 
Total 5252.12. 96 17 56 


62,000 for “fair,” or they rejected over 3 
combat divisions to achieve a discharge of 
about one battalion to 2 for “fair.” M. 
According to the Statistical Division, 
Office of the Surgeon General, the steady 
rise in rejection rates tended to reflect the 
reworking of the local board pools; that is, 
to resubmit men who had already been re- 
jected at least once before. It was no secret 
that some boards delighted in "putting it 
over" the examiners by getting a previously 
rejected man accepted the second, third, of 
even fourth time he was sent for examina- 
tion. But, the fact is that this was a factor 
common to boards all over the country am 
cannot be weighted to satisfactorily explain 
such marked differences as shown in the 
tables. х 
Further, the writer, with the соорегайой 
of one of the above “good” stations, arrang 
to have men with certain NP diagnoses, bor- 
derline but usually rejected, inducted ine 
during July and August, 1944. Table 
gives the results of this experiment. It may 
be seen that afterabout a year of service ега 
remained on duty and 2 men had won © Ў 
missioned officer rank. Similar results ia 
foimd by Fry, who followed Yale stude 
who had known psychiatric conditions 
which they sought therapy while at Yale. is 
might add that the data for Table 4 M 
kept by tabulating the diagnosis, date 0 a 
duction, the man’s army serial number, on 
then on July 6, 1945, making a machine 


BORDERLINE BUT Usuatty REJECTED MEN 


ychoneurosis Anxiety ....+sseserereceeeree 
neurosis Neurocirculatory Asthenia. 


ioneurosis С.І. .. 


, Emotional Instability. 
, Asocial and Amoral Trends. 
urotic Traits . 


tun using War Department records, so 
at the results are not based on hearsay or 
al correspondence, but cold objective 
Г үе as to what the man’s status was on 

ate. 


theaters in support of combat troops 
finding proofs that the old concept of 
g out the man who would become a 


Was, literally, that every man has his 
sing point. Thus Farrell and Appel(8) 
ted out that, although hundreds of thou- 
ds of men had been rejected at induction 
tions for psychiatric reasons, 


E been for neuropsychiatric reasons as for 
3 ия combined [my italics] and this does 
0 are di li Psychopaths and mental defectives 
ceu arged under a non-medical category. 

: e Ner has been significant. Further- 
E erable evidence accumulated indicating 
А Ко Proportion of these [psychiatric] cases 
urring in individuals whose past history 


be taken to indicate “predisposition” to psy- 
кле: [Careful stüdy in one combat 
ў E э led that] in one campaign the inci- 
c rne cases was uniformly higher 
оо combat troops than among fresh, 


үка out that months of intensive 
E weeded out all the weaklings and 
B cd remaining had proven their 
Yet their ds and integrity of personality. 
the ‘ton а gher incidence showed that even 
81651 of men had a breaking point. 


е 
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` tensively, 


TABLE 4 


INDUCTED IN JULY AND AUGUST, 1944 


In service Dis- 


6 July 1945 charged Died Other * 

о 2 — — 
6 — = e 

7 2 — — 
26 5 = et. 
29 4 = ҮР. 
8 т — — 
75 п 4 2 
13 3 = pi 
6 — abs a 
I9 2 I — 
10 2 — — 
209 32 5 2 


Farrell and Appel tersely summed up the 
lesson learned by saying, 

If screening were to weed out anybody who might 
develop a psychiatric disorder, it would be necessary 
to weed out everybody. It [screening] cannot be ex- 
pected to have any effect whatsoever in decreasing 
the rate at which "normal" men break down. 


In the same paper, Farrell and Appel set 
forth the opinion, shared by the present 
writer, that screening "runs the risk of elimi- 
nating men who, although having some de- 
fect of personality, nevertheless, if properly 
handled, can render valuable service in the 
army." 

After the induction station to which I was 
assigned was inactivated I was transferred 
toa rehabilitation center where I studied gen- 
eral and special court-martial prisoners in- 
and later, in the War Department, 
was liaison officer from the Office of the Sur- 
geon General to the Correction Division of 
the Adjutant General's office. This experi- 
ence taught me further that even certain se- 
tious offenders could be successful soldiers if 
handled properly. 

Of 3,536 general prisoners restored to duty 
and followed up after 6 months duty, 81.3% 
were still in active service and in good stand- 
ing. Asked to rate these men, their com- 
manding officers rated nearly 80% as “aver- 
age” or “above average,” and better than 
17% had already risen above the rank of 
buck private. I was tremendously cheered 
upon visiting a rehabilitation center overseas 
to find a former prisoner a commissioned 
officer who was the “spark plug” of the outfit. 
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From the rehabilitation center I was trans- 
ferred to an armored division as division psy- 
chiatrist and learned that “when you have to, 
you can," Because of a "get tough" policy 
then current in ground forces, it was virtu- 
ally impossible to transfer men out of the di- 
vision. We found that although some men 
were really ineffective, we could, by inge- 
nuity, “get duty" out of men who had been 
sent to me as division psychiatrist as “screw- 
balls," “зай sacks," with a prayerful injunc- 
tion from their respective Commanding 
Officers to “get rid of them.” This we did by 
various means, including reassignment within 
the division, retraining, help from the divi- 
sion Chaplain’s office, the Red Cross man, 
therapy in what measure it could be under- 
taken, etc. 

During the Leyte campaign, on a special 
mission from the War Department, visiting 
combat divisions and Communication Zone 
areas, I observed some curious phenomena. 
For instance, in one famous division there 
was no psychiatrist and evacuation for psy- 
chiatric reasons was a rare event, but, during 
the campaign this division was deployed on 
one side of a hill and another division on the 
other side. Depending on which side of the 
hill the soldier on the ridge descended and 
went to the clearing station, he might find 
himself on the way back to Z. т. or back to 
duty, so radically did handling the case differ 
in these two divisions. 

Together with Lt.-Col. Malcolm Farrell, I 
visited most installations of the Southwest 
Pacific and Pacific Ocean area. On New 
Guinea we observed the ultimate in variation 
as to the fate of the psychiatric casualty, On 
one side of the road was a large general hos- 
pital where pessimism ruled and of all non- 
psychotic psychiatric casualties, 80% were re- 
turned to the Z. т. On the other side of the 
toad there was a small but exclusive neuro- 
psychiatric hospital from which 80% of the 
nonpsychotic psychiatric casualties returned 
to duty! Thus, if one were a psychiatric 
casualty and by sheer chance entered the gen- 
eral hospital, one had a 4 to 1 chance of go- 
ing home, but if one went to the other side 
of {һе road, he had a 4 to 1 chance of re- 
turning to duty. 


Now, frequently we were told by the pessi- 


mists that even if they were returned to duty, | 
"these NP's were no good and would soon be 
evacuated and you only handicap the Army 
by returning them to duty." То settle the 
matter, the consultant in neuropsychiatry at 
that time, Col. Alan Challman, was able to 
set up a rigid reporting system and follow-up 
study. At the conclusion of hostilities, the 
present writer was consultant in that com- 
mand, and concluded this study initiated by 
Challman. The results proved, again, by ma- 
chine record run, that, at the end of 1945, 
80% of the men returned to duty from the 
NP treatment hospital, were still on duty in 
the theater. Thus, once more it is shown how 
improper handling and ill-advised policy can _ 
be a source of loss of manpower. 

A number of army psychiatrists, among 
them Hanson, Drayer, Appel, Ranson, Cole- 
man, to mention only a few, had observed 
that there was a remarkable correlation be- 
tween neuropsychiatric casualty rates and 
morale. In fact, they had worked out an un- 
official but helpful morale index of one kind 
or another. Roughly, this was a figure at 
rived at by combining AWOL, VD, sick 
call and court martial rates, and the like 
When this figure reached a certain level, they 
gave the unit in question a visit to determine, 
if they could, what was causing the figure 
Inevitably, the answer was, to put it into à 
word, “command.” In fact, one (Coleman) 
had worked out a system whereby, upon ob- 
serving such a situation, he reported to the 
G-2 of the Division, and together they went 
to the Assistant Division Commander, wh? 
accompanied them to the battalion or other 
unit in question where an investigation por 
place, often resulting in relieving the unl 
commander and replacing him. Я 

А+ a school of combat psychiatry held n 
the Southwest Pacific, a Division Comi 
mander invited the faculty to visit his dy; 
sion and talk to his officers. During the d 
ing the Commanding General of the аны 
took the floor himself and proceeded to v 
liver one of the finest speeches on preventi 
of psychiatric casualties I ever heard. 
told his officers, among other things, 

Think first of your men, give them d 
fair breaks, deserved promotion and com de 
see that they have well-fitting shoes, plenty 0 
cent socks and good leadership. 
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In а few words, inspirationally spoken by a 
fine soldier and respected Commanding Gen- 
eral, prevention got a tremendous boost in 
that division and not from us psychiatrists, 
either. 

In another combat division, the division 
psychiatrist, a young fellow, but as you shall 
see, sharp as a tack, took me to the Com- 
manding General of his division and said, by 
way of introduction, “I want you to meet the 
real division psychiatrist—I am his assist- 
ant!” I learned that after each engagement 
in which the division was committed, this 
Commanding General visited every unit in 
the division, and with maps and charts 
showed his men exactly why they had been 
asked to do whatever their assignment had 
been. He answered soldiers’ questions and 
invited participation. On Christmas Day, this 
General, starting at dawn, visited every unit 
in his command. Little wonder that the NP 
casualty rate of this division was low com- 
pared to many. 

Tn summary, what we learned about man- 
Power from the military psychiatric view- 
Point in the light of experience in World 
War II may be stated briefly as follows: 

I. At the level of the induction station, 
only those men who are obviously unfit 
should be rejected, No attempt whatever 
should be made to reject the potential psy- 
chiatric casualty, 
bs At the level of the training camp, there 
5 оша be a psychiatric team, a “Consulta- 
E Service," or the like, to survey training 
à aid the command in helping to capitalize 

Positive factors rather than helping the 
man capitalize on negative ones. 
4 moy psychiatrists must constantly 
lead o influence officers to give men better 
ership, to obviate conditions that favor 
A casualties, and to stress conditions that 

Ork for better morale. . 
uu Pe except for psychotics, 
hospitals 3s hospitalized in conventional 
fed (i ather, they should be concen- 
vision ses Sequence) first, inside their di- 
wl, for петото therapy, zesty Fe 
optimistic zx retraining with a positive, 
ondly, ek ack-to-duty” philosophy; sec- 
ina dB тшу area, still in the combat zone 

Eua. ру hdi c 

езе 2 screens, in the theater zone 


of communications as cited in this paper ; and 
lastly, in the Z. т. in special centers, for the 
same kind of “back-to-duty” treatment, but 
not in hospitals, for in our experience few 
men, in proportion, returned to duty from 
general hospitals, even when they were well 
staffed by competent men. 

5. The proper assignment and proper mo- 
tivation of the soldier goes far to prevent his 
becoming an NP casualty. With good leader- 
ship, his length of duty can be greatly 
increased. 

6. Past misconduct resulting in prison sen- 
tence is not alone indicative of inability to be- 
come an acceptable soldier. 

7. Neurotic traits, of themselves, are not 
sufficient evidence of inability to become a 
good soldier. 

8. The philosophy or policy of Diagnose 
and Dispose is no longer tenable. Rather, 
psychiatry can best be of good service in the 
military establishment by bringing to bear its 
special knowledge and experience upon help- 
ing the military to utilize the positive per- 
sonality factors of men and in advising and 
influencing the command to establish and 
maintain the best possible morale-building 
environment for the soldier. 

9. Psychiatry must never be the willing 
handmaiden to poor leadership in excusing it 
by being the agent for disposing of its own 
failures. 

10. The job of the psychiatrist is not dif- 
ferent as to purpose from any other medical 
officer. His job, like any medical officer’s, is 
to keep the soldier fighting or fit to fight, and 
not to provide him with a sure-fire, one-way 


ticket home. 
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DISCUSSION 


Joun F, McMutun, Carr. (MC) USN.—To 
most of what Dr. Berlien has said, I add my fer- 
vent amen. I feel he has performed a signal service 
in delving into these questions, particularly into the 
efficacy of psychiatric prediction at the induction 
station level, and coming out with a set of meaning- 
ful figures that sets some of our thinking straight. 
I feel that we are prone to forget, and that few 
people realize, just how difficult it is for the average 
military psychiatrist, particularly in the field, to 
take the astronomical figures of military situations 
and boil them down into a few meaningful facts, Yet 
no one will deny that there is a very real need for 
widespread knowledge and publication of just these 
very facts that Dr. Berlien has stressed. One of the 
real handicaps in the practice of psychiatry, either 
civilian or military, is to face the unrealistic expec- 
tation on the part of laymen that we, as psychi- 
atrists, can perform miracles or predict accurately 
the behavior of individuals under varying circum- 
stances. A glaring example of this lack of realism 
is the widespread enactment of laws for the hand- 
ling of sex offenders whereby they are handed over 
to psychiatrists to be confined until they are "cured." 

There is little doubt that the early directives of 
World War II regarding the elimination of poten- 
tial NP casualties reflected a rather static view of 
personality functioning and implied an attitude of 
pessimism carried over from the era when more 
emphasis was laid on constitutional predisposition as 
the major factor in contributing to emotional break- 
down. Like Dr. Berlien, a great many of us are 
wiser now for our experiences in World War II 
when it was brought forcefully home to us that we 
have no crystal ball that will enable us to predict 
with any degree of accuracy how a man will react 
to future stresses in military service. The now more 
prevalent and more hopeful view of personality 
emphasizes the emotional supports that many men 
do find in the military setting, and which operate to 
enable them to stand up under stress far better than 
might. have been thought possible on the initial 
Screening examination. 

Dr. Berlien's data have particular relevance to re- 
cruit training where a period of closer scrutiny is 
possible. From my own experience of Some 3 years 
at recruit training centers, both during and after 
World War II, I would agree heartily that the role 
of the psychiatrist has to be restructured if he is to 
assure that the psychiatric cripples will be eliminated 
and the borderline cases utilized rather than re- 
jected. When the psychiatrist in this setting occu- 
pies himself throughout the day with mere screen- 
ing, he not only firls it is rather sterile and la- 
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borious work, but suffers a shortening of his focus 
and soon cannot see the woods for the trees, A more 
productive role follows when he occupies himself 
with what is going on between recruits and their 
company commanders, with discovering the why of 
good or bad morale in order to apply corrective 
measures, The psychiatrist who estranges himself 
from his fellow medical officers, from the line 
officers, and from the chief petty officers or drill 
sergeants, and keeps himself couped up all day doing 
screening only, is a poor practitioner of mental hy- 
giene or psychiatric epidemiology. There is a con- 
siderable body of evidence to support the view that 
the psychiatrist functions most effectively when he 
focuses his attention on all the problems of the edu- 
cation, morale, discipline, and leadership of men 
new to the military service, and on all else that is 
important in keeping a man performing his military 
duties most effectively. Я 
Just as the efficacy of a therapist seems to be in- 
timately related to the degree of confidence and 
enthusiasm with which he regards the type of psy- 
chotherapy he uses, so also is the attitude of the 
examining psychiatrist toward military service com- 
municated, albeit unwittingly, to the man being ex- 
amined. Pessimism as regards the outcome of a ry 
ticular psychiatric therapy is almost contata 
transmitted to the patient. In Dr. Berlien's диш - 
cation of poor, fair, and good screening, he testifes 
to the marked variation in the attitudes of various 
psychiatrists to the problem of fitness for d 
service. The ability of the individual screening tea! ў 
member at an induction center, or at а recruit ke 
ing center, cannot be discounted. Further ‘i 
“operational matrix” of a particular psychiatris т, 
personal feelings and level of adjustment, enter E: 
the effect his contact has on the trainee or b 
cruit. It seems to me that oftimes people аге ts 
charged from military service under the m 
“permissive attitude” on the part of the psyc! Чы: 
when this is actually a reflection of his own un 
aggressive protest against his feeling of ol d 
service. We would be naive to think that eS 
or rejection from military service is accom ‘ 
unmixed feelings of pleasure and satisfaction oe 
part of the man so handled. We have i r 
interviewed men who were discharged shortly cii 
induction or enlistment, and who have UU. 
reacted with considerable guilt, self-doubt, ant f 
iety. My own observations, moreover, have jaring 
an unfortunate attitude of some psychiatrists ut 
World War II in naval training stations pos ening 
rejecting say 3% of all recruits on initial S s dst 
and looked down their noses at their colleague 
where who were rejecting only half as E s s 
In these days of tight budgets, great S Rd ial 
being paid to making everyone conscious 0! 
cost, which affects our pocketbooks. It i à 
likely, however, that such an emphasis ш Cer- 
unfavorably on personnel cost condo а "s that 
tainly, it is a common observation these zi ; 
psychiatrists (and physicians in other aE, to 
who are new to the armed forces have а MW" we had 
wastefulness in disposing of NP cases, as P 
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a bottomless barrel of manpower. There is danger 
of repeating the mistakes that so many of us made 
during the early years of World War II. Therefore 
it behooves those of us who have learned our mili- 
tary psychiatric lessons by bitter experience to see 
to it that there will not be another generation of 
psychiatrists who will grow up in ignorance of 
what two world wars have taught us. 

In my own later experience in military hospitals, 
I have been impressed by the fact that it is a rarity 
to find a patient who has previously been seen by a 
psychiatrist in other than a very brief screening pro- 
cedure. Current practice in naval training centers 
now emphasizes more of the therapeutic than the 
diagnostic orientation, and it is our impression that 
this change of emphasis will appreciably reduce the 
number of psychiatric breakdowns in the service. 
This mental hygiene orientation operates to provide 
support to the recruit and to assist him in the reso- 
lution of the transient problems of adjustment to a 
new situation. In the borderline cases, the mere fact 
of going to the psychiatrist and being found well 
enough to go back to the company and continue 


training is very much like receiving a certificate 
stating that you have “all of your marbles.” At 
least, this is the way many recruits have phrased it. 
Ofttimes it clarifies their status as men, takes the 
element of doubt from sexual adjustment, and fa- 
vors their acceptance by other members of the 
group. It has seemed to me that at this early time 
in a man’s military career the first evidence of per- 
sonal interest and friendly concern by an officer with 
authority aids in his identification with the service, 
and promotes a better adjustment. Another factor 
often not sufficiently appreciated is the effect of 
national attitudes that we are all aware of. Just so 
long as the attitude prevailed that the Korean war 
was only a police action, there was a notable lack 
of patriotic fervor among men coming into the serv- 
ice. This attitude might make a tremendous differ- 
ence as compared with the attitudes during World 
War II, where we felt considerably more defensive 
initially, since we had been attacked at Pearl Har- 
bor. In conclusion, I want to express my admiration 
for a job well done and one that should make a sig- 
nificant contribution to military psychiatric practice. 


THE COMMITMENT AND SUICIDE OF KING LUDWIG II 
OF BAVARIA? 
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Psychiatric diagnosis and treatment of the 
great and near-great in public life is always 
beset by difficulties. These difficulties are 
usually based on public reluctance and re- 
sistance to accept the diagnosis, and resulting 
hesitancy on the part of the authorities re- 
sponsible and the psychiatrists in charge to 
institute proper management and treatment. 

It should be of current as well as of his- 
toric interest, therefore, to review the case 
of the commitment of an important person- 
age that ended disastrously. Not only did 
the patient, Ludwig II, King of Bavaria, 
commit suicide, but he also murdered his 
psychiatrist, Dr. Bernhard von Gudden, pro- 
fessor of psychiatry at the University of 
Munich, formerly professor of psychiatry at 
the University of Zurich, and physician-in- 
chief of the famous Burghoelzli Hospital. 

The source of the difficulties in the com- 
mitment and proper management of the King 
was in part the lack of general recognition 
of the King's insanity. This resulted in in- 
sufficient cooperation of his personal and 
military staff, insufficient preparation for his 
confinement, and hesitancy of those in charge 
in taking the right measures owing to the 
patient's rank, 

King Ludwig came from a family in which 
paranoid and depressive psychoses have been 
remarkably numerous. His grandfather, 
King Ludwig I, while not overtly psychotic, 
had displayed marked traits of grandiosity 
that—because of certain situational aspects 
of the time—fitted into the social and politi- 
cal developments of the day and thus for 
Some time did not look too extraordinary, 
although they definitely were. He aimed to 
make Munich a second Louis XV-style Paris, 
attracted artists to his Court, built impressive 
castles, and finally imitated his shining ex- 
amples—the great Bourbons of France—by 


1 Read before The Boston Medical History Club, 
March 1, 1954. б 

2 Тпзїгисїог in psychiatry, Tufts College Medical 
School, and Director of the Neurobiological Unit 
and Research Clinic, ¿Division of Psychiatric Re- 
search, Boston State Hospital. 
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elevating his mistress, the famous Lola 
Montez, to the status of a latter-day Madame 
Pompadour. He gave her authority to hire 
and fire Prime Ministers—her protégés being 
jocularly referred to as “Lola Ministers” by 
the public. He was finally deposed and 
forced to abdicate in favor of his son, Maxi- 
milian II, in 1848. 

Ludwig II, succeeded his father, Maxi- 
milian, in 1864, at the age of 18 years. He 
first followed his father's moderate policies 
which included a policy friendly to Austria 
and hostile to Prussian domination. How- 
ever, after the defeat of Austria in 1866, 
Ludwig II became violently pro-Prus- 
sian and shortly thereafter anti-Catholic 
although he himself was Catholic, and anti- 
Socialist as well. The dogma of the infalli- 
bility of the Pope in spiritual matters 
promulgated in 1870 is said to have con- 
tributed to his growing anti-Catholicism. In 
1871, King Ludwig expelled the Jesuit order 
from Bavaria, and in 1873 also the Re 
demptorist order. In 1879 he introduced 
the North German Criminal Code into Ba- 
varia. He offended Bavarian local patriots 
as well as the Catholics and the Socialists 
but retained the support of the anti-Catholic, 
pro-Prussian, then quasi-progressive-appeat. 
ing group—the so-called “Kulturkampf 
group who in a way were the forerunners 
of the Nazis. / 

It seems apparent that paranoids like the 
way the Prussians do things—it seems 1 
simplify matters. However, the King gm 
more difficult to handle, even for his a 
herents. He became increasingly grandiose, 
requested vast súms of money for the 4© 
cumulation of art treasures and for build 
fantastic castles patterned after roman E 
Wagnerian notions which fitted into his ii 
tistic and political tastes. He offended E 
citizens of Munich by having certain s d 
formances of Wagnerian opera prese? 
for him only, with everyone else exclud ч 
from the theatre, since he wanted у a 
enjoyment of being the sole spectator. ~ 
King became very es attached to the com 
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poser, Richard Wagner, and allowed him a 
great deal of influence at Court; this led to 
Wagner being nicknamed “Lolus” by the 
population of Munich. He became unpre- 
dictable in dealing with his Cabinet, per- 
emptory and arrogant with his ministers and 
the legislature, frequently going off for pro- 
longed periods of solitude to one of his 
castles, not communicating with anyone, and 
thus paralyzing the normal operations of 
government. During these periods he would 
sometimes consent to see his ministers in 
some remote mountain fastness, where, at 
the appointed hour he would make a dra- 
matic entry on horseback, sign whatever 
paper he was required to sign, and disappear 
again, It is probable, however, that his ex- 
travagant demands for funds were the main 
cause for the belief in government circles 
that the King was mentally sick and that 
his mental illness prevented him from exer- 
Using his duties of government. His arro- 
Бапсе, extravagance, and unpredictable 
moods in dealing with his Cabinet minis- 
ters were also gradually recognized as symp- 
toms of mental aberration or illness, and 
pee were being considered to remove him 
E throne. Professor Gudden was 
rn and he confirmed the correctness 
Es supposition from the psychiatric point 

Mew. Subsequently a commission was ap- 


- Pointed composed of four psychiatrists, Drs. 


udden, Grashey, Hagen, and Hubrich. This 
M ssion met on June 7 and 8, 1886, in 
pou and evaluated a mass of documen- 
ee evidence, including sworn statements 
m people who had dealings with the King. 
© commission arrived at the unanimous 
BL p the King was insane and in- 
of qve А carrying out the proper operations 
S EC The diagnosis was what was 
Sh 3 primary insanity" and would 
Sing ys led paranoid psychosis. 
action Ere ing was prone to take forceful 
iii is decisions were unpredictable, 
or his Preparations to make a castle suitable 
until {ешеш could not be initiated 
"ien establishment of a regency. On the 
eerous ы it was considered equally dan- 
of the re Wait until after the proclamation 
10; XE Which was planned for June 
mission ar lt was decided that the com- 
Should proceed to Neuschwanstein 


Castle, where the King was staying at the 
time. On Wednesday, June 9, 1886, the com- 
mission, augmented by assistant medical per- 
sonnel and a number of skilled male nurses, 
and accompanied by certain representatives 
of the government, went on its way. It was 
planned that they should proceed to Neu- 
schwanstein, initiate the commitment and 
confinement of the sick King, then return to 
Munich on June 14 and make a report to 
Parliament on June 15. The legislature was 
then to sanction the decision and the action 
undertaken. 

News of the commission's arrival, how- 
ever, leaked through to the King. He rapidly 
mobilized the gendarmerie and the fire de- 
partments of several surrounding communi- 
ties thus augmenting his castle guard which 
was commanded by his equerry, Lt. Colonel 
Freiherr von Washington, and decided to 
meet the commission with force. When the 
commission arrived at  Neuschwanstein 
Castle, the guard, thus reinforced, refused 
them entry. Negotiations were to no avail. 
While no force was actually used, the guard 
made it plain that it would not hesitate to use 
force, if necessary. Since the commission 
had arrived without military escort in order 
to show respect for the King, and in order 
to eliminate any and all semblance of coer- 
cion, the commission then returned to Ho- 
henschwangau for further consultations, 
without its purpose having been accom- 
plished. 

Shortly thereafter a detachment of gen- 
darmes appeared in Hohenschwangau, com- 
manded by a sergeant. They surrounded the 
building where the commission was staying 
and placed all its members under arrest. The 
sergeant showed an order signed by the King 
in his own hand to the effect that all persons 
who had tried to enter Neuschwanstein 
Castle were to be arrested and brought back 
under guard to the castle. The commission 
included as members, apart from the psychi- 
atrists enumerated above, the Minister of 
Foreign Affairs, Freiherr von Crailsheim, 
Graf Holnstein, Graf Tórring, and several 
other government, officials, The commission 
remonstrated to the sergeant that he was not 
authorized to carry out the arrest since he 
had no legal warrant; he also was shown a 
document certifying thate Prince Luitpold 
had already assumed the regency. All this 
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had no effect. The gendarmes remained ип- 
approachable to all such arguments, and since 
they obviously insisted on carrying out their 
order—if necessary by force—the chairman 
of the commission, Freiherr von Crailsheim, 
and Counts Holnstein and Tórring decided 
that they would submit to the arrest and re- 
turn to the castle. When they arrived they 
were confronted with large numbers of gen- 
darmes and firemen, and were locked in small 
isolated rooms in the gatehouse. After a 
short while the other members of the com- 
mission were brought there also with the ex- 
ception of one, namely Legation Secretary, 
Dr. Rumpler, who had been missed by mis- 
take and was therefore free to contact Mu- 
nich. A tense and anxious wait then ensued, 
lasting several hours. What transpired while 
the members of the commission were locked 
up under military guard is of particular in- 
terest. The official report of the King's 
equerry in command of the guard, Colonel 
von Washington (quoted from Grashey) (2) 
contains the following note: 

A number of Royal orders concerning the fur- 
ther fate of the persons arrested and imprisoned— 
not suitable for communication because of their 
incredible content—remained unexecuted. 


These partly conflicting orders, not included 
in the official report, were(1,2,3,4,5): to 
skin the members of the commission alive ; to 
scalp them, cut off their tongues and hands, 
and then to flog them to death; to put out 
their eyes, place them in heavy chains, and 
then to fling them into a deep dungeon to 
starve to death. 

It is of interest that not until these pre- 
posterous orders were given did the King's 
entourage and the members of his guard, as 
well as the gendarmerie, become aware of the 
King's mental illness. Apparently his belief 
that political enemies were after him had 
somehow induced a belief in his followers 
that he was a truly persecuted man; con- 
sidered thus in the light of justified self- 
defense, the King's actions did not seem too 
unreasonable to them. The natural loyalty 
of the King's soldiers made them overlook 
his serious illness. The local rural population 
likewise was favorably disposed toward the 
King and regarded him as unjustly perse- 
cuted. 

The commission found itself powerless to 
remonstrate with the military because of this 
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attitude of the local population. It was later 
reported that the population near Castle Lin- 
derhof which had originally been chosen for 
the King's confinement had also become 
emotionally stirred up on the side of the sick 
King. Later the captain of gendarmes at the 
castle told a member of the commission that 
if the King had merely given an order to 
shoot the members of the commission they 
would have unquestionably carried out this 
order ; it was the preposterousness of the аб- 
tual order as mentioned above that found 
them unprepared, stunned, and anxious to 
communicate with the government in Munich 
before taking any action. Nevertheless it 
took several hours of deliberation among the 
captors before they made this decision. 
After a number of hours official informa- 
tion that the setting-up of a regency and the 
retirement of the King had been legally pro- 
claimed was received, but it remained for the 
personal intervention of the County Com- 
missioner of Hohenschwangau County to 
bring the gendarmes to reason and to effect 
the liberation of the members of the commis- 
sion who then returned to the old castle it 
Hohenschwangau. It was now the afternoon 
of Thursday, June то. Later that evening 
Professor Gudden returned to Munich i 
order to discuss further steps at a meeting 0 
the Council of Ministers called for Friday, 
June 11. It was then decided that Castle Lin- 
derhof likewise was not a suitable place fof 
the commitment of the King because of the 
excited state of the local population. +! 
fact also made it inadvisable to leave the King 
at the Castles of Neuschwanstein or Hohen 
schwangau. It was therefore decided to bring 
the King to Castle Berg on Starnberget 
Lake. The King was to leave Меш 
stein Castle on Saturday, June 12, at 4 9! к 
Relays of horses were arranged for his e 
ney by Royal carriage. Doctor Gram К 
hurriedly dispatched to Castle Berg \ 
team of attendants and male nurses On ^, 
day evening, June 11, to make ready а $ 
able apartment for the King, to carry out * a 
necessary security measures such as effec 
protection of windows, and to make o: 
ments for continuous supervision of the Wo 
throughout the apartment he was to 000 M 
Professor Gudden left for Neuschwam 
Castle on Friday afternoon, June 17 
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4 o'clock, accompanied by an assistant physi- 
cian, a number of male nurses, and a captain 
of gendarmes, the latter being included to 
give orders to the local gendarmerie at Neu- 
schwanstein to keep them from interfering. 
Gudden was supposed to inform the King of 
the decisions made and to persuade him to 
move to Castle Berg, where he was scheduled 
to arrive at 12 noon on Saturday, June 12. 
During Saturday afternoon, Sunday, and 
Monday the entire medical attendance and 
supervision of the King were to be defini- 
tively organized. It was thought that Pro- 
fessor Gudden, on whom responsibility for 
all arrangements had been placed, would then 
be free to return to Muhich on Monday 
evening, 

Professor Gudden was fully aware of the 
difficulties confronting him. He had to face 
the possibility that he might, upon his return 
to Neuschwanstein Castle, find the King no 
longer alive. The threat of deposition 
brought home to him by the arrival of the 
commission might have driven him to sui- 
cide, Tt was known that the King tended to 
teact with impulsive threats of suicide when- 
ever he was frustrated. Dr. Gudden also had 
to face the possibility that he might have to 
use force to bring the King to Castle Berg 
and that during the journey, which was to 
take at least 8 hours, an aroused and excited 
Populace might set the stage for unpleasant 
dangerous scenes, Furthermore, he had 

test, approve, and put into effect all the ar- 
Tangements and procedures for the manage- 
En and treatment of the sick King at Cas- 
bn erg within a period of only 2 days, after 
ich Dr. Gudden would have to return to 

Foten He thought that the first 2 parts of 
it Lathe be the most difficult ones; as 
tohi ed out it was the third part which led 

Ge Own and the King’s death. 
бе arrived at Hohenschwangau оп 
a bes thats at I a.m., that is 3 hours be- 

ЖАЫ; eduled departure for Castle Berg. 

anf peras arrival at the castle with his assist- 
ior nnel the King's valet met him inea 
high Тр excitement, telling him it was 
the Kin at Something was done, because 
ing a 8 Was very excited, had been drink- 
E great deal of rum, and had just now 

d for the key to th 
Obviously wit у О the tower of the castle, 
У with the intent of plunging to his 


death from its heights. The valet also stated 
that it would be unwise to attempt to enter 
the room of the King because in that case the 
King would certainly jump from one of the 
balconies into the abyss below. Gudden told 
the valet to bring the key to the tower to the 
King, after posting a number of male nurses 
on the foot of the stairway inside the tower. 
Dr. Gudden and several attendants were 
posted under cover near the approach to the 
tower stairs. A short time later the King ar- 
rived. He unlocked the door to the tower ; as 
he entered, the group posted on the stairway 
blocked his path; at the same time Dr. Gud- 
den emerged from behind him and thus the 
escape of the King was cut off on both sides. 
The King appeared surprised but immedi- 
ately regained his composure when Gudden 
introduced himself and asked him to return 
with him to his apartments. Male nurses 
were posted at all the windows and at the 
balcony doors. Dr. Gudden sat down next to 
the King and explained the situation to him. 
During the discussion between Gudden and 
the King, which lasted three hours, the King 
became calmer, declared that he was ready to 
start for Berg, and at 4 a.m. at the scheduled 
time, without offering any resistance, entered 
his carriage. The first part of the task ap- 
peared solved. 

In order not to hurt the feelings of the 
propitiously calmed King and not to excite 
him in the further course of this ticklish 
business, Gudden allowed him to travel alone 
in a locked carriage with only one male nurse 
seated next to the coachman. The remaining 
male nurses and one assistant physician trav- 
elled in the carriage ahead of the King. Dr. 
Gudden and the remaining staff followed in 
a carriage behind the King. The entire 8- 
hour trip went off without incident, and the 
King arrived at Castle Berg at 12 minutes 
past noon on Saturday, June 12. He was per- 
fectly calm ; conversing with Gudden he went 
to his usual apartments and followed all 
medical orders. Two males nurses were 
placed in the anteroom. Other male nurses 
took over the King's personal service and the 
task of his continuous supervision while the 
King's own servants were withdrawn. That 
afternoon the courtiers and equerries of the 
King arrived; after a joint consultation it 
was decided to bar the approach to the one 
deep part of the lake which was used as a 
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mooring, by closing ап arborway leading to 
the landing. The remainder of the lake, 
which bordered on the most attractive foot- 
path of the park was considered not dan- 
gerous because the shore was very flat and 
one could walk about 30 yards into the water 
without losing ground. Gudden, furthermore, 
was no longer seriously concerned about the 
King’s being suicidal. He had noticed that 
the King was quite anxious, very much con- 
cerned for his life, seemed afraid of weap- 
ons; Dr. Gudden thought that the King 
would consider suicide only if he were al- 
lowed to get very excited, especially because 
he would then tend to take large amounts of 
rum and other alcoholic beverages which 
would render him capable of any unpredicta- 
ble impulsive act. Gudden therefore felt 
that the best strategy was to be most con- 
siderate and deferential to the King to pre- 
vent all excitement and excessive use of al- 
coholic beverages. He also felt that it was 
necessary to help the King out of his isola- 
tion and withdrawal, to encourage him to 
take regular walks with his physician or 
equerries, to increase his interest in daily oc- 
cupations, to watch him during the day and 
to let him sleep at night. 

Sunday morning, architects arrived to pre- 
pare safeguards for the windows on the sec- 
ond floor. They were also asked to come to 
the Psychiatric Hospital in Munich on June 
15, for suggestions for architectural changes 
at Castle Berg, especially for improving 
safety and ease of supervision of bathrooms 
and corridors, 

„The King had spent a calm and restful 
night. On Sunday morning, June 1 3, Gudden 
visited him. During the entire conversation 
the King was calm and very friendly. On 
this occasion Dr. Grashey was introduced to 
him by Gudden, It was planned that the King 
and Gudden would take а walk through the 
park on Sunday morning at ro. The ini- 
tiative for this walk came from Gudden, not 
from the King. There was a light drizzle 
and the King asked for his overcoat and um- 
brella and then went to the park with Gud- 
den. Dr. Grashey went into the anteroom ot 
the King and watched the progress of the 
walk from the window. The King and Gud- 
den walked along a path which followed at 
a distance of about 50 yards the flat shoreline 
of the lake. This path came closer to the lake 
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gradually toward its end, where it offered an 
unobstructed view of the entire lake, A gen. 
darme walked ahead of Gudden and the King, 
The King and Gudden walked fairly slowly, 
conversing; about 30 paces behind them 
walked two attendants. One of these was ап 
experienced attendant by the name of Hack, 
After a short while Dr. Grashey noticed that 
Gudden turned around and made a gesture 
with his hands toward the attendants, This 
gesture obviously meant that they should keep 
greater distance. The attendants appeared to 
understand, paused for a while, and then fol- 
lowed at a more respectful distance. Dr, } 
Grashey watched from the window until the 
promenaders disappeared behind trees. He 
thought that the gendarme walking ahead 
was a bit awkward, but that the remainder 
of the arrangement seemed correct because 
if the King should make a leap for the lake 
the flatness of the shore would have pre 
vented his getting into deep water before the 
attendants could reach him. 

The reason the path along the lake was | 
chosen was obviously that this was the most 
scenic path in the park and the only one be | 
was fairly level. This walk went off without | 
incident. On his return Gudden gave а 
sumé to his staff. He also announced that he 
planned another walk with the King at 4 
o'clock that afternoon. He gave the yes 
that the gendarme should be omitted in t А 
future because his presence had caused A 
King to become worried and suspicious. f 
had asked Dr. Gudden whether the prese? 
of the gendarme meant that the 09 d 
were expected to make trouble, and whet 
there was reason to fear that E m t 
make an attempt on his life. Dr. Gud ent 
that it would be wise to keep the ate 
further behind so as oe to bee bi 
and as much out of sight as possible. 

It was natural for DE Gudden to m 
such an arrangement since he had bee cot 
of the early pioneers on the Europ of 
tinent of “no-restraint” in the treat™ 
mental patients. M 

“At inner the King became quite b 
with his physicians and attendants. io eiu 
to enlist them on his side in his plans is de 
his enemies and to get away, believing d 
tention to be due to a political intrig™ re 
which he considered himself the vire ES 
obviously misjudged the entire situa! 
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showed no insight. He ate a hearty dinner, a 
fact later confirmed by the autopsy. 

Dr. Grashey returned to Munich that 
afternoon. 

The second walk scheduled for that after- 
noon was not started until б: 30 p.m. It wasa 
fairly bright day and still light. The same 
route was chosen. Two other male nurses 
were supposed to follow on that walk. One 
of them (Mauder), however, had gone for 
the King's umbrella and only the other at- 
tendant (Schneller) heard Dr. Müller's in- 
structions, namely, that they should follow 
unobtrusively and as much out of the sight 
of the King as possible. The King was rather 
eager to take the walk, although he had not 
initiated it, He started out with great strides. 
The attendant, Mauder, ran after him with 
the umbrella and then continued to walk next 
to the King. When Gudden reached him 
shortly thereafter he told Mauder that no at- 
tendant should walk with the King, meaning 
that the order to follow at a respectful dis- 
tance should be carried out. Mauder, who 
had not been present at the briefing, took 
this to mean that no attendant should come 
at all and returned to the castle. He told Dr. 

üller who was then on duty at the castle 
that Dr. Gudden had given him the order 
that no attendants should come along. Dr. 
bi üller, perhaps preoccupied, merely said 

all right" Mauder then went downstairs 
where the attendant, Schneller, was prepar- 
ed to follow along the path. Mauder told 
ehneller that Dr, Gudden had just ordered 

i по attendants should come along at all, 
E роп both returned to the castle. In the 
an Dr. Gudden and the King contin- 
"M their fateful walk. Dr, Müller did not 

ye the walk from the castle windows as 
lift n had done in the morning, but 
ide date to keep a dinner engagement 
traged of Colonel von Washington. The 
nol which then ensued could only be re- 
Coo by inference from the last known 

int Sation of the King, from the foot- 
кары in the wet ground at the site of the 
sition ja and from the markings and the po- 
King the bodies of Dr. Gudden and the 


шой after dinner the King wanted to 
plan of the physicians and attendants to his 
з: ration from his assumed enemies. 
ned to abdicate after regaining his 


freedom and to take up residence in a for- 
eign country. It is therefore very likely that 
the King did not start out on his afternoon 
walk with definite suicidal intent, but quite 
possibly with the idea of making a getaway. 
It seems that the thought of precipitous 
flight may have occurred to the King at the 
end of the path along the lake when Gudden 
must have suggested that they turn about and 
return to the castle. It is probable that the 
King objected and requested Gudden to help 
liberate and save him. Gudden no doubt did 
what every psychiatrist would have done in 
the circumstances, namely, try to soothe and 
distract the patient and not let him get ex- 
cited. However, the King became excited, 
apparently dropped his idea of flight and de- 
cided on suicide instead. It had been the 
known habit of the King to explode with sui- 
cidal threats whenever an impulsive demand 
of his was refused. This is not too uncom- 
mon a reaction in paranoid patients, a sort of 
self-destructive temper tantrum, 

The physical findings, namely, the foot- 
prints and the condition of the bodies, allow 
the following reconstruction of events: 

When the King and Gudden came to the 
end of the path where it comes closest to the 
lake, the King suddenly ran down toward the 
lake, as clearly revealed by his footprints in 
the wet ground. Gudden ran first a few steps 
back, obviously looking for the attendants 
who he believed were somewhere in the vi- 
cinity. Not finding them he turned and ran 
after the King. It is likely that Gudden, a 
man 62 years of age, and of relatively small 
stature, in following the powerful, 40-year- 
old, muscular and athletic King who was 191 
сш. tali and weighed 240 pounds, believed 
that the attendants were somewhere in the 
vicinity and would come to his aid. Sixteen 
yards beyond the shore, still in shallow water, 
Gudden reached the King and a struggle en- 
sued, attested by numerous tracks on the 
sandy floor of the lake, Gudden must have 
held on to the King's overcoat and coat with 
such force that one of the fingernails of his 
right hand was torn off. The King then 
slipped out of bóth coats and turned upon 
Gudden. He struck Gudden with his left fist 
on the right forehead where a large contusion 
was found, then grabbed him with his right 
hand by the nape of the neck, imprinting his 
fingers deep in the right side of Dr. Gud- 
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den’s neck between the throat and the sterno- 
cleidomastoid muscle, held his head under 
water until Gudden was unconscious, and 
left him to drown. His body was found in 
shallow water near the point of struggle. 
From this point the King’s footmarks lead 
25 yards further into the lake to a spot where 
the water is only 1 meter and 28 cm. deep. 
Here he abandoned his stance on the ground, 
although he could still have stood upright 
here had he wanted to do so. It appears that 
the King must have let himself sink here to 
drown by holding his head under water, face 
downward. His body then drifted 29 yards 
beyond the place where the last of his foot- 
prints were seen, leaving a line on the lake 
floor made by the tips of his feet dragging 
on the ground. 

In retrospect one might say that apart 
from the critical error in not sufficiently in- 
doctrinating all the attendants who were to 
cooperate in this very considerate treatment 
of the King, with its studied and hazardous 
appearance of freedom from obvious re- 
straints, the major cause of the disaster per- 
haps was the basic attitude of making special 
concessions to a highly placed patient. All of 
us have had the experience that such ar- 
rangements frequently misfire. The improvi- 
sation of setting up a one-patient mental hos- 
pital in a castle within a park adjacent to a 
large lake was probably doomed to failure 
from the beginning. Removal of the King to 
a well-organized and well-staffed mental hos- 
pital would probably have been the better 
course. It is very difficult to combine effec- 
tive management and treatment of mental ill- 
ness with dependence on the patient’s own 
judgment, After all, the basic reason for 
commitment is the expert's finding and con- 
clusion that the patient does not have suf- 
ficient independent judgment to carry out his 
affairs in his own best interests, Perhaps a 
good many other suicides of highly placed 
persons were not prevented because the same 
error was made as in the case of the sick 
King of Bavaria. 

We might speculate in this connection 
whether the suicide of an important political 
personage in this country might have been 

prevented had he been placed in a locked 
ward instead of a*special room, adapted not 
to his clinical status as a mental patient, but 


to his exalted status in private life, Perl 
the democratic way of dealing with 
patients as equals of each other is the b 
the long run; it certainly is the smool 
and most efficient way of dealing with 
patient in his own best interests. I a 
minded of an experience during the 
war when as a newly activated medical 

I was faced with admission to the wai 
suicidal Major-General. One of my as 
ants, a lieutenant, called our comm 
officer, a regular Army Colonel, to ask 
there were any special things we were to d 
the circumstances. The colonel curtly 
“Take off his uniform and you will outi 
him." This was promptly done and 
tient made an uneventful recovery unde 
right form of treatment in a ward 
contained all ranks and which provid 
best treatment facilities that the Army 
provide. I believe that our specialty is: 
cult enough without allowing for improy 
tions. We must set up treatment facil 
suitable for all with an equal degree 
protection and efficiency. 

Another hazard which brought th 
chiatrists in this case into a situation 
they all narrowly escaped being killed 
the failure of popular recognition that ШШ 
King was mentally sick. Such reco 
did not unequivocally come about until 
King issued a preposterous command, naf 
to skin the psychiatrists and the other mem 


other atrocities upon them. The captat 
the guard would have shot them, if orc 

to do so; but he was unprepared for the 

of execution that the King’s paranoid 
tasies demanded. It is important to Tell” 
that in other settings and at other times # 
King’s order might not have been ге 

as proof of insanity. This fact, tragic 
implications for the progress of civilizat 
has been brought home to us even in our | 
time. The eventual recognition of the КП 
condition indicates what has always been? 
popular criterion of insanity. I believe UP 
the average lay person and the average JU 
recognize insanity by the same crite 
which Aristotle and Lessing regarded 48 
criterion of good drama, namely by its $2 
pacity to arouse awe and pity. Appa E 
insanity, like the drama, is convincing 
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if it arouses awe and pity. This, of course, 
is basically dependent on the capacity of the 
public to be awed and to feel pity. The av- 
erage lay person, including the average mem- 
ber of a jury is prepared to recognize mental 
illness only if the preposterousness of the 
symptoms arouses awe and the emotional 
suffering and the resulting quandary of the 
culprit arouse pity. I have found that in 
such cases insanity is readily accepted by 
such people as prison guards, jurors, judges, 
and even district attorneys. When the insane 
act is not sufficiently preposterous to arouse 
awe, and the suffering of the individual not 
sufficient to arouse pity, no amount of scien- 
tific conviction on the part of the psychiatrist 
that the M'Naghten rule should apply, can 
enveigle the jury to recognize insanity. It is 
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therefore urgent to foster a more intellectual 
rather than purely emotional understanding 
of what constitutes insanity, in order to im- 
prove our ability to protect the public, our 
patients and, incidentally, ourselves in the 
execution of our duty as psychiatrists. 
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A PRELIMINARY STUDY ОЕ POSTSHOCK AMNESIA 
BY AMYTAL INTERVIEW? 


SAMUEL BOGOCH, M.D.,? Boston, Mass. 


During and following a course of electro- 
convulsive therapy, the patient commonly 
complains of an inability to remember pre- 
viously familiar experiences, when this 
symptom is not present prior to treatment. 
This amnestic syndrome has been discussed 
by Hoch and Kalinowsky(1), Rapaport(2), 
Cameron(3), and Wilson, et al.(4), and re- 
cently investigated by Janis(5, 6, 7) and Kral 
and Durost(8). Usually it is considered an 
“organic” reaction which clears spontane- 
ously within a few weeks. Although there 
have been attempts to prevent or relieve these 
symptoms by varying the E.C.T. procedure 
(9), the author is unaware of any other at- 
tempts to relieve them once formed. 

This preliminary study of 21 patients is 
concerned with what can be learned by inter- 
view (with and without sodium amytal) of 
the nature of this syndrome and its relation 
to clinical improvement following E.C.T. In 
particular, it demonstrates that at least some 
of the post-shock memory loss is frequently 
relieved during amytal interview. 


METHOD 


All patients interviewed were hospitalized 
because of acute psychotic episodes. The only 
Prerequisite for study was that the patient 
suffered memory loss during or following a 
course of E.C.T. The interviewer had no pre- 
vious detailed knowledge of the case, There 
was no attempt to choose patients in a par- 
ticular age group or diagnostic category, 

É The diagnosis (taken from the files follow- 
ing interview) in 14 of the 21 cases was 
Schizophrenia (9 paranoid, т catatonic, 4 
mixed"). Four were manic-depressive psy- 
choses; one was classified Schizo-affective 
psychosis, one involutional melancholia, and 
one "endogenous depression." There жеге то 
males and 11 females, with an age range from 
28 to 72. The average time in hospital prior 
1 From the Crease Clinic of Psychological Medi- 
cine, Essondale, B. C., Canada. 


2 McLean Hospital, Research Laboratories, Wa- 
verly, Mass. 
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to interview was 5 weeks. For 13 of the pa- 
tients this was the first hospital admission. 
Of the 8 who had been previously hospital- 
ized only 3 were known to have had E.C.T, 

Prior to interview, each patient had re- 
ceived between 3 and 20 (average 9) shock 
treatments, usually given оп a 3-per-week 
schedule, In all cases the Rahm apparatus 
had been used, with bitemporal application of 
6o-cycle alternating current from 110 volt 
commercial circuit, resulting in grand mal 
seizure. In то cases E.C.T. had been given 
on the day before interview, while the others 
were interviewed from 2 to 20 days айе 
treatment had been discontinued. 

At time of interview only 5 of the 21 pa- 
tents were classified as psychotic by their 
attending psychiatrists, that is, definite im- 
provement had occurred in 16 cases. How- 
ever, all complained of memory defects. In 
addition, half of the patients showed some 
confusion and disorientation for time, place 
or person. All were clinically of at least avet- 
age intelligence. 

Each patient was interviewed for one hour 
prior to receiving amytal. First, an attempt 
was made to delineate a few definite areas 0 
amnesia, rather than its exact extent. Inquity 
centered only about specific issues that E 
be verified from the files, and about whi 
precise knowledge would be expected, su 
as the approximate date, the patient's age, 
birthdate, marital status, and the number 0 
children. In addition, where the patient cot 
not recall the events leading to his adn 
to hospital (17 cases), he was encouraged 2 
do so. When 5 or б specific items or eve ' 
had been established as forgotten, the patemi 
was encouraged to remember. No hints w 
given, but the temporal and logical seque" : 
ОЁ events was stressed. If the patient y 
Swered incorrectly, no comment was 125» 
and another topic was approached. DT. 

Questions were repeated at least 5 bs 
and usually 15 to 30 times, with constant i 
couragement to recall. Under such condita, 5 
it became necessary to prevent the i 
from becoming an inquisition. The ™ 
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viewer explained that the patient’s amnesia 
was common following treatment and that it 
would clear spontaneously with time. 

After one hour of intensive interview 
without amytal, when the patient had estab- 
lished that he could not recall 5 or 6 specific 
items, 0.5 gm. of sodium amytal was admin- 
istered intravenously over a period of 5 to 15 
minutes. In only half of the cases was the 
patient told that the purpose of the injection 
was to help him to remember, but in all cases 
this seemed to be the patient’s interpretation. 
The rate of injection was determined by the 
individual response in terms of drowsiness 
and slurred speech. Questioning was then re- 
peated for another hour бп the specific items 
previously established as forgotten. 

As closely as possible, the same technique 
and order of questioning was used. Most pa- 
tients were quite resistive to questioning 
while first coming under the effects of the 
drug, but appeared more cooperative and 
verbalized better after being allowed to sleep 
for 5 minutes. 

The patient was seen again within 24 hours 
of the interview to determine how much of 
the interview had been retained. 


RESULTS 


Three types of response in terms of “recall 

ability” were observed: Group 1—No im- 
Provement with or without amytal (4 cases) ; 
Group 2—Improvement without amytal (2 
cases) ; Group 3—Improvement with amytal 
(17 cases), 
. Group 1.—Of the 4 patients showing no 
Improvement in recall, all were still con- 
sidered by their attending psychiatrists to be 
acutely psychotic at time of interview. 

, Group 2.—In 2 cases before amytal was 
үп it was found that, although the patient 
5 a at first apparently unable to remember, 
th Tepeated questioning and encouragement, 
Н, wapa could be fully recalled. Both pa- 
á S, however, remembered more during the 

is Interview which followed. 

Ж isi 3.—Seventeen cases demonstrated 
"o етеп in recall under amytal. Eight 
he on made the distinction (while under 
abit al) between inability to verbalize and in- 
rid р remember. They pointed out that 
m igh there were several events recalled 

Y under amytal, there were some events 
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actually remembered pre-amytal which had 
not been verbalized for one or more of the 
following reasons: 

(т) Commonly certain things were re- 
called only vaguely. Not wanting to make 
an error, the patient solved the problem by 
answering “I don't remember.” 

(2) Certain occurrences were tied up with 
general feelings of unreality and, since he 
was now improved and “mistrusting” these 
impressions, the patient was hesitant to de- 
scribe any of the experiences which occurred 
during his acute illness, 

(3) Some events the patient could recall 
quite clearly, but, as these were “unpleasant” 
to think of, they were not verbalized. 

(4) Occasionally the patient would fear 
that certain incidents, if verbalized, would 
make him appear “mentally ill.” He would, 
therefore, state that he had forgotten these 
issues. 

It should be emphasized that these are the 
reasons spontaneously given by the patients 
themselves, and not interpretations made by 
the interviewer. Inability to verbalize was 
associated only with events occurring during 
the time when the patient had been acutely 
disturbed. True inability to remember was 
in addition associated with other items, such 
as the date, the patient’s age, number of 
children, etc. 

In only 5 of the 17 cases were all of the 
items, established as forgotten in the pre- 
amytal interview, completely recalled during 
the amytal interview. In the other 12, be- 
tween 50% and 90% of the items established 
as forgotten were recalled during amytal 
interview. 

‘All were able to retain the material re- 
called under amytal for 24 hours and in the 
few patients seen from 1 to 4 weeks after in- 
terview, no loss occurred. 

The following case is an example of the 
true recall response under amytal. 

„year-old man was brought to the hospital by 
ag Vio after he had become acutely disturbed on 
a transcontinental plane flight. On admission he 
shouted many details of his family and business, ap- 


red to be hallucinating, and refused to eat. After 
oe week in the hospital, during which he received 
6 E.C.T., he became placid, relaxed and cooperative, 
but slightly euphoric. He knew his name, but not 
his age or the year. He did not know what country 
he lived in, did not think КЫ married, and knew 
nothing of any children. He had no idea of why 
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he was in the hospital. E.C.T. was discontinued and 
he remained in this state for 10 days. He was then 
interviewed. Repeated questioning during the pre- 
amytal interview did not produce any improvement 
in recall or orientation. Under sodium amytal he re- 
called his age and the date; he described his home 
and full details of his family. He spoke of being 
upset for several weeks, and described in detail his 
behavior on the plane and the events leading to his 
admission to the hospital. Following this he slept 
for 3 hours and on awakening retained all of these 
facts. Immediately he began to appear worried and 
somewhat depressed. Within 4 days he was in ex- 
actly the same hyperactive, grandiose, hallucinating 
State as on admission. During this period it was 
impossible to converse with him. Eleven days later, 
after 9 further E.C.T., he returned to the placid, 
slightly euphoric state of his previous remission, and 
again knew his name, but was totally confused and 
disoriented in all other respects. After 3 days of 
this behavior he was again interviewed. He did not 
recognize the interviewer nor recall any of the pre- 
vious interview. Intensive pre-amytal interview 
brought no improvement in orientation or recall. 
During the amytal interview, which followed im- 
mediately, he recapitulated all the facts of age, 
family, psychotic experience, etc., given in the amy- 
tal interview during the first remission. He again 
retained all of the material on awakening, and this 
time maintained his improvement, with full memory 
and orientation, for a 5-week period up to his 
discharge, 


In only one other case was recall under 

amytal followed by immediate exacerbation 
and return to psychotic and, in this case, sui- 
cidal behavior. In this case, however, after 
6 further Е.С.Т and improvement, there was 
no recurrence of the amnestic syndrome, 
_ All patients exhibiting recall under amytal, 
including the 2 mentioned above, appeared 
relieved at being able “to remember again” 
and anxious to discuss what had occurred 
during the development of the acute illness. 


Discussion 


This preliminary study was not formulated 
to determine under what conditions the pa- 
tient suffering postshock amnesia could re- 
call, but rather to determine whether recall 
was possible. In 17 of the 2r cases, recall 
did occur. 

These observations Suggest the necessity 
for a reappraisal of what has heretofore been 
referred to as "postshock amnesia.” This 
syndrome appears to be a complex situation 
in which: (1) The patient remembers, but 
does not verbalize certain things, (2) The pa- 

tient has truly forgétten certain things. (3) 
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At least some of the true amnesia is re 
versible. 

Any attempt to interpret these findings in 
“organic” or “functional” terms would be not 
only fraught with semantic difficulties, but 
decidedly premature, when so little is known 
of the effects of E.C.T. on memory or of the 
action of sodium amytal on the brain. 

It is not possible to conclude from this 
study that sodium amytal was directly re- 
sponsible for the improvement in recall, 
Further studies will be undertaken to deter- 
mine the required conditions for recall (e.g, 
the use of placebo injections, dexedrine, and 
interview under hypnosis). Also, amnesia in 
other “organic” categories will be studied 
with the above techniques. : 

In the 2 cases described, the exacerbation 
which followed recall may have been tempo- 
rally coincidental. However, if they were 
causally related, it is possible that certain pa- 
tients may not be able to "handle" the ma- 
terial uncovered in the interview. On the 
other hand, the fact that 15 patients, ex- 
hibiting improvement in recall, appeared to 
benefit suggests the possibility of therapeutic 
use of the technique described. Immediately 
following a course of E.C.T. amnesia and 
confusion may prohibit active psychotherapy 
precisely at a time when the patient is 1m- 
proved, is in the hospital, and might benefit 
maximally. Recall with the technique de- 
scribed might solidify the recovery, as well a8 
shorten the period of hospitalization. Mor 
important, a simple technique is presente j 
that may be applied to the more detaile 
study of memory and its relation to the 
psychoses. 


SuMMARY 


т. A preliminary study of 21 patients suf- 
fering postshock amnesia is reported. ; 

2. In 17 patients, much of the amnesia 
was relieved during interview with sodium 
amytal. The 4 patients showing no impro b 
ment in recall were still acutely psychotic 2 
the time of interview. tic 

3. A reappraisal of the postshock amnes i 
syndrome is suggested, and a simple te 
nique is described for its study. ч 

4. Possibilities for the therapeutic u: 
the improvement in recall are discussed. 
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VENTROMEDIAL QUADRANT COAGULATION IN THE TREATMENT 
OF THE PSYCHOSES AND NEUROSES : 


HOWARD D. McINTYRE, M.D., FRANK H. MAYFIELD, M.D. AND 
AURELIA P. McINTYRE, M.D.?2 Cincinnati, Оно 


In 1950 Grantham(1) devised a new tech- 
nique for prefrontal lobotomy. In his early 
work he had come to the conclusion that sec- 
tion of the ventromedial quadrants was effec- 
tive for the relief of the pain of cancer. He 
also noted the advantage that such a section 
was usually not accompanied by confusion, 
nor was it followed by convulsions, profound 
personality changes, or intellectual impair- 
ment, His new operative technique for sec- 
tion of the ventromedial tracts by means of 
electro-coagulation constituted a distinct ad- 
vance in lobotomy procedure. This operation 
destroys a cylinder of white matter approxi- 
mately 2 centimeters in length and 2 centi- 
meters in diameter, in both ventromedial 
quadrants. Over the past 3 years Grantham 
has used this procedure in the treatment of 
mental disease as well as for the relief of 
pain in cancer. 

In a personal interview with Dr. Grant- 
ham, we correlated the results of the opera- 
lion, in our hands, with those obtained by 
him. There is close agreement in the end re- 
sults obtained by both of us. Recently, Dr. 
Grantham has analyzed the degree of clinical 
improvement in 32 patients, I to 4 years 
after operation. Twenty patients have shown 
practically complete relief from anxiety with 
improvement in their psychiatric symptoms 
as well as improvement in their social adjust- 
ment. Three cases have been classed as 

cured" by the referring psychiatrist. It isa 
significant fact that in the group classed as 
failures, none had shown preoperative anx- 
iety and tension such as had been Observed to 
a marked degree in the improved group. 

In the discussion of this group of 32 cases 
he pointed out the followi g advantages of 
the operation: (1) minimal cortical damage, 
(2) absence of post-operative convulsions, 


1 Read at the rooth annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif. 
May 4-8, 1953. Я 

?From the departments of neuropsychiatry and 
neurosurgery of the (Good Samaritan Hospital, 
Cincinnati, Ohio. 
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(3) minimal or no intellectual impairment, 
(4) minimal personality change, (5) no uri- 
nary or fecal incontinence, (6) accurate 
placement of the electrodes in the ventro- 
medial quadrant by x-ray visualization, (7) 
minimal residual lesion consisting of a small 
cyst in the ventromedial quadrant. 

Grantham has performed the operation on 
150 patients, 73 for the relief of psychotic 
symptoms, 5 for the relief of neurotic symp- 
toms, 72 for relief of the pain of cancer. One 
of us (F.H.M.) has performed the operation 
on 48 patients. To date this operation has 
been performed on 200 patients. Since his 
earlier work, Grantham has modified one 
procedure in the technique, increasing the 
current time from 30 seconds to 45. He has 
performed a second operation on 13 patients 
and believes that the percentage of improve- 
ment in this group has increased following 
the second operation. ў 

Antedating Grantham’s results with ven- 
tromedial quadrant section Rylander(2), 
working with the patient under local ane 
thesia, observed that in some instances psy" 
chiatric symptoms did not disappear until the 
ventromedial quadrant had been sectioned bi- 
laterally. We can confirm this observation ОП 
some of our patients who have been operate 
upon under local anesthesia. Their anxiety 
was relieved before they left the operating 
room. This fact was well emphasized by 016 
of our most anxious patients, who express 
extreme anxiety before and during the | 
tion. Immediately after the second quadra" 
had been coagulated, she volunteered the ps 
mark, "That is strange, I am no longe 
afraid." Both Rylander and Grantham ү 
pose section of fibres from the lateral portio 
of the cortex (neopallium) on the groun 
that such a section is followed by i 
tual deterioration and adverse person? vi 
changes, whereas after ventromedial a 
rant section no intellectual impairment ia 
Observed. Adverse personality changes Wo 
minimal when compared with those observ 
after the more extensive lobotomies. 
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Over the past 15 years, largely because of 
the work of Fulton(3), Denny-Brown(4), 
and others, the knowledge has gradually 
emerged that the lateral portion of the 
frontal cortex (neopallium) is chiefly con- 
cerned with the intellectual functions such as 
memory, learning, and judgment, whereas 
the medial portion of the cortex (meso and 
archipallium) subserves the more primitive 
functions of the personality, namely, affect 
and emotion. This is accomplished by the 
fibre connections of the orbito-temporo-in- 
sulo-cingulate complex (meso and archipal- 
lium) with the dorsomedial nuclei of the 
thalamus. These fibres trayerse the ventro- 
medial quadrant of the prefrontal lobe. The 
Grantham procedure may perhaps become 
the method of choice for the interruption of 
these fibre tracts. It includes the added ad- 
vantage of minimal damage to the cortex or 
to the association fibres in the neopallium, 
which are concerned with the intellectual 
function, Fulton(5) is of the opinion that 
the Grantham procedure constitutes the 
iege advance in lobotomy technique to 
3 Prior to January 1951 one of us (F.H.M.) 

ad performed the classical prefrontal lo- 
botomy (Lyerly, Poppen) operation on 208 
Patients, In this group there was a mortality 
ре Ж. 3% and convulsive disorders have 
ү ze in 1376. In 1951 when Grantham 
Adres the method of electrocoagulation, 
E small discrete lesions could be 
ioi us specific relation to the ventricle 
5 E out injury to the cortex ; the method 

5 s die It has since been carried out 
statistic on 48 patients, and the surgical 
ns S aS to complications are derived 

9m this total. "Thirty of these c ise the 
Psychiatric materi I for hi ups 
Were studied ial for this paper, since they 
operation - Aa amie hie selected for 
бе bn. edges postoperatively by 
one of us (HDM). under the direction of 

е have consider d i 
the dered it necessary to destroy 
ang sntothalamic fibres at a slightly deeper 
Tecom е caudal position than Grantham has 


mimend : : 
Procedure ак hence have modified his 


TECH NIQUE 


A dri i 
in the Ц орепіар, т ст. in diameter, is made 
ntal area on either side at a point 


8 cm. from the glabella and 2 cm. lateral to 
the midline. The dura is perforated and то 
cc. of air injected into the anterior horn of 
each lateral ventricle. The insulated elec- 
trodes devised by Grantham ê are then in- 
serted into the frontal lobe directly parallel 
to the midline and directed at a point 2 cm. 
posterior to the lateral wall of the orbit. They 
are passed inward until they contact the floor 
of the frontal fossa, which is usually at a 
depth of 7 to 9 cm. The electrodes are then 
withdrawn 12 mm. from the floor and their 
position checked by x-ray. The electrodes 
should be parallel, both in the antero-poste- 
rior and in the lateral projections and the un- 
insulated portion approximately 3 mm. an- 
terior to the tip of the ventricle in the lateral 
view and medial to it in the anteroposterior 
view. Figure 1 shows 3 lateral exposures, 
one with the electrodes too far forward, one 
with the electrodes too far caudal, and one 
in the proper position. The fourth is an 
anteroposterior view, with the electrodes in 
proper relation to the ventricle. 

Using the Davis-Bovie automatic-gap elec- 
tro-surgical unit, the current is then applied, 
first to one electrode and then the other, for 
35 seconds, with the coagulating current set 
At 20. Tests have shown that coagulation with 
current of this intensity produces a lesion ap- 
proximately 12 mm. in length and 8 mm. in 
width. The location of the lesions is illus- 
trated in Fig. 2, which is a photograph of 
the brain of a patient who died of cancer 4 
months after lobotomy for intractible pain. 

In 7 patients the operation has been re- 
peated, and in 3 it has been done 3 times. The 
others were satisfactorily controlled with one 
operation. There are many possible explana- 
tions for these inconsistencies. In several the 
jnitial lesion was placed too far forward. In 
others the current is believed to have been 
shorted by fluid that escaped from the ven- 
tricle. Usually the operator experiences a 
crackling sensation in the hand that grasps 
the electrode when the current is applied. At 
times this sensation is not experienced. When 
this has been the case, the electrodes on being — 
withdrawn were found to be clean, whereas 
in the other case they were encased in a cov- 
ering of cauterized tissue. 


з Insulated electrode manufactured by Leibel- 
Flarsheim of Cincinnati. 
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engage in the usual activities they followel | 


When the operation has been done under 
local anesthesia, certain interesting phenom- 
ena have been observed incident to the cau- 
terization. The respirations become slower 
and deeper for several seconds then return to 
normal. The patient, who may have been 
frightened and agitated, usually becomes 
placid, cooperative, and indifferent to the 
hazards of the operative procedure. 

Though the output of the electrosurgical 
unit is usually constant, it is necessary that it 
be checked on the superficial tissues before 
the current is applied to the brain. One pa- 
tient in this series developed a serious com- 
plication as the result of the application of 
excessive current accidently. The patient de- 
veloped evidence of cerebral compression fol- 
lowing operation, and the wound was re- 
opened under vision in expectation of finding 
hemorrhage. Instead, a cystic cavity ap- 
proximately 3 cm. in diameter, containing 
fluid and necrotic tissue under pressure, was 
found on that side. 

In 2 of the 48 patients described, we were 
unable to produce the desired effect, despite 3 
efforts at lobotomy by this technique, and 
these subsequently were operated upon under 
vision. 

Most of the patients have run a slight ele- 
vation of temperature for a period of 24 
hours after operation, but otherwise they 
were comfortable, were able to take their 
lunch within an hour, get out of bed in the 
afternoon and walk about the ward freely by 
the following morning. There have been no 
deaths and, as yet, no convulsive disorders 
have developed in this group. In the 30 
patients comprising our clinical material, 
marked anxiety and/or tension were present 
in every case regardless of the psychiatric 
diagnosis, In 28 patients the psychiatric 
symptoms had been present or had recurred 
in attacks over a period of 4 to Io years, 
Twenty-three patients had received some 
type of electroshock or insulin therapy 
usually both, prior to the performance of 10. 
botomy. Viewed from a diagnostic standpoint 
these patients may be classified as follows: 

Schizoaffective psychosis—In this group 
of 5 patients anxiety, tension, mental depres- 
sion, and guilt reaction were more pro- 

nounced than were the schizoid components. 
Four of these have achieved good social re- 
coveries. They are living at home and they 


prior to the onset of their illness. They are 
free of anxiety and on examination exhibit 
few of the psychiatric symptoms from which 
they suffered prior to operation. 


The fifth patient made a good recovery as far 
as relief from anxiety and its attendant symptoms 
were concerned; however, she experienced a most 
profound change in the moral area. After the opera- 
tion she changed from a shy, modest, retiring person, 
the prey of anxiety and religious guilt, to the exact 
opposite—a person with no moral inhibition, Al- 
though she has recovered from the psychosis she 
has to be confined in a state hospital because of 
her flagrant conduct of picking up any man on tlt 
street who will go with her. Although she had 
been a religious pérson before the operation, she 
now has lost all interest in religion, has no feeling 
of guilt about her conduct, feels no need for re- 
ligious counsel. This case represents an extremly 
unfortunate though rare complication of lobotomy: 
It illustrates the caution required in the prescription 
of lobotomy for young patients. 


Involutional. Depression —All of these б 
cases have achieved adequate recovery. They 


live in their homes and carry on their daily | 


activities at their preillness level. 

Paranoid Schizophrenia. (5 cases).—hs 
time has elapsed since the beginning of our 
experience with this operation, we have been 
favorably impressed with the good results ob- 
tained in the paranoid schizophrenic group, i 
patients are selected for operation, who, e 
addition to the paranoid schizophrenic symp- 
toms, exhibit a marked undercurrent of ten- 
sion and anxiety. With the relief of anxiety, 
the symptoms of aggression, hostility, 2? 
explosive behavior, may, in most ini 
completely disappear. Although the delusions 
and hallucinations may still remain, the ^ 
tient does not react to them with aggression 
and hostility. 


One patient, a white female, aged 45 years, bi 
had been in and out of psychiatric hospitals for oy 
15 years and who had developed marked aggtess 
and hostility in reacting to her hallucination’ 
delusions, experienced a complete personality © now 
for the better after the operation. She a ае 
taken efficient charge of her home and, when f her 
sion demands, is able to aid other members 0 ies 
family when they have been confronted with era 
such as serious illness. Whereas before the ie 
tion she was hostile to doctors, hospitals, and n ca 
following the procedure she has on sever he has 
sions expressed gratitude for the benefits ned to 
received from the operation. She has таш x 
the hospital for friendly visits with the pei to 
Physicians. Before operation, mention of @ ediate 
any hospital would have precipitated an imm 
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outburst of physical violence of major proportions. 
She no longer mentions her hallucinations or delu- 
sions. She is able to discuss with the psychiatrist 
her previous psychotic symptoms without evidence 
of hostility or aggression. Her recovery is particu- 
larly well illustrated by her letters to her sisters. 
Before operation her letters consisted of incoherent 
discussions of her delusions and hallucinations, 
whereas they now are well-written discussions of 
the news concerning her family, with no mention 
of previous psychiatric symptoms. Her family be- 
lieves that she is as well as she was before the onset 
of her illness 15 years ago. 


Chronic Anxiety Neurosis (Hypochondri- 
asis, Complaint Neurosis.)—It is in this 
group of 7 patients, whose symptoms consist 
of chronic anxiety, fear, and innumerable 
psychosomatic complaints, that the most 
striking and satisfactory results were ob- 
tained, perhaps for the reason that here we 
are dealing with anxiety in pure culture. 
These patients, with one exception, achieved 
adequate relief from anxiety after operation. 

Recurring Manic Excitement.—These 2 
Patients were dramatically relieved of psy- 
chiatric symptoms within a week after the 
operation. To date they have suffered no re- 
currences. One patient, who had suffered 4 
Manic attacks within the preceding 18 
Months, has gone 23 years without a recur- 
tence. The second has remained well for 1 
year and has now obtained a job and is self- 
Supporting, 

[ү деіот Complicating Cardio- 

dim H enal Disease with Auricular Fibril- 
ое Failure, Pulmonary and 
ae ized Edema.—In this one case, the 
a excitement was relieved immediately 
es The patient made a rapid 
Ко, from the psychotic symptoms and 
tom. of 2 Symptoms improved. The symp- 
Rat ve eart failure disappeared within a 

SES er the operation. Eight months later 
Ae RON suffered a fatal coronary occlu- 
A ү, oa uring the 8 months period suffered 

cee pee of psychotic symptoms. 

—This - es with Korsakoff Reaction. 
Sum PEE à white female, aged 75 years, 
атау о the hospital, suffering with 
lation, coe oping psychosis, with confabu- 
tal leeren fabrication, auditory and vis- 
irected e Wu and delusions of infidelity 
Was me her husband, to whom she 
disturbed у hostile. She was particulatly 
at night. The family did not want 
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to commit her to a state institution and asked 
that lobotomy be performed in the hope that 
she would be quiet enough to be kept at home. 
After operation the patient's agitation, excite- 
ment, and hostility toward her husband were 
completely relieved. She renounced the de- 
lusion of infidelity; she rested well at night. 
She was able to do a considerable amount of 
housework and resumed preparation of the 
meals. The Korsakoff symptoms still remain. 
The family consider that the operation has 
been a complete success. 

Reactive Depression with Severe Disabling 
Organic Neurological Disease.—This patient, 
a white female, aged 60 years, experienced 
great anxiety, depression, and apprehension 
over the future because of disabling neuro- 
logical disease. The operation was advised to 
alleviate the anxiety over the future as is 
done in cancer patients. In this case anxiety 
was relieved and the patient was able to view 
her misfortune with some degree of equa- 
nimity. 

Psychopathic Personality (Neurotic Char- 
acter) .— This patient, a 19-year-old girl, had 
been a major problem to her family since in- 
fancy. During preschool age she was given 
to temper tantrums. After entrance to grade 
school she was always involved with the tru- 
ant officer, and spent 2 years in a correctional 
institution for girls, a year at the Bureau of 
Juvenile Research, and had 4 admissions to 
a state hospital. She was not psychotic. Un- 
derneath the psychopathic behavior lay con- 
siderable tension and anxiety. She had per- 
formed many acts of self-mutilation and had 
made several attempts at suicide. The family 
hoped that she would derive enough benefit 
from the operation to live in their home. 
When admitted to the private hospital for 
operation, she indulged in numerous temper 
tantrums, particularly if she thought she was 
not receiving enough attention from nurses 
and doctors. After the operation she became 
much more docile and no longer gave vent to 
temper tantrums. Her chronic anxiety was 
relieved to some extent. It is too early as yet 
to evaluate the long-term results of the opera- 
tion. 

Chronic Alcoholic Depression.—This 62- 
year-old male had been a heavy user of alco- 
hol since age 16. In 1942 he was committed 
to a state hospital, suffering with delirium 
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tremens. Following recovery he showed evi- 
dence of marked alcoholic depression. He 
was released from the state hospital within 
6 months but was returned in 1952 with 
marked psychomotor retardation and depres- 
sion. On arrival at the private hospital he 
was depressed, morose, did not mix with the 
other patients, and spent most of his time in 
his room with the shades drawn. There was 
no evidence of hallucinations, delusions, or 
mental deterioration, He was operated upon 
under local anesthesia. The immediate result 
was striking and dramatic. On coming down 
from the operating room he was friendly 
with the other patients and the nurses, was 
slightly euphoric in his conduct. This euphoria 
disappeared in about 3 days. During the re- 
mainder of his stay in the hospital the pa- 
tient completely changed from a depressed 
individual to an extroverted, outgoing, so- 
ciable one. 

We have evaluated the improvement in our 
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patients after ventromedial quadram 
lation lobotomy in Table т. The 
improvement is based on 2 factor, 
from anxiety and degree of poste 
socio-economic adjustment. The 
P.S.T. indicate that the patient 
previous shock therapy, the letters 
that the patient has received no preg 
shock therapy. The degree of improj 
based on follow-up interviews with 
tient, members of his family, and 
Grade т relief from anxiety indica 
this factor is no longer the dominati 
ing force of the patient's emotio! 
must be stressed that relief from, 
does not always imply that the pat 
achieved a good socio-economic adj 
This fact is emphasized by the р 
whom relief from anxiety was сот 
operation, but who required segre| 
custodial institution because of comp! 
of moral values. 


Results 


ys mex 
Grade 1 Grade 1 
Grade 1 Failure 
Grade 1 Grade 2 
Grade 1 Grade 1 
Grade 1 Grade 1 
ded uem 
Grade 1 Grade 1 
Grade 1 Grade 1 
Grade 1 Grade 1 
Grade 1 Grade 1 
Grade 2 Grade 1 
Grade 1 Grade 1 
^ic" Seifert 
Grade т Grade т 
Grade 3 Grade 4 
Grade 1 Grade 1 
Grade 1 Grade 3 


Grade 1 Grade 2 
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TABLE 1—continued 


Chronic anxiety neurosis 


Socio-economic 


relief adjustment 


Grade 1 Grade 1 
Grade 1 Grade 1 
Grade 1 Grade 2 
Grade 1 Grade 1 
Grade 1 Grade 2 
Grade 2 Grade 2 
Grade 1 Grade 2 
(relapsed in3 mo.) (relapsed in 3 mo.) 
Anxi i 
тїн” art 
N.S.T. Grade 1 Grade 1 
P.S.T, Grade 1 Grade 1 
Manic excitement cardio-vascular Ane” КЖК 
NEL eere CS, N.S.T. Grade 1 Grade 1 
Senile agitation with Korsakoff reaction ance ае 
АТИ M.C. N.S.T. Grade 1 Grade 2 
Constitutional ps i i 
ma ru M d Шш 
ОАА РИНЕ M.S. P.S.T. Grade 1 Grade 3 
cm Chronic alcoholic depression 
COS SITE F.B. P.S.T. Grade 1 Grade 3 


Relief from anxiet 
R m. y and the degree of 
e improvement have beet arbi- 
cdd graded from 1 to 4. Grade 1 socio- 
au adjustment indicates that the pa- 
та аз recovered sufficiently to take up 
Еч ою relations at the ргеШпеѕѕ level 
та Grade 2 implies adjustment to pre- 
Xem environment at a slightly lower level. 
Pa 9, ава that the patient is living at 
"eld An no urge to éngage in his pre- 
ed -economic pursuits. As one patient 
Dressed 1 s I am no longer anxious or de- 
cop i that I should attempt to obtain 
ган look through the want ads every 

Ing but do nothing about them." 

Sag 30 patients selected for operation, 
gs ү уе of anxiety. Lest this figure 
н a high, it must be remembered that 
ide € suffering with anxiety and tension 
*cted for the operation. Of the 30 


ар 


patients operated upon, 17 achieved Grade 1 
socio-economic recovery. Of the 13 remain- 
ing patients only 1 required custodial care, 
not because of psychosis but because of loss 
of moral values. The other patients have 
achieved varying grades of socio-economic 
adjustment. They are able to live with their 
families with a reasonable degree of improve- 
ment in their interpersonal relations. 


Discussion 


The beneficial effects observed after coagu- 
lation lobotomy were immediate and striking. 
Several patients became free of psychiatric 
symptoms immediately on coming out from 
under the anesthetic. In some instances, 
where the operation had been performed un- 
der local anesthesia, the symptoms of anxiety 
and tension were relieved immediately after 
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the second quadrant had been coagulated. Re- 
lief was apparent even before the patient left 
the operating room. In other cases the relief 
was apparent on the afternoon of the opera- 
tive day or the day following, while in others 
it was not apparent until 2 or 3 weeks had 
elapsed postoperatively. In one case of in- 
volutional depression, a period of about 1 
month elapsed before the patient began to 
show improvement. If relief from anxiety is 
not strikingly apparent within 3 months after 
the operation, the procedure should be re- 
peated. The ease of repetition constitutes one 
of the assets of the operation. 

The immediate symptoms of the more ex- 
tensive lobotomies such as described by Free- 
man and Watts, namely, disorientation for 
time and place, mental confusion, retrograde 
amnesia, fecal and urinary incontinence are 
rarely seen after the Grantham procedure, 
and in most cases are entirely lacking. 

The late symptoms of lobotomy, as de- 
scribed by Freeman and Watts, such as iner- 
tia (psychomotor retardation), loss of social 
inhibition (affective incontinence), together 
with the loss of personal cleanliness and neat- 
ness, loss of sexual inhibition, unconcern 
over the future, bladder and rectal inconti- 
nence, are rarely seen to a disturbing degree 
after the Grantham procedure. In one case, 
complete loss of sexual and moral inhibition 
constituted a disastrous result in the case of 
a young woman of previously high moral 
character. Persistent postoperative inertia 
was a symptom in 5 patients. Mild euphoria 
was observed in 5 patients, Korsakoff reac- 
tion in 4. These patients were confused, ex- 
hibited evidence of auditory and visual hal- 
lucinations and were given to confabulation 
and memory fabrication. These Korsakoff re- 
actions usually disappeared in about 2 weeks. 

Advantages of the Procedure.—One ad- 
vantage of this method is that it affords an 
opportunity for immediate observation of the 
effects of ventromedial quadrant section in 
the human subject as there is no confusion 
following successful operation that can not 
be attributed either to drugs or to post-elec- 
troshock effect. One sees psychiatric symp- 
toms replaced by mental normality within a 
few hours or a few days following and, in 
some instances, even on the operating table. 
The long period pf regression and mental 

confusion noted in some cases after the more 


extensive lobotomy procedures involving the 
3 elements of the prefrontal lobe (archipal. 
lium, neopallium, and mesopallium) is not 
seen after Grantham’s procedure. No intel. 
lectual deterioration that could be attributed 
to the operation was observed in any case, 
Another outstanding advantage of the op- 
eration is that in competent hands there is 
no contraindication for its use insofar as the 
physical condition of the patient is concerned, 
One patient in our series at the time of 
operation suffered with advanced coronary 
disease, another with advanced coronary 
disease with auricular flutter, another with 
advanced coronary disease complicated by 
cardiac failure, auricular fibrillation, pul- 
monary and generalized edema. All patients 
withstood the operation without incident; 
indeed their circulatory condition improved 
afterward. The operation can safely be ре 
scribed for those patients whose physical 
condition would preclude the use of electric 
shock therapy or the more extensive b- 
botomy procedures. ч 
Still another outstanding advantage is that 
the procedure is not followed by postopera 
tive convulsions. Freeman states that 7% of 
his patients suffered with symptomatic epi 
lepsy after the first operation, the incident 
of symptomatic epilepsy rose to 20% in his 
series with 2 operations. Poole and his 280" 
ciates report 16% postoperative epilepsy 
after their procedure of topectomy. In №0! 
of these figures this advantage of the Grant- 
ham procedure is certainly no small one. 
A further advantage is that the procedi 
can be repeated as often as necessary 10 or i 
to enlarge the number of fibres шеге 
Because of the ease of its рео i 
skilled hands, the procedure lends itself to E 
search work in comparative selective lo 
omy. ‘on o 
Selection of Patients.—Selection 0! f 
tients always involves the difficult 0601510 


с o- 
to when it is permissible to perform a 


made a probate court procedure. Опе 
it should not be the decision of one үс hi- 
of us (H.D.M.) is of the opinion 3 PY js 
atrists should take part in the decision em 
undoubtedly true that no person p айе 
tionally or mentally completely intac 
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lobotomy. When one gives up anxiety and 
depression one also relinquishes in some 
measure the emotional charges necessary to 
experience exaltation and other joys of liv- 
ing. It is well to remember that no person of 
creative ability has been restored to normal 
after lobotomy. This applies to doctors, law- 
yers, artists, musicians ; all must pay a price 
for relief from anxiety. The most difficult 
decision concerning lobotomy is the time of 
its performance. When do we have the right 
to advise a fellow human being to give up the 
struggle with anxiety and retreat to a lower 
emotional level ? 

Our patients are selected for lobotomy only 
after a thorough evaluation of the factor of 
anxiety, regardless of the clinical diagnosis. 
The beneficial effects of any type of prefron- 
tal lobotomy are to be explained solely in 
terms of release of tension generated by re- 
pression, The chief symptom of such tension 
is anxiety in all its undisguised forms, such 
as guilt, self-condemnation, self-punishment, 
and fear, and in its masked forms such as 
phobias, obsessions, compulsions, hallucina- 
tions and delusions, hostility, and aggression. 
In this connection, it is well to remember that 
hypomanic and manic behavior is frequently 
а cloak for anxiety and in such instances rep- 
resents a masked form of anxiety. If the 
орош of tension with resulting anxiety 
Brent in a psychotic or neurotic pa- 

» а varying measure of relief may be ex- 
p after a lobotomy. The converse is 
qm true, the less the anxiety the poorer the 
ole с раа should then be 
and the resul of the anxiety symptom 
fee ot sults of lobotomy appraised in 
than s relief of anxiety and tension, rather 
Eos X the percentage of so-called remis- 
Puis cures in various diagnostic cate- 
ea of Results—In appraising our 
КҮ үш E have used no fo 
M euni operation we attempted to evalu- 
cmd чо and the interpersonal 
iety, Th our е ер resulting from anx- 

ed on long a s this evaluation is usually 
members of * E with the patient, 

е patients d amily, and friends, Most of 
Previously t ^ ected for operation have been 
such as the eated by us with other methods 

various shock therapies and psy- 


ch 
therapy for periods of 4 to 10 years. Our 
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final decision to operate represents а “court 
of last resort” procedure. This decision is 
reached after many lengthy interviews with 
the patient, his friends, and his family. 
Within a reasonable time (3 to 6 months) 
after operation, we again evaluate the anxiety 
factor and the interpersonal socio-economic 
improvement. We consider an end result as 
satisfactory if the patient is relieved of anx- 
iety and if he is able to adjust himself reason- 
ably well in an environment which was, to 
him, unbearable before the operation. 
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DISCUSSION 


Jonn Leroy HasxiNs, M. D., (Roseburg, Ore.). 
—Dr. MclIntyre’s excellent paper presents some 
features that give us food for thought, for here is 
an approach to the problem which differs in many 
respects from the conventional lobotomy. The Gran- 
tham technique involves the invasion of an area in 
the frontal lobe into which many pathways tend to 
funnel. Paths from the convexities, from the orbi- 
tal, and probably medial areas are assembled here. 
It is logical to expect that if severance of nerve 
pathways is efficacious in the therapy of emotional 
problems, then this procedure should be of value. 
Moreover the operation involves a restricted and 
limited lesion rather than an empirical and massive 
lesion. We have believed that the use of restricted 
lesions will eventually lead us to a scientific basis 
for lobotomies. Dr. Kenneth Livingston, our neuro- 
surgeon, has felt that there are two particularly 
sensitive brain areas after the invasion of which 
there are marked psychological effects. One of these 
is the orbital area (Area 13) and the other is Area 
24, the anterior cyngulate gyrus. Our own series 
comprises some 95 patients, covering а 4d-year 
period with an invasion limited, as far as possible, 
to Area 24. Our procedure involves (1) direct 
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visible invasion and (2) isolation of the cyngulate 
gyrus. 

In order to compare two different types of 
therapy adequately, two things are needed: (1) 
adequate comparison of patient groups subjected to 
the procedure, and, (2) comparison with an un- 
treated control group. We realize that the latter 
presents difficulties. Withholding therapy from one 
group of patients in the interest of a research pro- 
cedure rather than in the interest of the patient is 
contrary to our ideas of medical care. The question 
of criteria for evaluation of results in a lobotomy 
program has been well discussed by Jenkins and 
Holsopple in a recent article in the Proceedings of 
the Association for Research in Nervous and Men- 
tal Disease (Vol. XXXI). The problem is complex 
and involves careful study to bring out adequate 
comparison. 

With regard to the other point, the comparison of 
patient groups who have been operated upon, the 
problem is equally confusing. In a group of patients 
reported upon by one investigator we may find a 
very high preponderance of patients who were non- 
hospitalized and where the diagnosis of "anxiety" 
or “depression” is most common. Those are patients 
Írom groups in which we might expect a pretty 
high percentage to return to their normal occupa- 
tion with residuals that would not seriously inter- 
fere with their adjustment even following a less 
drastic type of therapy. Some investigators who 
have worked largely with this class of patients re- 
port that they feel the outlook with the same pro- 
cedure in long-term hospital patients to be definitely 
unfavorable. Again, we find that the average һоз- 
pital patient has been subjected to practically all of 
the less drastic procedures and has been an inpatient 
from a 3- to 10-year period, and has been classed 
as a regressed schizophrenic. It would seem there- 
fore that comparison of results between two such 
series, the neurotic nonhospital group and the long- 
term schizophrenic group would not be too adequate 
a comparison of the real value of two different 
techniques, 

. Naturally we have had more patients who would 
be classed as chronic and regressed schizophrenics, 
г Our results with this group lead us to differ from 
the conclusion in the presentation which states, 

‘Our patients are selected for lobotomy only after 
a thorough evaluation of the factor of anxiety, re- 
gardless of the clinical diagnosis. The beneficial 
effects of any type of prefrontal lobotomy are to be 
explained solely in terms of release of tension gener- 
ated in repression.” We cannot agree that favorable 
results are explained entirely in terms of lessening 
of anxiety and tension. We are certain, at this time 


VENTROMEDIAL QUADRANT COAGULATION 


[Aug, 


at least, that there are more profound changes ob. 
served than merely decrease of anxiety. It may be 
that we are dealing with an area with a strong 
psychological effect related to the mechanics of 
emotional expression. Further evaluation of these 
changes is obviously of great importance as to the 
therapy of schizophrenics. 

It is interesting to note the almost immediate 
improvement in many of the patients in this re- 
ported series, and that the gains made were held, 
This differs from our series where in many cases 
there was little or no change for the better unlil 
after several months, and then there might be a slow 
persistent improvement which has been maintained 
for several years. In other instances in our series 
there was an almost immediate improvement follow- 
ing operation, but there was a relapse after a few 
weeks and within г comparatively short time the 
patient was much as he had been previous to opera- 
tion. The almost immediate improvement noted by 
Dr. McIntyre certainly would obviate the long-term 
“total push" program so necessary with the usual 
operative procedure. We feel that the after care, 
with psychotherapy, in our series is a necessity and 
one that has paid off in good results. л 

If we are to accept the findings of the Columbia- 
Grestone studies and the Boston study, we are 
unable to accept one of the conclusions made in this 
presentation, that is, that there is a loss of on 
ability following operation. We have not noted thi 
change. As to habit training, this has been a rather 
minor problem, as we allow our patients to be Up 
on the first postoperative day. Convulsions have 
occurred, but they are rare. d 

Dr. McIntyre mentions a novel method of § i 
tion of patients for the procedure when he bro 
that the Probate Judge be involved. I can see 


' plications here at times ; one such judge that I know 


of belongs to a religious sect that does not beli 


in surgery. Naturally we do feel that the d 
evaluation and selection of patients is of pir 
importance. We have, as do other VA installati 
a lobotomy board. It consists of the netrosuri E 
four psychiatrists, all certified by the BH 
Board of Psychiatry, and the clinical psycho Ж 
who has done the testing on the patient. It is j 
after approval of this board that the patien 
scheduled for psychosurgery. 
It is from series of cases similar to the one m 
ported, involving a limited invasion of a b 
isolated area, that eventually we may Ur. so 
of the rationale of the cure and more about 
able and unfavorable prognostic signs not 
operation. 


SELECTED DIRECT CEREBRAL INTRACRANIAL 
ELECTROSHOCK THERAPY + 


A PRELIMINARY REPORT 
JUAN NEGRIN, JR., M.D,? New Үовк Ситу 


"It is generally agreed that in the group 
of medical methods to treat mental illness, 
aside from psychotherapy and analysis, elec- 
troshock therapy is the most widely used 
technique. 
"In the past few years, there have been 
“Many efforts to improve the therapeutic effect 
of electroshock. With this-purpose in mind, 
the electric current has been supposedly di- 
_ fected towards specific brain regions by vary- 
“ing the side, place of application, shape, size, 
and materials of the electrodes used and, also, 
by changing the type of electric current. 
_ On the other hand, we have a group of 
“More radical techniques, included in that part 
_ Of neurological surgery known as psychosur- 
бегу, that treat mental illness, by way of op- 
E upon the brain hemispheres. 
E $ There are many failures with electroshock 
4 therapy when given alone or combined with 
cological shock. The specific indica- 
Hons for a particular psychosurgical tech- 
| Nique are not yet clearly defined and the re- 
sults cannot be predicted. 
К: have not had at our disposal a method 
Е. treat psychosis which is, as far as its radi- 
E Е somewhere between the electric 
№ 3» and the usual psychosurgical proce- 
5 Еч years ago, І thought that the ad- 
a istration of electric shock to the brain by 
ye у of intracranially placed electrodes would 
Gove the therapeutic results of electric 
= ү оеш its more selective application 
Bus. oy wd to specific cerebral regions. 
E. SA t ү is a more radical type of treat- 
E. Eon e шы! electric shock, it does 
Es a the extensive irreversible ana- 
LL. changes of the psychosurgical tech- 


1 
odd the combined meeting of the Philadel- 
ical олш Dm The New York Neuro- 
1 : ; and the Section of Neurology and 
E c New York Academy of Medicine, 
SRL 1053. 
| Hospital аш Neurosurgical Services of Bellevue 
4 Lenox Hill Hospital, New York City. 


niques commonly employed. Prior to 1947, 
I used several types of experimental elec- 
trodes. In 1948, electrodes were built accord- 
ing to specifications, with the cooperation of 
“Medcraft,” which permitted the start of this 
project in human subjects. 


METHOD 


1. Trephine opening is in the usual man- 
ner, over the area selected for electrode 
placements. 

2. A small channel is rongeured in the 
bone removed to allow the connecting ex- 
tension from the electrode to reach the sur- 
face of the scalp. 

3. The electrodes are applied to the chosen 
cerebral (cortical or parenchymal) areas, 
over one or both hemispheres (Fig. 1). 

4. The dura is replaced to its pre-operative 
position. 

5. The bone disc is replaced. 

6. Closure in layers follows, 

7. А dry dressing is applied. А head plas- 
ter cast can be added should the patient's con- 
dition and cooperation advise it. 

8. At continuation, the electric shock treat- 
ments are given by connecting the wire of the 
electrode to the source of the electric current. 
The patient can be ambulatory between treat- 
ments i£ his clinical condition permits. 

9. When an adequate number of treat- 
ments is given the wound is reopened and the 
electrodes removed. The electrodes have been 
left in place over 14 weeks, without untoward 
reaction. We are now working on an elec- 
trode that can be removed without re-opera- 


tion. 


CASE REPORT 


In order to illustrate the technique used and to 
show the results of this type of treatment the case 
of a 53-year-old female patient is presented. Her 
history and clinical findings were consistent with 
a chronic psychoneurosis. A& the age of 34 she fell 
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downstairs and sustained a sacroiliac injury fol- 
lowed by constant low back pain. Two and a half 
years later there was weakness of the right leg. 

Her complaints increased gradually and she had 
a negative exploratory laminectomy 5 years after 
her fall. After this operation, she developed paraly- 
sis of the left lower extremity and a severe paresis 
of the right lower extremity. Four years later a 
re-exploration of the laminectomy revealed exten- 
sive piaarachnoiditis, but there was no improve- 
ment; instead, constant excruciating pain of the left 
lower extremity appeared. A lumbar sympathec- 
tomy was done at the age of 47 to relieve her per- 
sistent low back pain and excruciating pain of the 
left lower extremity, without satisfactory result. 
Two years later, a high dorsal chordotomy was 
performed with partial temporary success. When 
she was 50 years old, that is, 16 years after her 
injury, I saw her for the first time. In addition to 
her intractable pain, she had a chronic psycho- 
neurosis, dating prior to her traumatic lesion, and a 
severe depression. A left frontal leucotomy made 
her comfortable for about 1 year, at which time a 
right frontal leucotomy was carried out followed by 
several months of relief from pain and improvement 
of her mental condition. Her severe depression, 
psychoneurosis, and complaints of pain recurred to 
such a degree that they were unbearable to her and 
those around her. It was then decided to give 
cerebral intracranial E.S.T. as the last thing we 
had to offer. After a series of treatments, the 
marked clinical improvement of her emotional state 
and the absence of her pains were more dramatic 
than at any time following the leucotomy. 


CoMMENT 


The above case offers an interesting dem. 
onstration of what may be accomplished with 
this method because of the results obtained 
in the patient’s chronic mental syndrome, her 
severe depression, and her additional problem 
of long-standing intractable pain. The clinical 
application of this method is intended for 
those conditions that do not respond to the 
usual electric shock therapy, alone or com- 
bined with pharmacological shock. Since it 
does not result in the extensive irreversible 
anatomical changes produced by psychosur- 
gery it could, logically, be given a trial prior 
to these surgical procedures. 


SuMMARY 


А new approach to treat mental illness and 
intractable pain by way of a direct electric 
shock therapy over specific cortical or рагеп- 
chymal brain areas is discussed. 
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Fic, 1. X-ray appearance of the intracranial electrodes (Model M.H.26) places over selected 
brain areas for direct cerebral electroshock therapy. 


PSYCHIATRIC TRAINING IN UNIVERSITY CENTERS * 


A QUESTIONNAIRE STUDY or RESIDENTS. 
University ОЕ MICHIGAN HosPiTAL— THE NEUROPSYCHIATRIC INSTITUTE 


CLYDE Н. WARD, M. D, Detroit, Мсн. 


With the increased needs for adequate 
postgraduate training in psychiatric medicine 
there has developed much interest in re- 
evaluating and improving residency training 
programs(1, 2, 3). 

The present study, a questionnaire ap- 
proach to residents in university training cen- 
ters, was carried out in the spring of 1950. 
The data were collected just before the Ko- 
rean incident, and accelerated remobilization 
confused the training picture. Thus this paper 
may furnish a description, from the resi- 
dents' viewpoints, of some aspects of psychi- 
atric training in the World War II-Korean 
incident interval. 


METHOD 


The questionnaire was formulated by all 
pt members of The Neuropsychiatric Insti- 
: е, It then underwent extensive revision by 
Bate and opinion sampling expert,” 

the University of Michigan’s Survey Re- 
Search Center. In final form it consisted of 
ete under 4 headings: Personal 
E Present Training, Evaluation of Pres- 

raining, and Goals in Training. 
E. ү was accomplished through 
E ei representatives at the various train- 
Bc The chief psychiatrist was first 
Sy vds upon his approval of the study 
ы о T questionnaire to be used, was 
тыа E a psychiatric resident to 
End d ve representative for the study 
i Stribute the questionnaire forms. 
Was attached to each: form a stamped 


and addres 
‘dressed envelope to facili i 
and private б p acilitate direct 
ou f В г 10e 
ters, d Major university training cen- 
Majority eu centers solicited, contributed a 
аге И, returns from their residents and 
Ec a part of the study. We name 
ead 
x Baye the tooth annual meeting of The Ameri- 


ay «В тош Association, Los Angeles, Calif, 
"rion Fisher, Ph, D, 


the centers in order to indicate the scope of 
the study; however, we wish to stress that 
the data derived are presented in such a way 
that no individual center may be identified. 
The training centers alphabetically, are: Bos- 
ton Psychopathic (Harvard), University of 
Cincinnati, Colorado Psychopathic, Duke 
University, University of Iowa, Langley- 
Porter Clinic, Long Island University 
(Kings County), Menninger School of Psy- 
chiatry, University of Michigan (Neuropsy- 
chiatric Institute), University of Minnesota, 
New York Hospital (Payne Whitney), Tem- 
ple University, University of Virginia, and 
Yale University. 

Response to this project was considered 
quite good for a questionnaire of such length 
and complexity. The average percentage of 
response, per center, was 75% and response 
in terms of individual residents was 72%. 
Eleven centers furnished a response of over 
65% and none was below 50%. The sample 
consisted of 161 replies from 222 residents 
at 14 training centers. 

Almost all of the resident group (9696) 
had completed at least one year of psychiatric 
training ; only 976 more than 3 years. Nearly 
all (04%) of the residents had taken at least 
one year of training at the center on which 
they report. 

About 25% of the residents concerned 
were not heard from. An analysis of the 
data indicates that frequency of response 1s 
only very slightly associated with either the 
apparent adequacy of training or with dis- 
satisfaction of trainees. Perhaps this un- 
surveyed fraction can be considered as not 
invalidating conclusions derived from the 
three-quarters of the residents who did reply. 


PERSONAL PROFILE OF THE RESIDENT 


Аде—бў% of the resident group fall in 


the 25-29-year age range. Only 6% are over 


35. Mean age of the ps 
proaches 28 years. 


ychiatric resident ap- 
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able by a good portion of trainees who do 
encounter it. Apparently only 2 of the 14 
centers use it to any extent. 

Interview recordings are also considered 
most valuable by a sizeable percentage of 
trainees who have experience with them. Re- 
cordings are also one of the most wanted 
training aids among residents not encounter- 
ing them. Again, however, the use of record- 
ings is not widespread and is principally used 
in 2 of the 14 centers (one of which also uses 
the 1-way screen). 

The 3-way interview is more widely used. 
A near majority of residents in 5 centers, and 
some in 6 others, encounter it. It is appar- 
ently one of the most valued aids and is third 
most in demand from those who do not have 
it. 

Visiting specialists (9 centers) and teach- 
ing seminars (14 centers) are the most 
widely used of these training aids. They are 
highly valued though they have little demand 
from residents who do not encounter them. 

If the data are studied in terms of value 
comparisons between 2 given training aids 
where both are available, 3-way interviews 
are the most valued, followed respectively by 

I-way screen, visiting specialists, recordings, 
and seminars, 

It is interesting to note that the 3 most 
wanted training aids are all direct means of 
interview technique training, by the example 
of and possibly through identification with, a 
senior psychiatrist. 

State Hospital Experience.—In all but one 
of the training centers at least a few of the 
residents have opportunity for some state 
hospital experience—in all, 50% of the resi- 
dents—but they are a majority in only 6 cen- 
ters. Eight months appears to be the average 
time spent in this phase of training by those 
who receive it, 

How much do psychiatric residents value 
state hospital experience? A great deal, ap- 
parently. Every resident who has such train- 
ing wants it continued in his training pro- 
gram and $ of those who do not have it 
would like to. In all, 846 of the residents 
considered state hospital experience desir- 
able, and the majority wanted 3 to 6 months 
of it. There seems to be a clear demand for 

a moderate amount of state hospital experi- 
ence in the training program. 


EVALUATION OF TRAINING 


When asked if they felt the training center 
to be in a marked state of change, a clear 
majority in 4 centers considered this to be 
the case. Ina fifth center opinion was evenly 
divided. 

In all but one center a high majority of 
residents considered liaison between the psy- 
chiatric center and the rest of the hospital 
to be “frequent or close.” 

Forty-two per cent felt they did not te 
ceive representative teaching of the different 
schools of psychiatry. This was a majorily 
in 4 centers and a near majority in 3. What 
psychiatric schools are being stressed in the 
training centers? In 8, according to the resi- 
dents, Freudian ; in 3, Meyerian; in 3, com 
binations of Meyerian-Freudian-Neo-Freut- 
ian-Eclectic. ; 

Toward which psychiatric school is tlt 
resident himself presently inclined? | One 
hundred or 59% describe their orientation a 
Freudian; 23% considered themselves Neo- 
Freudian (4 of these were Sullivanites). Jn 
all centers the majority’s orientation Wis 
Freudian or Neo-Freudian, t.e. analytic 
(81% of the residents). Only 3.576 consid- 
ered their orientation Meyerian. Only 9f 
were eclectic. 

Orientation—Residents were apparently 
well satisfied with the manner in which tht 
orientation had been conducted. Номе! 
20% of the total number of residents ар 
gested improved programs of orien 
and there is apparently a high correlate 
between estimated effectiveness of orien 
tion and over-all resident satisfaction Wi 
training. А ted 

Progress in Learning.—Trainees jet 
their progress in learning on a это) me 
(excellent-good-poor) with eee to th 
and again with regard to practice. 
high majority (83%) described satisfac? 
(good to excellent) progress in both; 
reported poor progress in theory and 4 ү: 3 
ported poor in practice. Only one ee 
sidered his progress poor in both герат | 

There is apparently a high degree Dis 
satisfaction with learning progress. mong 
satisfaction is generally distributed F 
the centers and is apparently not com cal 
significantly with satisfaction with oV 
training. 
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Residents were more inclined (43%) to 
© connect progress with the impact of training. 
[їз was no more and no less the case for 
those dissatisfied with progress. However, 
20% credited their state of progress chiefly 
to their “own initiative” or only to the oppor- 
tunity to mature. 
_ Asked if they were able to detect an “over- 
‘the-hump” effect in their training, i.e., a point 
at which they began to feel more definitely 

iented, confident, and at ease, 81% of the 

sidents felt they had experienced such an 
fect; 43% by the end of т year, 73% by 2 


years. 

— Of those men describing such an effect, 
7% ascribed it to their own. maturation and 
23% to the effect of training. That is, the 
"resident is apt to think he experiences an in- 
tegration point, usually toward the end of the 
year, and to feel that his own maturation 
е factor associated with this. 

eventy-six per cent of the residents ex- 
pressed need for further training staff super- 
Vision, Of this number 82% felt the time 
Should be in individual conferences (9% 
_ Wanted small group conferences). Of these, 
66% estimated I to 3 hours per week as the 
leeded amount of time, while 22% estimated 
- 4t0 6 hours per week. 


RESIDENT GOALS AND ASSOCIATED FACTORS 


Work Interest.—Only 796 expressed pri- 
pos interest in teaching and/or research. 
Howey et, 477% expressed interest in part- 
time teaching and 28% in part-time research. 
ООР ЕШег 90% were interested in practice 
Хеу or in a combination (the balance 
“d not answer). 
of Training Desired.—45% of the 
Mal train wanted 3 years or less of for- 
Ing; 379% wanted 5 years or more, 
9f the total wanted at least 6 years. 
Hae nt of Training Presently Acceptable. 
j в © 15 a fairly significant shift: only 


|o 


P. 


4 ES take 5 years at present and 67% 
dent Ке 3 years or less. However, the resi- 
ШЕ Would take more training now, if: (1) 
wt Dis were available with training (4976 
"wer 1.2.2 majority in 7 centers); (2) Pay 
= (39% ; 2 majority in 3 centers) ; 
yt "ning were better (23% ; a majority 
бос); (4) research opportunity 
More available (20%). i 
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The most important reasons for discon- 
tinuing training were; (1) analysis unavail- 
able (30%) ; (2) income inadequate (24%) ; 
(3) training unsatisfactory (9%). 

These data on reasons for leaving training 
would seem to point out a heavy demand for 
analytic training or therapy among these psy- 
chiatric residents. 

The Resident and Analysis.—Sixty-nine 
per cent of the residents were interested in 
analytic training, This represents a majority 
in every center but one, and in this center 
44% were interested. Forty-six per cent of 
the residents described opportunity for per- 
sonal analytic therapy. Such opportunities 
were largely limited to 7 centers. 

The status of residents with regard to ana- 
lytic experience was as follows: (1) in ana- 
lytic therapy or training, 15% ; (2) arrange- 
ments for this completed, 8% ; (3) in process 
of arranging, 22% (15% of total leaving 
present center for analysis) ; (4) no arrange- 
ments being made, 52%. 

The following reasons why no arrange- 
ments being made were given: (1) unable 
to finance, 23% of total group; (2) not 
wanted, 10%; (3) analysis not available, 
8%; (4) too early in training, plan later, 


о. 
j The Resident and Research.—Research in- 
terest during training was expressed by 4196 
of the total group: (1) in psychic or psy- 
chological research, 2576; (2) in organic 
phases of psychiatry (chemotherapy, lobot- 
omy, shock), 11%; (3) in psychometrics, 


pi of 10 in the group describes published 
research. One-third of this comes from a 
single center. The research is almost evenly 
divided between psychological and organic 
aspects of the field. 


SOME STATISTICS AND RELATED CONSIDERA- 
TIONS 

Some of the data from the questionnaire 
responses expresses the residents’ evaluation 
of their training program or their satisfaction 
with it. It may be of interest to quantify 
some of these expressions and consider what 
meanings may lie therein. 

For example, in the question, "Would you 
take more training now if . . . traning, 1n- 
come, analytic opportunities, etc. were bet- 
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ter?", the number of residents who said they 
would take more training now if the training 
itself were better might be expressing dissat- 
isfaction with their training. Similarly those 
who said the quality of their training was the 
greatest single reason for their not taking 
more training now might also be presumed 
to be somewhat dissatisfied with their train- 
ing. If the percentage of apparently dissatis- 
fied men from each of these sets of replies is 
summed up for each center and this data 
translated into standard *Z" Scores, there is 
а substantial correlation (0.52) between the 
2 sets of data, There is similarly a substantial 
correlation (plus 0.63) between the scores 
per center of those who state they would take 
more training now, if training were better, 
and the scores for sum total of reasons for 
not taking more training now. There is also 
substantial (plus 0.47) correlation between 
the standard scores per center of the topic 
“sum total reasons for leaving training” and 
the scores for the topic “training is the 
biggest reason for leaving.” These might be 
considered “primary satisfaction factors.” 

For these data, using correlations for 

standard scores, where “N” is small sample, 
and allowing two degrees of freedom, a cor- 
relation of 0.53 is significant at the 5% level 
(only 5 chances in тоо that the relationship 
is due to chance). (A correlation of 0.661 is 
significant at the 1% level of confidence.) 

Similarly there are other factors which 

presumably, to some extent, are measures of 
satisfaction and which all correlate positively 
(though not necessarily highly) with each 
other. From these it may be possible to ob- 
tain a grouping of scores which express, in 
Some measure, an evaluation of training or an 
expression of over-all satisfaction, 

Originally all the factors in Part IIT of the 

questionnaire, i.e., Evaluation of Training, 
were considered in this regard. Of these то 
factors, 4 were found not to correlate signifi- 
cantly with the others (to intercorrelate, ie.) 
and were deleted. "These Were: representa- 
tive teaching, progress, integration effect, and 
need for further supervision. 

There remain 6 factors which intercorre- 
late positively among themselves and with the 
3 "primary" factors. These with the primary 
3 make a 9-factor grouping of measures of 
satisfaction. : 
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Tf, by center, these data (the raw data an 
in percentages) are expressed in the same di 
rection, i.e., so that they express the degra: 
of adequacy of training (assumedly) for eah 
topic, and then are converted into standard 
scores, these scores summed and standart 
scores derived from the sums, it is thus pos: 
sible to obtain a grouping of evaluations per 
center which we might call “total satish 
tion” scores. This is not to mean that we ou 
put too much weight in this as a measured 
absolute resident satisfaction, but it shoul, 
logically, give some approximation of it, & 
pecially as the scores all correlate amo 
themselves, and this approach does offers 
reasonable way*of regarding the data. ; 
It is interesting to note some correlation 
between the “total satisfaction" scores anl 
the individual components of the total. 
The highest correlations are between tl 
“total satisfaction" scores and (т) effecti. 
ness of orientation program (0.81); (2) 
quality of staff (0.80) ; (3) total reasons iot 
leaving training (0.75); (4) training 09 
reason for leaving (0.74) ; and (5) шш 
ness of liaison (0.71). These аге all sig 
cant beyond the 1% level. j | 
Less significant but still substantially po 
tive correlations are indicated between b 
satisfaction" and (т) adequacy ОЁ vn 
munity aspects (o.57); (2) кашы 
greatest reason for pies (0.49) ; an 
stability of program (0.48). ^ 7 
Training "Pactors—Their Relation to 5i 
isfaction—It is possible to prepare а a ES 
composite “total training" score for ea er 
ter, using the less subjective data Me 
Description of Present Training port n 
the questionnaire. This was done Wi ШЙ 
factors as the constituent elements: E 
of instruction time in (1) individual , 
ences; (2) small groups; (3) ied (6) 
conferences; (4) lectures; (5) 100109 |, 
Separate children’s department; 


oo 
psychiatrist specialist; (8) opportuni ra 
study seniors’ interview techniques 
amount of auxiliary therapy trainings (0) 
amount of training aid experiar fera 
amount of associated disciplines тро 
(these last 3 factors are themselves oe 
ratings) ; and (12) state hospital e ш 
This “total training” scale is not, ere 
composed of factors that inter? 
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among themselves as far as distribution per 
center is concerned. This is to be expected, 
probably, because no one center can offer 
enough training to score high in all categories 
and each center differs in what factors it 
emphasizes. 

The correlation between “total satisfac- 
tion” and “total training,” as here measured, 
is definite but small (0.32). The correlation 
would be very striking indeed if it were not 
that 4 centers have very high differences be- 
tween their scores for the two composite 
scores, Perhaps consideration of these cen- 
ters, more particularly, will reveal something 
about the interaction of factors which go to 
make for a well-evaluated training program. 
The most striking of these centers ranks near 
the bottom (12th) in terms of what it offers 
in the “total training” factors and yet rates 
with the best (2nd) in “total satisfaction” 
scores. This center, despite its offering little 
in most of the training categories, has the 
most Opportunity for analysis, pays the best 
income, gives the best opportunity to study 
interview technique, has the most highly 
evaluated orientation program, the most 
highly evaluated senior staff and, perhaps sig- 
nificantly, the only group of residents above 
the average in age. 

A second center which is at the bottom in 
terms of “total satisfaction” rating (13th) 
ч а rather good "total training" rating 
m Iis center farnished the least oppor- 
ня Tesearch, was not satisfying the 
hace in interview technique training, had 
а, g staff rated poorly by the residents, 
еМ ‘Ow income, and was іп the process 

х. 

ik 5 Qd pore which scores poorly K т2їһ) 
А КК ы, but high ( 5th) in training, has 
training Deine none in coordination of 
шо diei ded little opportunity to study 
senior stat view techniques, had a low-rated 
analysis in т по opportunity for 
interested E. ich most of its residents were 
Come Believe a ove it pad 
vidua] ode great deal of time in indi- 
i a th center, like the first, rated high 

ction (4th) but low in training 
the train hough it offered less in terms of 

ng factors considered, it had a well- 
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coordinated program, was second best in its 
orientation effectiveneses score and third best 
in liaison. 

It seems probable that multiple factors 
operate to determine resident satisfaction. 
There is little striking correlation also be- 
tween "total satisfaction" scores and scores 
for individual elements of the "total train- 
ing" composite. There are some interesting 


'exceptions however. 


“Total satisfaction," as here measured, 
correlates highly with the opportunity for 
(x) research (0.64) ; (2) state hospital ex- 
perience (0.60) ; (3) training with auxiliary 
therapies (0.41); and (4) study of senior 
staff's interview technique (0.40). Correla- 
tion of "total satisfaction" score and oppor- 
tunity for the specific auxiliary of group 
therapy is quite high (0.53). 

One might perhaps expect a correlation be- 
tween satisfaction and the meeting of the 
residents' desires for analysis. If one meas- 
ures the frustrated desire for analytic ex- 
perience by taking, for each center, the per- 
centage desiring analysis and subtracting 
from this the percentage actually in analysis, 
the correlation between the inverse of these 
scores (i.¢., a positive expression of analytic 
yearnings being fulfilled) and "total satisfac- 
tion" appears positive but still small (0.29). 
However, the smallness of this correlation 1s 
heavily determined by only two of the cen- 
ters. In one there is a very high unfilled de- 
mand for analysis (lowest score here). That 
is, the residents all want analysis but cannot 
get it, as there is no center available. At the 
same time this center's rating on "total satis- 
faction" as well as on “total training" is ex- 
tremely high. In other words, the center ap- 
parently offers so much in every other way 
that the absent analytic opportunity does not 
influence residents' reactions, despite their 
strong desire for it. The other center fur- 
nished a mirror image effect. The fraction of 
residents in analysis is very high but the ap- 
parent satisfaction with training is one of the 
lowest. 

1f these two skewing centers be excepted 
and “7” score correlations computed on an 
«N-12" basis, the correlation between “satis- 
faction” and satisfied need for analysis rises 
to plus 0.53. Very probably, then, as Klein 
and Potter(2) have suggested, there is a cor- 
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relation, but it probably does not stand аз ап 
overriding factor. 

Interestingly enough there are no correla- 
tions of any significance (highest is 0.11) be- 
tween “total satisfaction” and income ex- 
pressed either as total (0.11) or as fractions 
in low-income groups. 


SUMMARY 


A questionnaire survey concerning the psy- _ 


chiatric resident and his training has been 
conducted among a majority (72%) of the 
residents in 14 major training centers. Of the 
169 residents who replied almost all were in 
the first 3 years of training and had at least 
I year of training at the center from which 
they reported. 

From this survey it appears that the aver- 
age resident at the time of the study (just 
before the Korean incident) was about 28 
years of age, had been married for 5 years, 
and had 1 child; т in 8 was female, The 
resident earned approximately $275 per 
month, which he was likely to consider inade- 
quate for meeting minimal needs. Only two- 
thirds of the residents received the bulk of 
their income from the training centers. The 
test were, in one way or another, paid by 
the federal government. Only a few residents 
had extensive medical experience other than 
psychiatric training and almost none had ex- 
tensive formal training in other fields. 

The average resident received about 10 
hours per week of fairly direct instruction 
from his seniors, Half of this time was given 
individually or in small groups of fewer than 
12. The resident considers that he needs 2 
hours more weekly of such instruction, He 
considers his patient experience with children 
and adolescents to be less than adequate. Ef- 
fort is made to teach him interview tech- 
niques, largely by post-mortem conference. 
He has a 50/50 chance of studying his senior 
staff’s interview technique at first hand and is 
apt to be better pleased both with this phase 
of his training and with his seniors if this 
be the case, Among the auxiliary therapies 
with which he receives experience he is most 
apt to value highly group and play therapy. 
Of those he does not encounter he most wants 
group therapy and hypnotherapy. Among the 

training aids, he values most teaching semi- 
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nars and visiting specialists, both of which he 
usually encounters. He most wants, if he 
does not receive it, experience with I-way 
screen, recording, and 3-way interviews, 
which all relate to interview technique train. 
ing through a direct medium. He highly 
values state hospital experience, especially if 
he already has it, and wants 3 to 6 months 
of it. 

The orientation of most of the centers is 
described as Freudian or Neo-Freudian; 
however, the residents’ own orientation is apt 
to be in this direction regardless of his cen- 
ter’s orientation, Residents are apt to think 
they experience as integration or “over-the- 
hump” effect in their training, most often by 
the end of the first year. They ascribe it very 
largely to their own maturation. 

The average resident has mixed goals 
where work interest is concerned. Almost all 
want a combination of practice with teaching 
or research and almost none is interested 
purely in teaching or in research, The resi- 
dent is apt to want more training than he 
will take now. Desire for analytic experience 
or "analysis" is the most frequently €x- 
pressed reason for not taking more training 
now. Income is second. j 

The large majority of residents are intet- 
ested in analytic training or treatment. Cur- 
rently only half feel they have opportunity 
for this, but 1595 are already in analytic 
treatment or training; 30% have complet 
arrangements or are in the process of ша 
arrangements. Financial considerations ү 
the largest factor in frustrating the desire 
analysis at this stage. : 

Fewer than half the resident group E 
interest in doing research; however, I ee _ 
has published work, half of which is P T 
chic" and half "organic" in nature. H 5 their 
residents feel they have opportunity 1n dt 
training for doing research. Residents Li 
much more apt to be satisfied with their її 
ing when this is the case. d ining 

As far as resident satisfaction with y 
is depicted in this study, the subjective is 
tors correlating most highly with pu. d 
satisfaction score (of which they form 

à > ing of having 
part) are: the resident's feeling. ining 
been effectively oriented early in his trat feel 
his positive estimate of his teachers, his 


an effectively coordinated pro- 
ning in a center having good liai- 
other medical services. 

with training, as measured 
о apt to be highly correlated with 
for research, for state hospital 
‘or satisfactory interview tech- 
and for experience with group 
ere is probably also a significant 
een satisfaction and satisfied 
nalysis, though this can be out- 
er factors in the total training 
tisfaction with training does not 
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appear to be correlated with income nor with 
opportunity for experience with training aids 
or associated disciplines. 
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A CONTRIBUTION TO THE NOSOLOGY OF THE 
IMPULSE DISORDERS: 


JOHN FROSCH, M. D. ANp S. BERNARD WORTIS, M.D.? 
New York Crrv 


Clinical psychiatry as it exists today has 
essentially developed from a descriptive ori- 
entation, History, symptoms, course, and 
prognosis were added together and a label 
given to a syndrome. This unquestionably 
served a very useful purpose and still does. 
As psychiatry developed, it became clear that 
more and more understanding was added by 
a consideration of other factors that lead to 
the development of a specific clinical picture, 
the so-called dynamic and genetic factors. 
The dynamic factors deal with the person’s 
ways of managing or resolving problems and 
conflicts, resulting in a certain behavior, i.e., 
a clinical picture. Genetically, we are con- 
cerned with fundamental conflicts and causa- 
tive factors as well as those which lead an 
individual to resort to certain techniques in 
dealing with this conflict, resulting in a spe- 
cific clinical picture. 

A case may be discussed at any one of 
these levels provided there is agreement and 
understanding at which level the discussion 
is taking place. Difficulties arise when one 
discussant speaks from a descriptive level, 
while another bases his comments on a dy- 
namic or genetic level. 

Although terminological and nosological 
confusion has pervaded the whole field of 
psychiatry, there are several syndromes that 
have become laden with a welter of terms, 
creating almost a hopeless morass from 
which the younger psychiatrist finds it al- 
most impossible to extricate himself. One of 
these is the clinical syndrome whose charac- 
teristic, outstanding, and identifiable feature 
is an impulse disorder. Let us evaluate what 
these syndromes have in common, what their 
most characteristic clinical features are, and 
whether there are any common dynamic and 
genetic features. 


1 Read in part before the tooth annual meeting 
of The American Psychiatric Association, Los An- 
geles, Calif., May 4-8, 1953. 

? From the Department of Psychiatry, New York 
University College of ,Medicine and the Bellevue 
Psychiatric Hospital. 


132 


Approaching the problem systematically, 
we shall begin with phenomenology and dis- 
cuss the impulse disorders from the descrip- 
tive level. At this level the clinical picture 
is characterized by a disorder of impulse, or 
impulses, sometimes isolated, usually repeti- 
tive, or by an impulsive quality inherent in 
the personality of the individual. It is true 
that impulsive acts, may occur in any clinical 
picture, notably in the manic and the schizo- 
phrenic, but the impulsive behavior as such 
is not the outstanding feature nor is it the 
identifiable feature of the clinical picture. 
There are usually other features that are 
more pathognomonic and more specifically 
associated with the primary clinical picture 

We may define the term impulse in gen- 
eral, as the sudden, unpremeditated welling- 
up of a drive toward some action, whi 
usually has the quality of hastiness and а 
lack of deliberation. 

Morbid impulses and actions are further 
characterized by an irresistable and impelling 
quality in a setting of extreme tension. Fre- 
quently this results in an explosive and vio- 
lent action with disregard for others and, at 
times, for the subject himself. The setting 
in which a morbid impulse comes to expte* 
sion is generally inappropriate. — 

Impulses may be sudden and transitory, бї 
the associated tension may rise to a crescen 0 
leading to the rather explosive expression 0 
the impulse (the exhibitionistic act, etc.). E 

We see many varying disorders of E 
pulse but they have certain characteristics 5 
common. These qualities may be listed 
follows: * dd 

Ego syntonicity—There is an under 
able quality about an impulse. It is the a 
of phenomenon one could see oneself expr а 
under given conditions. The impulsive 97. 
usually does not have the bizarre шеш 
less character of the compulsion nor 151 a 
alien to the ego. Actually the impulsin 
usually has a certain meaning quite app? E 
to the observer (the explosive agere 
attack versus the dressing ritual). Gent" 
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it is wholly or partly in harmony with the 
momentary aims of the psyche. Morbid im- 
pulses may be felt in the same way as normal 
impulses are felt by normal people. How- 
ever, the morbidity lies in the irresistible 
quality, in the manner in which the impulse 
is expressed, and that it is expressed in an 
unsuitable setting. 

Pleasurable component.—The impulse has 
a primary pleasurable component at the mo- 
ment of expression. The individual with an 
impulse disorder may not and usually does 
not like his impulse, but at the height of its 
expression usually finds it pleasurable. He 
may hate and criticize himself and may be 
horrified by the fact that he likes to do this 
even though it is against his will. However, 
the important fact is that he ultimately wants 
and likes to carry out the impulse in contra- 
distinction to the compulsive who feels com- 
pelled to do something which he does not like 
to do. This is not always apparent and at 
times there is a shading over to the down- 
right unpleasurable. In the morbid impul- 
sive act the individual feels compelled to do 
something which a normal person usually 
Would not do because of certain restriction 
or controls but something he might do under 


133 


certain circumstances. In some morbid im- 
pulses, as in perversions, the patient is forced 
to like something against his will, but ulti- 
mately the experience is pleasurable. 

Minimal distortion of the original impulse. 
—The impulse as expressed very nearly re- 
sembles the original desire of the individual, 
sometimes very clearly, other times less so. 
Although it is quite true that, in many con- 
ditions, impulsive behavior may be used as 
a defense, there is creeping through into the 
act itself sufficient of the original desire or 
impulse that the degree of distortion is not 
as marked as in classical neurotic symptoms. 

Irresistible quality—There is a degree of 
compulsion and irresistibility about the mor- 
bid impulse which links it to very primitive 
drives. At times the subject simply cannot 
resist the temptation to yield. 

With these remarks as background, we 
now turn to a discussion of the specific im- 
pulse disorders. 

Clinically the impulse disorders fall into 2 
large groups (Fig. 1). The first is charac- 
terized by a symptom or symptoms, more or 
less discreet, resembling the classical symp- 
tom neurosis. This group contains 3 sub- 
groups: the impulsion neuroses, the perver- 
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SYMPTOM 


(One or many, more or less iso- 
lated impulsive acts usually of 
а recurring quality) 


CHARACTER 
(The impulsivity dominates the 
character structure as the most 
identifiable feature not limiting 
itself to any one symptom) 


Ж 
: IMPULSIVE CHARACTER 
€tversiong Impulse Catathymic 
(Impulsive Crisis 
extal 
Deviations) 
Ыса Neurosis > 
RE t кошш) | 
asochism UTI о i Impulsive 
d rganic р! 
omosexuality (Addication) р, Syndrome ^ Acter-Outer 
| Neurotic be 
ое Disorder 
personality 
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sions or the impulsive sexual disorders, and 
the catathymic crises(11, 12). 

In the first subgroup the impulse revolves 
around a specific activity or activities which 
represent the main problem of the patient. 
These are so conspicuous that they consti- 
tute a recognizable symptom resembling very 
much that seen in symptom neurosis. An- 
alysis of the symptom brings out its impul- 
sive quality and the above-described charac- 
teristics of the morbid impulses. However, 
the original impulse is markedly distorted 
and if the act itself is not distorted, the set- 
ting in which it takes place is highly inappro- 
priate. This is seen in kleptomania, pyro- 
mania, nomadism, the addictions, etc. 

Closely allied to this group and occasion- 
ally combined with it (pyromania and exhi- 
bitionism) are the so-called perversions or 
impulsive sexual disorders. These run the 
gamut from the understandable to the diffi- 
cult to comprehend (rape to pedophilia). 
The features stand out symptom-like, but 
the disturbance is more closely allied to the 
original impulse, which is of a sexual nature, 
The impulse as expressed may be used de- 
fensively but this is usually a compromise 
and the impulse is still tied up with some 
original group of sexual impulses, all of 
which do not come to expression. 

Included under the symptom picture of 
the impulse disorders is a syndrome that has 
been the subject of controversy. However, 
because it is clearly characterized by a dis- 
turbance of impulse it has been included here 
—the so-called catathymic crisis(10). The 
picture is generally one of an isolated, non- 
repetitive act of violence, which, although 
occurring suddenly, usually has a develop- 
mental background of intolerable tension, un- 
conscious or conscious. The acts may run the 
gamut of murder, fire-setting, self-castration, 
infanticide, suicide, etc. There are generally 
no other gross mental disturbances, although 
all of the above may be merely symptomatic 
of an underlying malignant psychiatric illness, 

The second large group of impulse dis- 
orders, the so-called character impulse dis- 
orders, are characterized by a diffuseness of 
the impulse disturbance which permeates the 

personality without specifically attaching it- 
self to any one kind of impulse. In structure 
this group resembles strongly the character 
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disorders, and the symptoms, as in the latter, 
are more egosyntonic than in the Symptom 
impulse disorders. These individuals gen 
erally are intolerant of tension; their frus 
tration tolerance is very low, and in the face 
of deprivations they tend to react explo. 
sively. They are frequently on trigger edge, 
inwardly seething and churning. The patient 
may recognize this, reproach and berate him- 
self for his behavior, and be frequently de 
pressed by his actions, at times to the point 
of attempted self-destruction. These are ust 
ally primitive infantile and immature char 
acters, р 

This group presents some rather interes 
ing features requiring further evaluation, 
Several years ago on the adolescent ward at 
Bellevue we saw youngsters presenting a pie 
ture of hyperkinesis, extremely impulsive and 
cruel behavior. Many of them developed 
these personality changes after illnesses, and 
the symptoms were associated with those 
seen in the post-encephalitic behavior dis 
order. Sometimes the encephalitic process 
seemed to be associated with one of thee 
anthematous diseases, or to follow a head in- 
jury. These cases on some occasions show 
neurological findings, at other times st 
findings would be minimal. In working We 
adults we observed similar pictures and ja 
experience with the adolescents led F is 
examine more closely some of these à ч 
who had in common this explosive impit 
component. We originally saw this рі 
in adults during the war in many 0 ni 
merchant seamen and soldiers whose d 
tion was described as a traumatic d E 
They were exceedingly tense and uU | 
In the army they were frequently ПИ 
with having explosively attacked а supë 
officer, A ; 

Some of these patients revealed ine 
EEG findings. In spite of the aD E 
convulsive históry, some showed rathe di 
cal epileptoid records occasionally S viot 
motor equivalents. Their explosive cato 
could at times be controlled by uo m of 
In others the EEG showed some a Jobe. 
pathological discharge in the tempor 
Still others showed rather nonspect™ 
fuse, dysrhythmic patterns. CERE 

We E AE to learn r A 
land a group of observers(8) m called 
abnormal EEG findings in what they 
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aggressive psychopaths. The findings closely 
resembled those seen in many of our cases. 
The disturbances were generally localized in 
the temporal areas (posterior temporal lobe). 
The records ran the gamut from full-blown 
epileptic and epileptoid to other diffuse dis- 
turbances. 

Schwade and Geiger(9) reported the case 
of a 13-year-old boy who, without premedi- 
tation, shot and killed his mother. There 
were previous indications of uncontrollable 
impulses frequently expressed in shooting 
birds and small animals. While in a deten- 
tion home he had two more outbursts of 
“white heat EEG’s revealed findings typi- 
cal of thalamic and hypothalamic disorders. 

Our findings led us to consider one type 
of impulsive character disorder as being 
caused by or associated with an organic 
component. Sometimes the origin of this 
Component is known, sometimes not. The 
impulsive character disorders which revealed 
Some organic substrate do not, however, com- 
plete the picture, as we were still presented 
With a large group in which organic findings 
cannot be demonstrated but in whom the 
impulse disturbance nonetheless seems to be 
Woven into the warp and woof of the per- 
sonality, The impulsivity pervaded the char- 
aa to such an extent that descriptive terms, 

requently used by laymen, were employed to 
ho a given case: “He’s hot tempered, 
i lows his top easily,” etc. These patients 
P itolerant of tension or frustration. 
igi they need they must have immedi- 
E еу cannot postpone reactions ; they 
Б у act instead of think. The action 
a dh pr direct line with the underlying im- 
m So еу are angry at some one, they strike 
tive E oes the action may be nonobjec- 
ailing o goal-directed, a wild, impulsive 

ng out in all directions. 

nor conflict generally lies between 
p f toward violence and the need 
oss of я because of the fear of 
mistakably Е MD are un- 
can be elici T nd usually depression 
Boe nde; y merely scratching the sur- 
times th Ball it is this depression that is at 
© core of the problem and has to be 


dealt with ‹ ; 
к these impulse disorders сап 


n their p 
Teseinble the 


the t 


ehavior these individuals may 
Psychopathic personality, and by 


some they are so classified. But the psycho- 
path does not go through the self-castigation, 
the deep sense of guilt and self-reproach as 
these individuals so frequently do. In per- 
sonality and character they are different 
from the psychopath. They can establish 
object relationships and very intense trans- 
ference relationships, which further differ- 
entiate them from the psychopathic person- 
alities, and obviously has a different prog- 
nostic implication. 

As indicated above, the impulsive activity 
in these patients is usually understandable 
and in line with the original impulse. On 
the other hand, there are some impulsive 
characters who shade over to the so-called 
“acter-outer” seen in some neurotic character 
disorders. Acting-out was first studied in 
connection with analytic treatment where it 
arose as a complication of transference, Con- 
flicts, anxieties, feelings, instead of coming 
out during treatment, expressed themselves 
in a bit of behavior in the community which 
frequently was lost to the therapist. This 
may be exemplified by the frigid woman 
who, early in treatment, suddenly becomes 
sexually active, demonstrating, among other 
features, a running away from and a fear of 
positive transference. These “acter-outers” 
are sometimes very restless and hyperactive, 
tending to “act out” emotional conflicts gen- 
erated in treatment, at times in an explosive 
and impulsive manner. This behavior may 
be quite different from the original impulse 
and conflict and sometimes takes on a sym- 
bolic character. At other times the type of 
emotion which should come out in analysis 
comes out in another situation displaced onto 
another individual. The term “acting-out” 
was gradually expanded when it was seen 
that some individuals seem to dramatize 
their conflicts in an indirect and distorted 
attempt to solve a conflict or gratify a wish 
or probably both. They repeatedly perform 
acts and undergo experiences which follow 
a regular pattern and appear out of pro- 
portion to the over-all situation (repetition 
compulsion). ; 

The behavior of these persons is not neces- 
sarily impulsive and, many of them are not 
classified with the impulsive disorders, but 
we do see impulsive acter-outers who tend 
to shunt off their conflicts into repeated im- 
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pulsive actions and, therefore, some acter- 
outers are included among the impulsive 
characters. 

We turn now to a consideration of the 
dynamic and genetic features of this syn- 
drome, Although much information has been 
gathered we are still far from a clear formu- 
lation as to the correlation of the data re- 
cently collected and the information already 
known. Perhaps we may start with an exam- 
ination of the conditions which are necessary 
for an impulse to come to expression and 
how these conditions are established. 

The breaking through of an impulse de- 
pends upon the sufficiency of the control ap- 
paratus. Insufficiency may result from direct 
impairment of the control apparatus or from 
an increase in the strength of an impulse. 
This may be physiological or psychological, 

Evaluation of the factors that may lead to 
insufficiency of the control apparatus must 
take into consideration constitutional factors, 
early developmental experiences, and present 
forces and stresses impinging upon the per- 
sonality, 

In considering constitutional factors, there 
is ample evidence that individuals are born 
with varying degrees of efficacy of the con- 
trol apparatus as well as in the strength of 
the drives. As for the latter, Fries(3) has 
shown how at the time of birth infants dem- 
onstrate differences in their motility patterns 
which might persist and characterize their 
subsequent motility; she calls this the con- 
genital activity type. 

The Congenital Activity Type is dependent upon 
the neuromuscular system. Part of the excitability 


of this system is a biological result of inheritance, 
intrauterine life and birth. . . . 


_ Individuals are born with varying poten- 
tials in feeling, motility, and reactability. 

We are familiar with the physiological 
potential in the control apparatus. Evidence 
of nuclear potential of such a control appara- 
tus which we know exists physiologically is 
now being presented psychologically as well. 
This may develop out of an undifferentiated 
state with id and ego potentials, or an ego 
potential may exist side by side with an id 
potential and may develop partially auto- 
nomously (4, 6, 7). 

We know that early developmental expe- 
riences, may interweave with, influence, and 
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be influenced by the potentials as expressed 
in the constitutional endowment, Fries(3) 
points out that: 

Through imitation and identification too, there js 
a greater predisposition for the active child to 
imitate and identify with actions ... in Contrast 
to the quiet child, who tends to take over the emo- 
tions . . . of those in its environment. In this Way 
the Congenital Activity Type predisposes the chill 
to react selectively to such environmental stimuli 
as will reinforce its congenital tendencies and, as 
seen before, the environment might do likewise 


Early disturbances, physiological, psycholog- 
ical, or both, may create insufficiencies of 
control. Physiologically, among the early 
developmental experiences there exist pos: 
sibilities of various traumata, such as head 
trauma, encephalitis, etc., which may lead to 
direct impairment of the control apparatus 
or to an increase in the strength of impulses 
and drives. Г 

We have been led by some considerations 
to feel that in many cases, say in the post 
encephalitic, we may be dealing with an in- 
sufficiency of the total control apparatus not 
so much due to a defect of the cortical con- 
trol apparatus per se, as by an increase Ш 
the strength of the impulses themselves, 
leading to a relative insufficiency. Many и 
encephalitics show a paucity of evidence 0 
cortical damage pathologically. Clinically we 
see autonomic nervous system disturbances, 
disturbances in convergence, pupillary dis- 
turbances, all pointing to lower level damagt 
hypothalamically as well as in other ad 
This damage may in some way influence ii 
flow of impulses to the cortex, perhaps p i 
mitting an overflow of the cortical ү, 
apparatus, leading to an insufficiency. In m 
above-quoted case of Schwade and С 
(10) the outstanding EEG findings wer 
the thalamic and hypothalamic level. " 

Psychologically, excessive demands б. 
upon the control-apparatus or дши ч 
the objects with which the individual i p 
fies in establishing a control apparatus 7^7 
lead to deficiencies in that apparatus a 
cally, the result may be an everlasting | ‘ale 
demanding, “give-me” attitude with ^ bn 
ance of frustration somewhat like ? p 
certain oral characters. Another E dden 
described by Reich(8) as an imps und: 
character with the following backet 
(1) an overindulgence and giving-in fo 
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wishes, and impulses without control, leading 
to the establishment of full development of 
such impulses ; (2) sudden, extreme frustra- 
tions arriving too late to create any sort of 


balance between impulse and control. The 


combination of these two experiences fre- 
quently results in a clinical picture character- 
ized by the indulgence in impulsive activity, 
followed by a period of remorse with a great 
deal of anxiety and self-reproach. 

Certain psychological considerations have 
led to some understanding as to why the 
body rather than language is used so much 
more in impulse disorders as a medium of 
expression. Greenacre(5), in discussing this 
problem in connection with the phenomenon 
of acting out, postulates that rather early 
in life when body motion and activity still 
represent the most effective communication 
medium, traumatic experiences may inhibit 
speech development and upset the balance 
between speech and action. Such individuals 
might then persist in the belief of the magic 
power of action to get things done. They 
continue to use action as a medium of com- 
munication. This, plus constitutional factors 
and early frustrations(1), may lead to a 
tendency to act out, 

It is probable that a combination of many 
actors, the constitutional plus very early 
traumatic experiences, in both gratification 
ки frustration, or the addition of physical 
НЫ traumata may result іп an 

M т-аП quality of impulsivity which lays the 
Sloundwork for the subsequent expression 
9f morbid impulses. 

E. this setting, the impingment of present 
ом m Stresses bring about the expres- 
е оше behavior. These forces and 
experie may run the whole gamut of life- 
кете Psychological and physiological. 
such as р ү phases in development, 
наге erty and menopause, may bring 
Че in the strength of drives, an insuf- 
iade s control being established with a 
impulses, the breaking-through of such 
juries ^ m addition, various traumata, in- 
may di 9, or emotional experiences 
йр A role in contributing to the break- 
Present yum control apparatus. All of these 
ves into xn and stresses will weave them- 
Who cor, е structure of the individual 
es to his current experiences with 
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constitutional potentials and early develop- 
mental experiences which have already lent 
to the personality a tendency toward im- 
pulsivity. 

Special coloring of the impulse is lent by 
the specific experiential factors in an indi- 
vidual's development. It is these that deter- 
mine the nature of the impulses that break 
through, whether they come through directly 
or in a distorted fashion, sexualized or de- 
sexualized. The impulse may have been one 
which at one time supplied a great deal of 
gratification or was a source of security. 
This act may then be used subsequently in a 
defensive way against fear, as may be seen 
in certain exhibitionistic acts. In some im- 
pulse disorders the defensive component may 
be much stronger and distort the original 
sexual impulse to such a degree as to be 
expressed clinically in а desexualized form. 
The degree of defense for which purposes 
the impulse serves will determine whether it 
appears in a distorted form or in one more 
closely resembling the original impulse. In 
still other cases it is only the quality of im- 
pulsivity which permeates the character, It 
is not goal-directed in its original form but 
the impulsivity may be directed toward what- 
ever goal is presented by a given situation. 


SUMMARY 


We have presented certain clinical pictures 
typified by a disorder of impulse. This dis- 
order may express itself in a rather specific 
symptomatic disturbance appearing as an im- 
pulse neurosis, a perversion, or a catathymic 
crisis. On the other hand, the disturbance 
may be more diffuse and nonspecific, per- 
vading the total personality and behavior of 
the individual, expressing itself in a charac- 
ter disorder. In the impulsive character dis- 
order we sometimes find evidence of a rela- 
tionship to organic factors. However, there 
is another large group belonging to the im- 
pulsive character disorders which does not 
show such evidence of organicity and yet is 
characterized by the same infantile, explo- 
sive, impulsive behavior seen in the former. 

Tn surveying the genetic and dynamic fac- 
tors, it is apparent that no one factor in and 
of itself determines the development of an 


impulse disorder. 
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Constitutional factors, early developmental 
experiences, present-day forces and stresses 
impinging upon the individual contribute to 
the efficacy of the control apparatus or to the 
strength of drive. Constitutionally, varying 
drive and control potentials, physiologically 
as well as psychologically, interweave with 
early developmental experiences. Among the 
latter are psychological ones such as oral 
traumata possibly leading to an intolerance 
of frustration with demands for immediate 
gratification, Interference with speech-action 
relationships may result in the latter persist- 
ing as the medium of communication, thus 
leading to a tendency toward acting out. 

Physiologically, illness and physical trau- 
mata may increase the strength of the drives 
or weaken the control apparatus. The con- 
stitutional and early developmental experi- 
ences may lend a quality of impulsivity to the 
character, which in the face of current forces 
and stresses may result in impulsive behav- 
ior. Specific early experiences may supply 
the clinical clothing which envelopes the im- 
pulse skeleton leading to either direct or dis- 
torted expression of a given early impulse. 
The result is a wide array of clinical syn- 
dromes, which have as their common denom- 
inator an impulse disorder, 
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METABOLIC STUDIES IN MONGOLISM 
SERUM ProTeIN-BouND IODINE, CHOLESTEROL, AND LIPOPROTEIN * 


ALEXANDER SIMON, M.D., CHARLES LUDWIG, M.D., JOHN W. GOFMAN, M.D., AND 
G. HAMILTON CROOK, Рн. D.,? SAN Francisco, CALIF. 


In recent years, few syndromes associated 
with mental retardation have evoked as much 
interest and study as mongolism. Cretinism 
and mongolism were confused for many 
years, but now with the development of 
newer laboratory techniques the two may be 
more accurately differentiated. The diagnosis, 
pathogenesis, and treatment of cretinism are 
fairly well established, but this is not so true 
of mongolism, although accumulated observa- 
tions provide a more adequate basis for cur- 
tent and future investigations. It is beyond 
our scope here to summarize this information, 
which has already been compiled in the ex- 
haustive reports of Brousseau(4) and Benda 
(1). There is a remarkable paucity of infor- 
mation concerning thyroid, cholesterol, and 
lipid metabolism in mongolism, and of the 
data available much is conflicting. In order 
to amplify knowledge in this area, the present 
study was undertaken. 


METHOD 


n À series of 74 patients (age 5 to 50), re- 
: ; 
nre a the Sonoma State Home, with Pos 
for ie mongolism, was studied. As a control 
m group of mongoloid children (age 5 
dio Series of 17 patients of similar age 
iter EC as "undifferentiated mental 
Sdn Pad also studied. Each patient 
instances d examined clinically, and in all 
Professio n diagnosis was reviewed by a 
Derience nal group with many years of ex- 
tents] in the care and treatment of the 
cred retarded. A survey was made to 
isted Шр if any unusual diétary factors ex- 
Protein. might influence the levels of serum 
“Pound iodine, cholesterol, or lipopro- 
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tein; none was found. The diet for each 
group of patients was essentially the same. 
In addition to the usual routine laboratory 
examinations, certain special studies were 
made. Blood samples were taken from the 
group of 74 mongoloid patients of both sexes 
(43 males and 31 females; average intelli- 
gence quotient, 27), ranging in age from 5 to 
50, and from a group of 17 patients of both 
sexes (9 males and 8 females ; average intelli- 
gence quotient, 56), ranging in age from 5 to 
15, and diagnosed as “undifferentiated type 
of mental deficiency.” In all cases, there was 
consensus by the psychiatric staff as to diag- 
nosis; there were no conflicting neurological 
disorders; and no patient was receiving thy- 
roid medication. 

The following tests were carried out: (1) 
serum protein-bound iodine* (PBI); (2) 
serum cholesterol; * (3) S: 12-20 lipoprotein 
level.* 

The levels of serum protein-bound iodine 
in the mongoloid patients, age 5 to 15, were 
compared to those obtained in the “Sonoma 
controls” (diagnosed as undifferentiated 
mental deficiency). The serum cholesterol 
levels in the mongoloids age 5 to 15 were 
compared to those reported in children by 
Kempe, et al.(10), and to the “Sonoma con- 
trols” (age 5 to 15). The serum cholesterol 
levels of the adult mongoloids age 16 to 25 


з Microdetermination of the protein-bound frac- 
tion of serum iodine devised by Kolthoff and San- 
dell and adapted by W. T. Salter: Normal range: 
4.0 to 8.0 micrograms per 100 ml. of serum. The 
authors are grateful to Dr. Morris E. Dailey, di- 
rector of the Blood Iodine Laboratory of the Uni- 
versity of California, for his cooperation with this 
aspect of the study. 

4 The method employed, developed by Colman and 
Herring, is to be published. Potassium hydroxide 
digestion is used before cholesterol extraction. The 
coefficient of reliability for the method (for tech- 
nical errors alone) is over 0.90. 

5 Опе S; unit equals-flotation rate of І Х 10718 
cm/sec/dyne/gm. The specified conditions for these 
studies refer to use of a sodium chloride solution 
of density 1.063 gms/cc at 26° С. Spinco Model L 
and Model E ultracentrifuges were used throughout. 
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and age 26 to 50 were compared to normal 
controls reported by Jones, ef al.(9). The 
lipoprotein levels of the mongoloid patients 
age 5 to 15 were compared to the “Sonoma 
controls” of the same age, and also to the 
series of normal children reported by Kempe, 
et al.(10). The lipoprotein levels of the mon- 
goloid patients age 16 to 25 and age 26 to 50 
were compared to the normals of the same 
age groups reported by Jones, et al.(9). 


RESULTS 


Serum protein-bound iodine.—In this test 
the protein-bound fraction of iodine is meas- 
ured. A condition like thyrotoxicosis is char- 
acterized by elevation in the protein-bound 
iodine (above 8.0 micrograms per cent), 
while hypothyroidism or myxedema is char- 
acterized by decreased concentration of this 
iodine fraction (below 4.0 micrograms per 
cent). Such studies allow quite accurate 
evaluation of thyroid function, much more 
than the basal metabolic rate or the serum 
cholesterol, both of which are variable and 
unsatisfactory as indices of thyroid function 
(13). Danowski, et al.(5) have reported on 
the protein-bound iodine levels of a group of 
64 apparently normal children age 6 to 18 
years, and cite an average level of 4.7:-0.8 
micrograms per 100 ml., a mean value unin- 
fluenced by sex or normal variations in phy- 
sique, but they mention a trend toward 
slightly lower levels in early adolescent years 
and in those whose intelligence quotient is 
below 9o (between 73 and до). In the pres- 


TABLE 1 


Serum CnorrsrEROL Levers IN NORMAL (Ace 0-15 Years), “Sonoma CowTRoLs" (AGE 5-15 Y 
AND MoNcoLom (АСЕ 5-15 YEARS) CHILDREN 


Cumulative frequencies and percentages i 


* Data estimated from Kempe, е al.(10). 
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ent study there were no significant differen 
in the PBI levels of the mongoloids as con 
pared to the “Sonoma controls,” although t 
average I. Q. of the mongoloids was 27 4 
that of the “Sonoma controls” 56. This ne 
tive finding might well result from the sm 
number of cases studied. The mean value fi 
the mongoloid children (age 5 to 15) Wi 
6.20+1.34 micrograms per roo ml. as Cl 
pared to the mean value of the “Sonoma @ 
trols” of 6.08 0.77 micrograms per 100 
No significant differences appear betweent 
two sexes in either the mongoloid patients! 
the “Sonoma controls.” The mongoloids4 
5 to 15 (N=25) show a higher prol 
bound iodine level (6.20-- 1.34 microgtal 
per 100 ml.) than do the mongoloids 
age 16 to 25 (N=23) (5.25+1.37 mie 
grams per 100 ml). This is significant 
the 5% level. A direct comparison of t 
protein-bound iodine levels in these ш 
loid patients to those of normals reported! 
Danowski, et al.(5) cannot be made with 
surance because of differences in te 
method. ‘a 
Serum cholesterol.—For many yeats™ 
been noted that an elevation in blood 
terol accompanies hypothyroidism. Howey 
the correlation is far from perfect. : 
elevated serum cholesterol is of value @ 
nostically in the recognition of hypothy 1 
ism and cretinism, a level below 250 m й 
cent does not by any means preclude шер 
sibility of decreased thyroid activity. 5 
cholesterol elevations of 37 normal child 
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age 0 to 15 were estimated from the data of 
Kempe, et al.(10), and compared with mon- 
goloid patients age 5 to 15 and the “Sonoma 
controls” of the same age group. The 37 nor- 
mal children showed lower cholesterol levels 
than did the 20 mongoloids. Thus, for ex- 
ample, 23 (or 62%) of the normal children 
revealed cholesterol values below 150 mg. per 
cent, whereas only 4 (or 2496) of the “So- 
noma controls” and only 2 (or 10%) of the 
mongoloids showed serum cholesterols that 
low. These differences are both highly sig- 
nificant beyond the 1.0 per cent level by the 
chi square criterion (see Table 1). When the 
20 mongoloid patients age 5 to 15 are com- 
pared to 17 “Sonoma control” patients of the 
same age group as to their respective levels of 
serum cholesterol, there is no significant dif- 
ference between the 2 groups. In the older 
groups (16 to 25 and 26 to 50) no significant 
differences appear in serum cholesterol levels 
between the mongoloid patients and normals 
as reported by Jones, et al.(9). Mentally re- 
tarded children, whether the diagnosis is 
mongolism or “undifferentiated mental de- 
ficiency,” have significantly higher serum 
cholesterol levels than normal children. 

_As measured by serum cholesterol levels 
(if this is considered a valid test for thyroid 
activity), thyroid function in mongoloid pa- 
tients age 5 to 15 is significantly different 
from that of a group of normals age О to 15, 
but not significantly different from a group 
of other cases of mental retardation age 5 to 
15 living in the same institution. As measured 

У serum protein-bound iodine levels, how- 
ever, thyroid function in mongolism is not 
Significantly different from that described in 
normals in either the child or adult groups as 
Noted above, 

‚ Lipoprotein levels.—The basic technique 
involved in the ultra-centrifugal flotation 
Бы of lipoproteins has been previously 

“scribed (6, 7, 8, тт, 14), and demonstrates 

t for a given individual not under the in- 
е of a special diet, disease, or drug 
the р isa characteristic lipoprotein pattern, 
T ын being segregated on the basis 
E sity of molecules named by their char- 
; "istic flotation rates (б, 7, 8, тт, 14). The 
En "spectrum" between S; 12 and Sr 
а, НЕМУ correlated with the degree of 

Sclerosis in human beings, and this cor- 
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relation is very much higher than the rela- 
tionship between serum cholesterol levels and 
atherosclerosis (at least 2 to 4 times as 
great). 

When 144 normal children age o to 15, 17 
“Sonoma controls” age 5 to 15, and 24 mon- 
goloids age 5 to 15 are compared as to their 
respective levels of lipoproteins in the S; 12- 
20 class, it may be noted from Table 2 and 
Fig. 1 that 87 (60%) of the normals have 
Se 12-20 levels lower than 11 mg. per cent, а 
value lower than that of any mongoloid. One 
hundred and thirty (90%) have $, 12-20 
levels lower than 33 mg. per cent, and only 4 
(17%) of the mongoloids have levels this 
low. All of the “Sonoma controls" (100%) 
have levels below 44 mg. per cent of the S, 
12-20 fraction, and only 9 (38%) of the 
mongoloids have levels this low. Of the nor- 
mals, 87 (6076) have levels below 11 mg. per 
cent, but only 1 (6%) of the “Sonoma con- 
trols” has a level this low. The level of lipo- 
proteins in the S, 12-20 class is obviously 
highest in the mongoloid group, intermediate 
for the "Sonoma controls," and lowest in the 
normal group. These differences are highly 
Significant for each intergroup comparison 
when tested by the chi square criterion. Thus, 
for example, for the relative number of mon- 
goloids and normals with 5; 12-20 level be- 
low 11 mg. per cent, chi square is 28, which 
Tepresents a probability of less than Ме of 
1% that the obtained difference would have 
occurred by chance, 
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When the group of normals age 18 to 25 
is compared with the group of mongoloids 
age 16 to 25, as to their respective levels of 
lipoproteins in the $, 12-20 class, 77 (40%) 
of the normals have S; 12-20 levels below 20 
mg. per cent while only 1 (496) of the mon- 
goloids is this low. Of the normals, 124 
(64%) are below 30 mg. per cent, while only 
7 (3096) of the mongoloids are below this 
level. Of the normals, 168 (87%) are below 
40 mg. per cent, while 11 (48%) of the mon- 
goloids are below this value. Again these dif- 
ferences are highly significant with a proba- 
bility of less than 196 that such differences 
would have occurred by chance (see Table 
3 and Fig. 2). In the age group 26 to z 
these differences in the 5; 12-20 fraction E 
lipoproteins between the normals and the 
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mongoloids did not appear, perhaps because 
of the small number of cases in the older 
mongoloid groups. 


Discussion 


‚ Inthe study of protein-bound iodine levels 
in the various types of mental illness, Bow- 
man, et al.(3) report that among groups of 
schizophrenics, manic-depressives, and psy- 
choneurotics the mean value of all groups fell 
within the normal range. However, a signifi- 
cant difference was found between the means 
of normal and psychiatric groups beyond the 
tof 1% level, the mean of the psychiatric 
group being lower primarily because of the 
manic-depressive group which was signifi- 
ce different from the controls. The mean 
Hed of the levels of serum protein-bound 
рк їп {һе groups of mongoloid patients 
eae diagnosed as undifferentiated 
КЧ ебсіепсу, in contrast, fell within nor- 
B mits and were not significantly different 
m those reported in normal children. 
hae Was no indication either by clinical 
p ша by this function that 
evi idism i 
e rond ence of hypothyroidism in 
Bor and Bingenheimer(12) report cho- 
A averages as low as 80 mg. per cent 
ШШ. goloids up to IO years of age, and con- 
уш Тһе cholesterol curve follows the 
a ee in a distance of 40 to 50 mg. 
Salue? он ever approaching the normal 
that th, : ixby (2), on the other hand, states 
€ lasting serum cholesterol of 50 mon- 
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goloid patients, age 2 to 29 years, was within 
normal limits, and that this indicates that hy- 
pothyroidism is not present in mongoloids, at 
least after the second year of life. However, 
Benda(1), utilizing the same data and some 
additional cases, concludes that (in mongol- 
oids) “The lipid metabolism shows a definite 
elevation of the cholesterol level in the ma- 
jority of cases, the values being between the 
normal level and the level of athyroidism." 
The present study indicates that the serum 
cholesterol level in children (age 5 to 15) 
suffering from mongolism is significantly ele- 
vated when compared to normals, although 
this is not true of the older patients. Since 
the cholesterol level of the serum is not too 
accurate a measure of thyroid activity, and 
since the levels of protein-bound iodine are 
not lower than those reported in normal chil- 
dren, it cannot be definitely stated that this 
comparative elevation in serum cholesterol 
necessarily proves decreased thyroid activity 
in mongolism. : 

The lipoprotein level (Sr 12-20) of mon- 
goloid children is, however, very significantly 
higher than that in the group of undifferen- 
tiated mental defectives, and even more sig- 
nificantly so when compared to a group of 
normal children. How much this may be re- 
lated to thyroid function or to the function 
of other endocrine glands is not yet known. 
The effect of decreased thyroid function on 
this fraction of lipoproteins has not yet been 
definitely established, although studies are 
now in progress. It is known, however, that 
elevated levels of S; 12-20 molecules of lipo- 
proteins are associated with increased tend- 
ency to atherosclerosis(6, 7, 8, 11, 14). It 
is also well known that mongoloids tend to 
die early in life, their life expectancy being 
only ro years. It may be that those with more 
extensive disturbances in lipoprotein metab- 
olism tend to die before structural athero- 
sclerotic changes are evident. Benda(r), 
however, states: "In mongoloids beyond 25 
years of age, atheromatosis of the arteries is 
common." Detailed general and neuropatho- 
logic studies of mongoloids are now being 
undertaken to clarify this problem. 


SUMMARY 


т. In order to study thyroid and lipid 
function in mongolism, the levels of serum 
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protein-bound iodine, cholesterol, and the 
fraction of S; 12-20 molecules of lipoproteins 
were studied in a group of 74 mongoloid pa- 
tients, and these were compared with the 
findings in normals and with a group of 18 
cases diagnosed as “undifferentiated mental 
deficiency.” 

2. There was no significant difference in 
the serum protein-bound iodine levels be- 
tween mongoloid children and “controls” of 
the same age. 

3. Mentally retarded children, whether the 
diagnosis is mongolism or undifferentiated 
mental deficiency, have significantly higher 
serum cholesterol levels than normal children. 

4. The most marked differences between 
mongoloids, normal, and control children oc- 
cur in the level of large molecule lipoproteins 
of the S, 12-20 class, the mongoloids being 
highest, the cases of undifferentiated men- 
tal deficiency intermediate, and the normals 
lowest. 
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DISCUSSION 


Стғмемѕ E. Benna, M.D., AND MALCOLM J, 
Farrett, M.D., Waverly, Mass.—It is very sati 
fying indeed to hear this interesting report on meta- 
bolic studies in mongolism. It is hardly necessary 
to mention the importance of mongolism compared 
with all other types of mental deficiency. Accord- 
ing to a new estimate, there are about 500 mongol- 
oids born each year in New York City alone, Cot- 
sidering the fact that practically all these children | 
come from average, normal families who expect @ 
normal child, it is certainly time that mongolism 
attracted more attention on the part of the y 
ologist, and the medical and psychiatric res 
worker. p 

Anyone familiar with the condition of mongolism 
can only wonder that it is so difficult to está ү 
more definite physiological data in a condition tha 
is so strikingly different from the normal, 4 ; 
which can be so easily diagnosed even by physician 
and laymen who have little experience othe à 
А child who is not only mentally defective b 
зо obviously dwarfed in its physical developar 
with nutritional difficulties in infancy, er 
to obesity, and anomalies in practically hi 
tem, should offer more striking biochemical prs [^ 
alies and yet all research has not yet been a 
discover one single persistent metabolic ano 
which could be found in every case. "— 

Benda's anatomical studies in mongolism 
based on autopsy material now far exceeding ig 
cases. On the basis of this material, Benda c 
demonstrate the immaturity and slowness a al 
development, anomalies in the thyroid, Y qi 
gonads, and pituitary. These studies prov! x func 
dence that the thyroid and pituitary do n?! logical 
tion adequately in mongolism, but the physio E 
nature of the anatomical anomalies foun ongo 
death has not yet been established. Some dii a 
oids show definite evidence of hypothyro! Sd d 
the majority are not hypothyroid at all be hyper- 
some actually show possible evidence О, d. The 
thyroidism, or toxic functions of the Syro ed 
inadequacy of the pituitary has been demons. 
clinically by the growth deficiency, the £^! borders, 
adequacy, and studies of the cartilage pe iz and 

The studies presented by Simon, Ludwi 
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Gofman deal with the cholesterol level, which was 
found within normal range. We have recently done 
a similar study, which was presented in New York 
їп February 1953, and also found that the choles- 
terol is within normal range in the great majority 
of cases. 

The data on PBI indicate that none of the cases 
apparently was below 4 gamma per cent, and two 
were above the normal range of 8, with one value 
83 and one 10.6 respectively. We have done а simi- 
lar study during the last year in connection with 
the Thyroid Laboratory of the Massachusetts Gen- 
eral Hospital and found similar results, namely, that 
the great majority of children were within the so- 
called euthyroid range of 4 to 8 gamma per cent. 
However, we had two infants of 4 months and І 
year and 3 months respectively, who showed values 
0f 38 and 3.5 gamma per cent, which seemed defi- 
nitely below the norm. On the other hand, there 
was one infant of І month with a level of 10 gamma 
per cent, which is definitely above the norm. This 
child will be followed up by further studies. 

We are wondering whether with the age group 
studied by the California workers (7 to 20 years of 
age) and our age group (16 to 28) it is actually 
not feasible to get striking results. We have re- 
cently started to study babies and infants, and in 

cases we have 2 with values below the norm and 
т above, which makes a relatively high percentage 
of abnormal values. 

Tn connection with the Medical Research Depart- 
ment of the Beth Israel Hospital in Boston (Dr. 
Freedberg and co-workers) a study of the thyroid 
function with 1131 has been made with the same 
Patients, This study shows that the uptake of radio- 
active iodide is slightly slower than in the average 
of the same age, but the changes are not striking 
Rb place the group definitely in a subnormal 
x may refer briefly to our studies of the eosino- 

ic count after ACTH and adrenalin injection. 
R ACTH injection, 10 cases out of 23 showed 
x rmally low values, values which were definitely 
ас After adrenalin injection, 14 of the 22 

f showed abnormal reaction—more than 50% 
Of the cases studied, 

е agree completely with the remarks of the 

thyroid that “there is no definite disturbance in 

j оош demonstrated іп mongolism by 

imply a niques" but "the presented data do not 
t the thyroid gland is normal." 


А. SIMON, C. LUDWIG, J. W. GOFMAN AND G. Н. CROOK 
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An entirely new approach to the problem is 
offered by Gofman and co-workers in their study 
of serum lipoprotein tevels. This study demon- 
strates that the large molecule lipoproteins of the 
S: 12-20 class аге definitely elevated as compared 
to the normal controls. This is a discovery of great 
interest and possible consequences. Gofman and 
co-workers have shown previously that a similar 
elevation of the large lipoprotein molecules can be 
found in arteriosclerotic patients. Benda has not 
found, in his autopsy material a remarkable in- 
crease of arteriosclerosis in mongolism. This, how- 
ever, may possibly be explained by the abnormally 
immature vascular system in mongolism, which re- 
mains small and underdeveloped throughout the 
life of the patient. Possibly the vascular system of 
the mongoloid may not be able to develop arterio- 
sclerosis in a way similar to the normal person, but 
the observations of Gofman are certainly worthy 
of a re-examination of the vascular system found 
in mongolism, and it is possible that a more careful 
study may well produce different results. 

It may be mentioned, however, in this relation- 
ship that senile plaques have been found rather 
frequently in mongolism at a relatively early age, 
and some investigators suspect their development is 
related to a metabolic disorder, depending on hypo- 
thyroidism. The observations of Gofman may, 
therefore, offer a clue to the development of senile 
plaques early in life, and may stimulate study of 
patients with Alzheimer’s disease with regard to 
the presence of large lipoprotein molecules in the 
blood serum. It may be of interest to the investi- 
gators, as well as the psychiatrist in general, that 
senile plaques and arteriosclerosis do not appear 
in the same patient and, therefore, patients who 
have severe arteriosclerosis of the brain arteries 
practically never show senile plaques; and, vice 
versa, patients with senile plaques show no indica- 
tion of arteriosclerosis, at least not in the brain 
vessels. 

We may conclude the discussion, therefore, by 
saying that the presented data are not only ex- 
tremely interesting, and coincide completely with 
observations we have recently collected at the east 
coast, but that the study of the large lipoprotein 
molecules offers a new avenue for further research 
which may eventually unveil the still prevailing 
mystery of this condition. 


HISTORICAL NOTE 


ANCIENT MEDICINE IN CHINA 


The January-February number of the 
Chinese Medical Journal contains a scholarly 
article by Lee T’ao, of the department of 
medical history, Peking Medical College, on 
Chinese Medicine in the Northern Sung Dy- 
nasty (960-1127 A.D.). 

Тһе author points out that this was a 
period of transition from ancient to medieval 
medicine, during which the old medical 
works were revised and compilations of new 
medical knowledge were published. 

It was a welcome period of peace follow- 
ing the dynastic struggles that came after 
the fall of the House of T’ang in 905, and 
industry, commerce, and the arts flourished 
anew. Й 

The Chinese invention of printing made 
dissemination of the new knowledge possi- 
ble. Block printing was in use by the tenth 
century and printed medical works began to 


IDEA AND FACT 


Dn from the wisest Thought of a man to the actual truth of a Thing as it lies in Nature, 
there is, one would Suppose, a sufficient interval! Consider it,—and what other intervals 
ulest, most glowing word of a man is but an imperfect image of 
the thought, such as it is, that dwells within him; his best word will never but with error 
and then between his poor thought and Natures 
ась... there may be supposed to lie some discrepancies, some shortcomings! © 
your sincerest, think your wisest, there is still a great gulf between you and the fact. And 
now, do not speak your sincerest, and what will inevitably follow out of that, do not think 
t, your showiest for parliamentary purposes, 


we introduce! The fait 


convey his thought to other minds: 


your wisest, but think only your plausibles 
where will you land with that guidance? 
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appear. Movable types, invented early in tht 
eleventh century, still further facilitated tht 
widespread use of medical texts, During 
this period, when Moslem culture was in 
full flower, there was much traffic between. 
the two civilizations and Chinese and Атай 
medicine both profited by the exchange. 

It is noteworthy that at this early time 
emphasis was placed upon the quality of 
medical writing and elegance of style. It 
was a trend worthy of emulation today, at 
though perhaps overdone in the Sung period, 
sometimes to the detriment of standards in 
medical publications. 

Dr. Lee has brought together an abut 
dance of information relating to the healing 
art as it developed during this dynasty am 
his article constitutes a valuable chapter mi 
the history of medicine. 


—TnoMAs CARLYLE. 


OFFICIAL REPORTS 


NATIONAL INSTITUTE OF MENTAL HEALTH: REPORT OF 
DEVELOPMENTS 


FOURTH CONFERENCE ОЕ MENTAL HOSPITAL ADMINISTRATORS AND STATISTICIANS 


The Fourth Conference of Mental Hospi- 
tal Administrators and Statisticians, spon- 
sored by the National Institute of Mental 
Health, was held April 19 and 20, 1954, at 
the National Institutes of Health. Twenty- 
five persons from 17 States, the Veterans 
Administration, and the National Institute 
of Mental Health were in attendance. 

With one exception every member State 
of the Model Reporting Area will be using 
or will start to use the new revised psychi- 
atric nomenclature sometime during 1954. 
Every State represented is now using the 
Register of Hospitals Recognized and Au- 
thorized for the Treatment of Mental Dis- 
tases established by the Model Reporting 
Ara; to determine the first admission or 
Teadmission status of admitted patients. 

E A resolution was passed reaffirming that 
ecisions approved by the member States, as 
pue by their conference delegates, be 
аы оп ай such States as a prerequisite 
d embership in the Area, indicating that 

е urge to secure uniformity for interstate 

—— 


1 

Кез States іп the Model Reporting Area 
visia sas, California, Illinois, Indiana, Kansas, 
fe p Michigan, Nebraska, New Jersey, New 
conti, io, Pennsylvania, Texas, Virginia, and 


comparisons dominated the thinking of the 
conference, 

In connection with the general review 
of the purpose and methodology of cohort 
studies of mental patients, a series of slides 
showing graphic results of such a study at 
the Warren State Hospital, Warren, Penn- 
sylvania, for first admissions from 1916 to 
1950 inclusive, was shown and discussed. 
To meet the needs of States in the area of 
cohort study methodology, a committee was 
appointed to prepare a manual dealing with 
procedures and methods for setting up such 
studies. The committee would also attempt 
to evaluate hospital discharge and death 
rates currently in use, and make recommen- 
dations for the guidance of the States in 
view of the fact that there is considerable 
variation present in the types of discharge 
and death rates being published and in the 
uses to which they have been put. 

Another committee was set up to deter- 
mine ways and means of presenting statis- 
tical mental hospital data to the lay public 
in an easily understood manner, 

The value of this conference lay chiefly in 
consolidating gains achieved by the actions 
of previous conferences. There was general 
rededication to the theme of uniformity in 
definitions and statistical tabulations. 


First Conrerince ON Mental Нклїтн CLINIC STATISTICS 


M црта ximately бо persons from 28 States, 
tional ae Administration and the Na- 
at Bethe ate of Mental Health, gathered 
йн Су, " ; Maryland, April 21-22, for the 
tistics. erence on Mental Health Clinic 
tute of M, sponsored by the National Insti- 
ули Health. Present were герге- 
Чу, Clinica] the professions of psychia- 
ical psychology, psychiatric social 


work, and statistics, on local, state, and na- 
tional levels. The highlights of the meeting 
were: 

(1) Emphasis on the importance of de- 
veloping uniform’ data on the preventive 
mental health program—what activities are 
being carried out, how they are being carried 
out, and how successful they are, both as an 
aid to the futher understarfding and develop- 
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ment of this program and in line with the 
recommendations made at the recent Na- 
tional Governors’ Conference on Mental 
Health; (2) Review and discussion of a 
uniform report form on mental health clinic 
activities, scheduled to be initiated for na- 
tion-wide use on July 1, 1954; (3) Ex- 
change of information on statistical research 
projects in the various States; and (4) 


THE DAY-TIGHT COMPARTMENTS 


Throw away, in the first place, all ambition beyond that of doing the day’s work well. 
The travellers on the road to success live in the present, heedless of taking thought for the 
morrow, having been able at some time, and in some form or other, to receive into their 
heart of hearts this maxim of the Sage of Chelsea: Your business is “not to sce what lies 
dimly at a distance, but to do what lies clearly at hand.” 

Address before the first graduation class of the U. S. Army Medical School, Washington, 


This teaching of Thomas Carlyle was one of the earliest and strongest influences in 
shaping Osler's manner of life. In a later address (Montreal Medical Journal, 1899) he 


said: 


“As to the method of work, I have a single bit of advice, which I give with the earnest 
conviction of its paramount influence in any success which may have attended my efforts 
in life—Take no thought for the morrow. Live neither in the past nor in the future, but 
let each day’s work absorb your entire energies, and satisfy your widest ambition.” 


And in his Yale essay, A Way of Life, he re-emphasized the theme: 
‘Now the way of life that I preach is a habit to be acquired gradually by long and 
steady repetition. It is the practice of living for the day only, and for the day’s work, 


Life in day-tight compartments.” 


And Omar said: 


“There are two days about which I will not be anxious—the day that is yet to come, and 


the day that is past.” 
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Designation of 8 national committees tot 


conference to work on various problems of 
clinic Statistics and research during the et 
suing year. 

This conference represents a significa 
step in developing the framework for fur 
ther cooperative efforts in a heretofore in 
developed area. 


—Osrzn. : 
Address before the first graduation 
class of the U. S. Army Medical School, 
Washington, D. C., Feb. 28, 1894. 


SPECIAL ANNOUNCEMENT 


1955 PROGRAM ANNOUNCEMENT 


The Committee on Program invites the submission of material for presentation at the 
Annual Meeting in Atlantic City, May 9-13, 1955. 

Abstracts of papers should be submitted in the following form: 

т. Proposed title 

. Purpose or aim 
. Method 
. Scope 
. Findings 
. Conclusions 
and may be sent to any member of the Committee? Descriptions of films should be sent to 
Dr. Horwitz, or of scientific exhibits, to Dr. Sullivan. Requests for round tables should 
include proposed title and possible participants. 

The deadline is October 26, 1954, and applies also to Sections and Committees. 


The Committee wishes to thank all participants in the St. Louis meeting. 
Travis E. Dancey, M.D. 


John G. Dewan, M.D. 

Maurice Greenhill, M.D. 

Titus Harris, M.D. 

William A. Horwitz, M.D. 
Zigmond M, Lebensohn, M.D. 
Martha W. MacDonald, M.D. 
Joseph D. Sullivan, M.D. 

David A. Young, M.D., Chairman. 


the officers of the appropriate Section by October 1 
for review by the Committee on Program: 
Secretary, Lewis Robbins; Section on Con- 
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—— 
1 
ise ‘Abstracts of papers may also be submitted to 
үе them some choice in preparing their program 
Eo on Psychoanalysis: Chairman, Douglas Orr; ^ i 
Ше Disorders: Chairman, Mortimer Ostow; Secretary, Douglas Goldman; Section on P rivate Prac- 
Nn airman, Е. H. Parsons; Secretary, Leo Alexander ; Section on Legal Aspects: Chairman, Hector 
- Ritey; V. Chairman, Gregory Zilboorg; Secretary, Edward C. Rinck; Section on Psychotherapy: 


Han, Freida Fromm-Reichmann; V. Chairman, Jules Masserman; Secretary, J. L. Moreno; Section 
го ental Hospitals: Chairman, Francis O'Neill; V. Chairman, Harrison F. Evans; Secretary, J. О. 
mwell; Section on Child Psychiatry: Chairman, Benjamin Balser; V. Chairman, Milton Kirkpatrick ; 


Secretary, Leonard Taboroff. 


WHY MEDICINE? 
H (7 ie. D 4, Н i 
js Medical instruction does not exist to provide individuals with an opportunity of learning 
Ow to earn a living, but in order to make possible the protection of the health of the public. 
—Rurorr VIRCHOW. 
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COMMENT 


UNFIT PARENTS 


There are various types of misguided and 
unfit parents who may be termed, not in- 
appropriately, "illigitimate" parents. Here 
we are concerned with one special type— 
the parents intoxicated with one of the pe- 
culiar brands of religion which causes them 
to deny to a sick child the medical care, 
without which its life may be endangered or 
even lost. ` 

This serious matter, which has not been 
conclusively dealt with through legal pro- 
cedure, is the subject of a recent novel 
(Fools Haven by C. C. Cawley. Boston: 
House of Edinboro Publishers, 1953). The 
style of the text is early teen-age, but the 
story is one that, in one form or another, 
confronts us all too frequently in the daily 
press. 

Fools Haven is an attack on faith-heal- 
ing, faith-healers, sects and religions that 
depend on faith-cures and refuse medical 
treatment to those who are sick. 

Parents have jurisdiction over their chil- 
dren—for care and training, or for abuse 
and neglect—and there are too many "illi- 
gitimate" parents. Our mores permit them 
(although sometimes the law punishes them) 
to allow their children to die through sick- 
ness that might be cured. Such may be the 
fate of children whose misfortune it is to 
have ignorant or fanatical parents who twist 
meanings out of scriptural language that do 
violence to common sense and the most ele- 
mentaty hygienic or humanitarian judgment. 

The case presented in the book above men- 
tioned is that of a mother who, under the 

' domination of a faith-healing preacher, re- 
fuses to allow surgery for her 17-year-old 
daughter suffering from appendicitis. The 
appendix ruptures and the girl dies from 
peritonitis. An inquest is held and a charge 
of manslaughter is laid against the mother 
who failed to provide necessary medical care 
for her daughter, and against the faith-heal- 
ing preacher who counselled her to that neg- 
lect. The mother is’ convicted but paroled; 
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the preacher is acquitted. The mother was 
branded a criminal, but the preacher, an ac- 
cessory before the fact and the one really 
responsible for the crime, goes free. This is 
all according to law, but it is an abuse of 
justice that cries for correction. The immu- 
nities enjoyed by certain practitioners of 
religion—"religious racketeers" one Los An- 
geles judge called them— need serious ques- 
tioning. In the judgment of a Chicago court, 
"The right to practice religion freely does 
not include liberty to expose a child to ill- 
health or death." 

Professor F. C. Auld of the department 
of law, University of Toronto, was asked 
for comment upon the situation described in 
Fools’ Haven. He cited two cases, one Eng- 
lish and one Canadian, to illustrate the vari- 
ability of court rulings. Professor Auld 
states : 

“For lawyers, the locus classicus has been 
the English case of R. v. Senior, (1898). 
The defendant was charged with manslaugh- 
ter in the death of one of his children. Obe- 
dient to the dictates of his peculiar religious 
cult he had abstained from providing medi- 
cal aid for this child, nine months of age, 
who died as a result of diarrhea and pneu- 
monia, There was no question of the defend- 
ant's ability to provide or his knowledge as 
to the gravity of the illness, He was not un- 
kind to his children—quite the reverse; but 
he was a foolish and misguided man, even 
if he quoted authority for his deeds in Scrip- 
ture (James 4:14-15). He placidly accepted 
the dictum that the Lord giveth and the 
Lord taketh away—although of 12 children 
he had lost 7 in somewhat similar circum- 
Stances. He was convicted of manslaughter. 

“їп Canada an important case occurred 
somewhat earlier. In R. v. Beer (1896) the 
defendant, a practitioner of a faith-healing 
cult, was called in by parents of a child suf- 
fering from diphtheria. She did not attempt 
any medical treatment: she merely sat by 
the bedside and prayed. There was no evi- 
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dence that this ghoulish appearance affected 
the child one way or another. The child 
died ; and medical testimony was to the effect 
that recovery would have been probable if 
the disease had been treated properly—and, 
at any rate, that death had been hastened by 
the lack of proper medical treatment. The 
court held that the faith-healer had under- 
taken no act which could be construed as 
rendering medical treatment, and therefore 
she was acquitted. The father of the child 
was also charged under a statute which re- 
quired him to provide medical aid in circum- 
stances which would show that the death 
was the result of his failure so to provide. 
It appears that the Crown failed to prove 
the second part; i.e., under the existing con- 
ditions—'a mild sore throat.’ There was 
thus no positive duty to provide medical aid. 
The legal report is unsatisfactory.” 

In this latter case the court appeared to be 
scrupulous about fine points of law—points 
so fine as to be invisible to the eye of non- 
legal common sense. 3 

A recent case in London, Ontario, further 
illustrates the social abuse we are discuss- 
ing. Victim of a motor accident, 8-year-old 


. Margaret was admitted to the emergency de- 


partment of Victoria Hospital with a frac- 
tured pelvis and frank hematuria indicating 
kidney damage. Staff doctors were prepar- 
ing to give a blood transfusion to treat the 
child for shock, but this procedure was pre- 
emptorily forbidden by the father, a laborer, 
and his wife, both members of the Jehovah's 
Witnesses sect. The Crown Attorney was 
notified and he tried to persuade the parents 
to withdraw their objection. He warned 
them that if the child died a charge of man- 
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slaughter could be laid against them, but 
they remained adamant in refusing to allow 
blood to be given. The next move would 
have been for the Crown Attorney to take 
steps to have Margaret made a ward of the 
Crown, but this procedure would have been 
a lengthy one and would have in no way 
met the emergency need. Moreover the con- 
stitutionality of such a move might be ques- 
tioned. Fortunately evidence of other in- 
ternal injuries was not found and the kidney 
bleeding stopped of itself. 

The stand taken by the unintelligent par- 
ents in this case was based on a passage in 
Leviticus (17:14): "Ye shall eat the blood 
of no manner of flesh; for the life of all 
flesh is the blood thereof: whosoever eateth 
it shall be cut off.” To receive a transfusion 
was, according to Jehovah’s Witness reason- 
ing (sic) to “eat the blood" of alien flesh 
and was therefore forbidden by this ancient 
Hebrew code, composed probably 500 ог 
more years B.C. Margaret’s father ex- 
pressed the opinion that if he, as the respon- 
sible parent, committed the sin of authoriz- 
ing the blood transfusion for his daughter 
he would lose his chance of resurrection and 
that his child would share his fate. Believ- 
ing this, it was not illogical for him to de- 
clare unabashed that he "would have no 
pangs of remorse" if the child died. 

Obviously there is something wrong with 
our mores and something lacking: in our 
laws. There is little hope of improvement 
of the intelligence level of adults dominated 
by beliefs such as those of Margaret's father 
and mother. There are too many "illigiti- 
mate" parents. 


—— 


i THE GOUT 


It is not as in acute disease, when a person in full 
headlong into a dangerous disease. Gout is different. 
and feasted—has omitted his usual exercise, 


studious or over anxious; 


health is smit with fever, and falls 
For years together a man has drunk 


has grown stout and sluggish, has been over 
in short has*gone wrong in some important point of life. What- 


ever the treatment, medicine, diet, exercise, it must not be taken by the by, but must be 


steadily and diligent! 
intent upon serious matters. 


ly adhered to. The patient should keep the mind quiet and not be too 


—-THOMAS SYDENHAM. 


NEWS AND NOTES 


PSYCHIATRIC TREATMENT IN KOREAN 
CoMBAT ZONE.—Dr. David H. Wilson, in 
the June number of the United States 
Armed Forces Medical Journal, reports on 
this subject, He found that the organization 
of treatment similar to that in combat areas 
in World War II was inadequate in dealing 
with the new problems of the Korean situa- 
tion. Here combat stress was intermittent 
rather than prolonged, and true combat ex- 
haustion was a much smaller problem than 
in World War II. Disabilities generally 
were milder, and because of the static posi- 
tion of the psychiatric treatment center, more 
time could be given to individual patients 
and. few cases required extended rear eche- 
lon treatment. 

The report states that in the first year of 
operation about 2,200 inpatients were dis- 
charged; more than 75% returned to duty. 
In the same period about 1,100 outpatients 
were treated. Of the total 3,300 patients 
treated, nearly one half had character or 
behavior disorders, 

EA ИЦ 

NEUROPSYCHIATRIC PATIENTS AT Sr. 
BARTHOLOMEW’S IN THE TWELFTH CEN- 
TURY.—In their paper, “Neuropsychiatric 
Patients Reported Cured at St. Bartholo- 
mew’s Hospital in the Twelfth Century,” 
Dr. Harry A. Wilmer and Dr. Richard E. 
Scammon report 22 case histories selected 
from The Book of the Foundation of St. 


and of medieval London as background to 
the study. 


This useful contribution to medical his- 


tory appears in the January 1954 issue of 
The Journal of Nervous and Mental Disease. 


Dr. Kenwortuy Honorep.—The New 
York School of Social Work, Columbia Uni- 
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versity, has received from Mr. and Mrs, 
David М. Heyman, of New York City, a gift 
of $10,000 to establish a student loan fund 
in honor of Dr. Marion E. Kenworthy, who 
has been a member of the faculty of the 
school for 34 years. The purpose of the 
fund is to offer financial assistance where 
needed to graduate students of the school 
taking the 2-year course in social work, 

The New York School of Social Work, 
founded in 1898, is the largest and oldest 
graduate school of social work in the world. 
Its students, numbering about 800, have 
come from every state and from 40 other 
nations and U. S. territories, 

Dr. Kenworthy joined the faculty in 1920 
and became professor of psychiatry in 1940 
at the time when the school joined Columbia 
University. 


Henry Daymson RETURNS TO NEW 
JERSEY.—Dr. Joseph G. Sutton, superin- 
tendent of the Essex County Hospital at 
Cedar Grove, New Jersey, has announced 
the appointment of Henry A. Davidson, 

-D., as Assistant Superintendent and Clin- 
ical Director, By this move, Dr. Davidson, 
who was Chief of Program Development 
in the Psychiatric Service of the U. S. 
Veterans Administration, returns to his 
home state. 

The Essex County Hospital was the last 
Superintendency of the late Dr, Samuel W. 
Hamilton, former A. Р, A. president. A 
recent announcement by the Ronald Press of 
New York City is to the effect that they 
will publish later this years a book on parlia- 
mentary procedure written by Dr. Davidson, 
who is parliamentarian of The American 
Psychiatric Association, 

› АЦА AN 

Tue Hesrew Meprcar, JounNAL.—To 
commemorate the completion of 26 years of 
continuous Publication, the Hebrew Medical 
Journal issued, during 1953, 2 special num- 
bers indicating the important part this jour- 
nal has played in building up a modern 
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medical literature in classical Hebrew, with 
English summaries. 

Among the articles in these special issues 
are one on tropical diseases in Israel by Dr. 
Meir Yoeli of the Hebrew University in 
Jerusalem; reproduction of a medieval He- 
brew treatise on melancholy (twelfth cen- 
tury); and a valuable symposium on arti- 
ficial insemination, in which the status of 
artificial insemination in both the United 
States and Israel is discussed by Drs. Abner 
I. Weisman and Akiba Joel, respectively. 
Rabbi Jakobovits, Chief Rabbi of Ireland, 
gives a statement on the attitude of Judaism, 
Catholicism, and Protestantism towards 
abortion, birth control, and artificial insemi- 
nation. 

The editorial office of the Hebrew Medi- 
cal Journal is at 93 Park Avenue, New York 
28, N. Y. 


PSYCHIATRIC DEPARTMENT AT STANFORD 
Unversiry.—Dean Windsor C. Cutting has 
announced that a separate department of 
psychiatry has been organized at Stanford 
School of Medicine, San Francisco. Dr. 
George S. Johnson, professor of medicine 
since 1933, has been appointed executive 
head of the new department. А 

Psychiatry had previously been included 
in the department of medicine, but because 
of the expansion of this service the reor- 
ganization became necessary. 

Dr. Johnson, a graduate in medicine from 
the University of Nebraska, was a member 
of the staff of the Philadelphia Hospital for 
Mental Diseases and the Philadelphia Gen- 
eral Hospital, and in addition had teaching 
experience for a number of years in the 
Colorado Psychopathic Hospital before join- 
ing the staff of the Stanford medical school. 


Tue ANrIisEPTIC.—The April 1954 issue 
of the Antiseptic is a greatly enlarged special 
number commemorating the golden jubilee 
of that publication. This monthly journal 
of medicine and surgery was foundedoin 
1904 by Dr. U. Rama Rau, and this number 
pays special tribute to him and to his col- 
league, the late Dr. T. M. Nair, these two, of 
whom excellent portraits are reproduced, be- 
ing among the most distinguished members 
of the medical profession that South India 


has produced. The pioneering work of these 
men in the promotion of scientific medicine 
and in disseminating medical knowledge 
through the medium of this journal deserves 
special commendation, when it is recalled 
that medical journalism has flourished in 
India during only the last 2 or 3 decades. 


Tue INTERNATIONAL SCHOLARS Forum. 
—This organization has been set up by Mar- 
tinus Nijhoff of The Hague for the purpose 
of publishing scholarly books at moderate 
costs. By this means, authors of books which 
might have a limited circulation and which 
American publishers might not feel able to 
accept, may be able to have their works pub- 
lished. 

The Honnold Library at Claremont, Cali- 
fornia, represents Mr, Nijhoff in the United 
States, and authors interested might find it 
to their advantage to write to Mr. David 
Davies, librarian of the Honnold Library. 


PsycuoxocicaL First А.-А 32-page 
booklet entitled “Psychological First Aid in 
Community Disasters,” prepared by The 
American Psychiatric Association’s Commit- 
tee on Civil Defense, chairman Calvin S. 
Drayer, M. D., at the request of the Federal 
Civil Defense Administration, is now avail- 
able. The manual gives essential informa- 
tion and guidance for workers in floods, 
fires, tornadoes, and other natural catastro- 
phes, as well as for civil defense against pos- 
sible enemy action. 

Copies may be obtained from The Ameri- 
can Psychiatric Association, 1785 Massachu- 
setts Avenue, N. W., Washington, D. C., or 
Human Relations Aids, 1790 Broadway, 
New York 19, N. Y., at 35 cents per copy. 
Lower rates are obtainable on orders for 10 
or more copies. 


Course IN PsvcHIATRY IN GENERAL 
Pracrice.—The University of Minnesota 
announces a continuation course in psychi- 
atric principles in general practice September 
8-10, 1954. The course will be held at Doug- 
las Lodge, located deep in the woods of 
northern Minnesota on the shores of beauti- 
ful Lake Itasca. The program will cover the 
common psychiatric problems seen in general 
practice and their practicdl management. Dr. 
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Bernard C. Gleuck, Jr, Ossining, New 
York, will be one of the guest speakers. The 
course will be under the direction of Dr. 
Donald W. Hastings, professor of psychia- 
try and neurology, and the faculty will be 
drawn from the University of Minnesota 
Medical School and the Mayo Foundation. 

Sessions will end each day in mid-after- 
noon to permit time for recreational activi- 
ties. The fee, $130, will include registration, 
tuition, meals, and lodgings, instructional 
material, transportation to Douglas Lodge 
from Minneapolis and return, and fishing 
license. Further information may be ob- 
tained from the Director of Continuation 
Medical Education, University of Minnesota 
Hospitals, Minneapolis 14, Minn. 


CONNECTICUT POSTGRADUATE SEMINAR 
IN PSYCHIATRY AND NEUROLOGY.—At their 
annual meeting, held June 2 at the Institute 
of Living in Hartford, Connecticut, the Semi- 
nar Corporation elected Dr, John J. Blasko, 
State Commissioner of Mental Health, as 
its new president. He succeeds Dr. Francis 
J. Braceland, psychiatrist-in-chief of the In- 
stitute of Living. 

Other officers elected are: Dr, Philip J. 
Moorad, New Britain, vice-president; Dr. 
William F. Green, superintendent, Fairfield 
State Hospital, secretary; Dr. Arthur Eb- 
bert, assistant Dean, Yale University School 
of Medicine, treasurer. 


SECTION ON PSYCHOTHERAPY.—A section 
on psychotherapy was organized during the 
meeting of The American Psychiatric Asso- 
ciation in St. Louis, May 5, 1954. Chair- 
man of the section is Юг. Frieda Fromm- 
Reichmann; vice-chairman, Dr. Jules H. 
Masserman; and secretary, Dr. J. L. 
Moreno. Other members of the section are 
Drs. Martin Grotjahn, Louis Cholden, and 
Cornelius Beukenkamp, 


New York State DEPARTMENT OF 
Menta, HyGIENE.—Four major adminis- 
trative posts in the State Department of 
Mental Hygiene have been filled by appoint- 
IM by Commissioner Newton Bigelow, 
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Dr. George F. Etling, presently director, 
St. Lawrence State Hospital, becomes senior 
director of Wassaic State School; Dr. I. 
Murray Rossman, previously assistant direc- 
tor, Kings Park State Hospital, assumes the 
director's title at Gowanda State Homeo- 
pathic Hospital at Helmuth; Dr. Herman B. 
Snow, assistant director, Ithaca State Hos- 
pital, becomes director of St. Lawrence State 
Hospital, Ogdensburg; Dr. Donald M. Car- 
michael, associate director, Rockland State 
Hospital, becomes director of aftercare 
clinics, a position equivalent in rank to direc- 
tor of a mental hospital. 

All appointments became effective July 16, 
and were made from recently established 
civil service lists for senior director and 
director. 


Iruors PsvcurarRIC Socigrv.—On May 
I9, 1954, this society elected to office for the 
year 1954-55 the following members: presi- 
dent, Dr. Percival Bailey ; vice-president, Dr. 
Franz Alexander; secretary-treasurer, Dr. 
Alex J. Arieff; and as councilors, Drs. Н. Н. 
Garner and James С. Miller. 


Dr. Dav Suaxow Receives N.LM.A. 
APPOINTMENT.—Dr. David Shakow, chief 
psychologist of the Illinois Neuropsychiatric 
Institute and professor of psychology at the 
Illinois College of Medicine and the Univer- 
sity of Chicago, has been appointed chief of 
the Laboratory of Clinical, Developmental, 
and Experimental Psychology of the Na- 
tional Institute of Mental Health. He will 
develop programs of basic and clinical psy- 
chological research for the National Institute 
of Mental Health at the National Institutes 
of Health at Bethesda, Md. 


INSTITUTE оғ PSYCHIATRIC TREATMENT. 
—In the announcement in the July issue of 
this institute on treatment, under the direc- 
tion of Dr. Leo Alexander and Dr. Robert 
Arnot at the Boston State Hospital, an error 
occurred concerning the date. The institute 
will be held for 3 days, commencing Septem- 
ber 30 and continuing through October I 
and 2, 
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Procress IN NEUROLOGY AND PsvcHiATRY. Edited by 
E. E. Spiegel, M.D. (New York: Grune & 
Stratton, 1953, Price: $10.00.) 


This extensive review covers basic sciences, neu- 
rology, neurosurgery and psychiatry. The latter 
subject has the greatest number of subdivisions in- 
cluding psychiatric nursing and rehabilitation. 

The chapter on neuroanatomy (Drs. Elizabeth 
Crosby and Russell Woodburne) reveals the usual 
thoroughness of Dr. Crosby and her associates. 

In the neurology section the subdivision of oto- 
neurology and neuro-ophthamology indicates the 
broad survey Dr. Spiegel has made in this publi- 
cation. An entire chapter of 17 pages is provided 
to report progress in the investigation of the auto- 
nomic system and is followed by no less than 13 
pages of bibliography. 

The chapter on the surgical treatment of pain and 
motor disorders, by Drs. Earl Walker and Wilbert 
Warner, is to my mind the highlight in the neuro- 
surgical section. 

Psychiatry as usual provides a very mosaic pat- 
tern with its many subdivisions, and I wonder if 
some of these could not have been grouped to- 
gether, ie. forensic psychiatry and criminal psy- 
chopathy, since several passages are repetitious in 
these chapters. 

Altogether, Dr. Spiegel has produced a book of 
reference which is much above average. The bib- 
liographies are copious, and the only general criti- 
cism I might offer is the lack of further comment 
by the editor as to the scientific significance of the 
reported investigations. The book will be of in- 
estimable value for all interested in research in the 
various sciences involved in the survey and will 
provide a convenient synopsis for those approaching 
an investigative problem in neurology, neurosur- 
gery, or psychiatry. 

Lorne D. Proctor, M. D., 
Henry Ford Hospital, 
Detroit, Michigan. 


Тнв Love anp Fear or FLYING. By Douglas D. 
Bond. (New York: International Universities 
Press, 1952. Price: $3.25.) 


In The Love and Fear of Flying Douglas Bond 
presents and analyzes the psychiatric data collected 
in the Eighth Air Force while it was stationed in 
England. The situation was one involving the in- 
tense combat activities of the mass bombing of 
German military targets and the support of the 
European invasion by the Allied Forces. A num- 
ber of factors were favorable for the collection of 
data: the group of men was not too large; the 
environmental situation was remarkably invaried ; 
the stressful situations had considerable similarity ; 
there were many factors tending to bring major 
emotional disturbances to the awareness of the 


medical group and the command. Though symp- 
tomatology varied widely, the basic disturbances 
were of a similar pattern, namely, the development 
of phobic reactions to some aspect of flying. 

Dr. Bond has conveyed in his writing his own 
enthusiasm and interest in being both observer and 
participant in such an endeavor. The data are de- 
veloped in an orderly way. He begins with the 
characterologic considerations. All men volunteered 
for flying. The interest usually went back into 
childhood. As an interest it utilizes the narcissistic 
and aggressive qualities. Predominantly these in- 
terests were more intense than those in direct geni- 
tal expression. There are many individual case re- 
ports involving men who broke down under stress 
and those who did not. There is an excellent sec- 
tion devoted to defense reactions, both adequate 
and inadequate. The role of accidental factors in the 
case of breakdown is emphasized. One of the most 
interesting chapters is devoted to a comparison of 
two groups of men, one representing breakdowns 
and the other men of outstanding records. 

Two chapters are devoted to therapeutic work 
and a critique of the administrative relationship be- 
tween the psychiatric and the administrative organi- 
zations. The latter is an excellent presentation of 
the problems of reconciling medical and adminis- 
trative policies. 

Rex E. Buxton, M. D., 
Chevy Chase, Md. 


Ѕұрнплтіс Optic ATROPHY. By Walter L. 
Bruetch, M.D. (Springfield: С. С. Thomas, 
1953.) 


This study, which extended over а period of 25 
years, developed a novel view of a condition for- 
merly considered hopeless. At last the optimistic 
statement is permitted that the time has arrived 
when blindness due to syphilitic optic nerve atrophy 
can be prevented because of the recognition of its 
early stages and particularly on account of the 
advent of successful treatment methods. 

The monograph begins with a brief history, giv- 
ing credit for the early elucidation of the disease 
to French psychiatrists (Billod, 1863, Calmeil, 
Marie, 1865) and particularly to Léri (1904), who 
disproved the earliest theory which placed the main 
lesion in the ganglion cells of the retina. Léri was 
also the first to show that the essential lesion of 
so-called primary atrophy of the optic nerves in 
syphilis consisted always of an interstitial neuritis. 

A considerable part of the text is devoted to 
fundamental information on the pathogenesis of 
syphilitic optic atrophy, which was derived from 
the microscopic study’ of the visual pathways of 80 
patients with syphilis of the nervous system. Some 
of these patients had complete optic atrophy, while 
others were in the incipient or intermediate stage 
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of optic nerve degeneration. From this large his- 
tologic material it was reaffirmed that so-called 
primary syphilitic optic nerve atrophy is always 
due to a chronic inflammatory process, which is 
followed by a slow degeneration of the nerve fibers. 
Photomicrographs illustrate how plasma cells and 
lymphocytes invade the intracranial portion of the 
optic nerves and chiasm, causing first peripheral 
degeneration. The author believes that he has dis- 
proven the recent hypothesis that syphilitic optic 
atrophy is the result of optochiasmatic arachnoid- 
itis, the thickened arachnoid constricting the optic 
nerves. This fact eliminates a costly and useless 
operation. 

The chapter on clinical features emphasizes early 
diagnosis, which depends chiefly on an exact peri- 
metric study. A number of characteristic visual 
fields illustrate the clinical section of the book. 

Various types of treatment, the older methods, 
neurosurgical intervention, and malaria therapy are 
briefly reviewed. Now, penicillin therapy, consist- 
ing of 15 to 20 million units as the total dosage, is 
recommended for the treatment of syphilitic optic 
atrophy. With this amount of penicillin not only 
may the process be arrested but some improvement 
in the fields of vision expected, 

The large material, on which this study is based, 
was collected mainly in a state mental hospital. 
This circumstance alone brings out the importance 
of the problem to the institution psychiatrist. At 
Present there are an estimated 41,000 persons in 
mental institutions with psychoses due to syphilis. 
Many of these neurosyphilitic patients date back to 
the tryparsamide and malaria and artificial fever 
period, having received insufficient treatment, judged 
by present-day standards. In these patients the 
syphilitic process in the brain often continues in 
an inconspicuous way, and some of these patients 
will develop over the years syphilitic optic atrophy, 
Most of these are deteriorated general paretics, 
who in the early and intermediate stage of optic 
atrophy are unaware of the oncoming blindness, 
And even when almost completely blind, these pa- 
tients deny their blindness. To forestall any such 
tragedy or an advance of the mental deterioration, 
all these insufficiently treated syphilitic patients 
should receive a course of penicillin, consisting of 
15 е 20 Шаг v 

book, which is short, beautifully printed, and 
richly illustrated, should be in the ШУ of every 
state mental hospital, 
Curmens Е, Benna, М. D, 
Waverly, Mass. 


New Hore rog THE RETARDED. By Morris Р. and 
Miriam Pollock. (Boston: Porter Sargent, 
1953. Price: $4.50.) 


This book is an interestingly written 
of the authors’ experiences gained in the care and 
education of mentally handicapped children ina 
small private school. Its publication is most wel- 
come and timely. Of outstanding value is the 
wealth of detailed description of the methods used 
in teaching the mentally retarded. It also describes 


many of the problems faced by parents of these 
children and deals frankly with their solutions, 

As stated in the preface, the book is intended as 
a help to parents, special class teachers, students 
and workers in the fields of mental health and 
abnormal child psychology, and laymen who may 
be interested in the problems of the mentally re- 
tarded. Every teacher of retarded children should 
possess a copy and it should be in the library of 
every school. 

For the past few years, parents of mentally re- 
tarded children have been organizing in groups to 
devise methods whereby more can be accomplished 
by their children who are being cared for at home. 
They are also demanding that more facilities for 
education and training be provided in the public 
schools. Parents of these children will find the 
answers to many of their questions given in plain 
language very sympathetically phrased and realis- 
tically stated. Those caring for their children at 
home will find the methods of instruction explained 
in ways which will aid them in entertaining and 
amusing the child while at the same time providing 
valuable education and training. 

The methods of teaching are explained in great 
detail and should be read by all teachers of the 
mentally retarded. Methods for creation of a pleas- 
ant, happy atmosphere in the classroom by the in- 
fusion in all instruction of a spirit of play is one 
of the outstanding contributions of the book. In 
classes so organized, the children must look for- 
ward to the instruction period with anticipation, as 
such classes afford hours of happiness where they 
receive the personal attention of the teacher and 
Nu by being helped to play and enjoy themselves. 
A feeling of acceptance, love, and worthwhileness 
is instilled in all the children. 

14 is perhaps unfortunate that in describing the 
progress of certain children, who received instruc- 
tion at the school, that the histories of one or two 
are given which indicate that they were not truly 
mentally retarded or mentally defective children. 
Their subsequent progress indicates that they were 
emotionally disturbed or emotionally blocked chil- 
dren—these who are sometimes called pseudo-feeble- 
minded. Such accounts often raise false hopes in 
the minds of parents, leading them to believe that 
with proper instruction the same progress might 
be accomplished in the case of their own child. 

lt must be admitted that all mentally retarded 
children are limited as far as education is concerned. 
The methods of teaching described in this book, if 
carried out in detail, should bring out the full po- 
tential of any individual child. 

Throughout the book there are excellent bibliog- 
raphies which should be extremely valuable for any 
teacher of the retarded. This book would probably 
not be of great interest to psychiatrists except, 
those dealing with parents of mentally defective 
children but it should be in the possession of every 
Parent and teacher. 

Harry С. Storrs, M. D., 
Letchworth Village, 
Thiells, Rockland Co., N. Y- 
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Tumo ANNUAL Report ON Stress—1953. By Hans 
Selye and Alexander Horava. (Montreal: Acta 
Inc. Price: $10.00.) 


This book is the third in a series of annual re- 
views of the rapidly accumulating literature relat- 
ing to “stress.” The fields included in this general 
term are diverse, and include the interests of many 
branches of clinical and experimental medicine. As 
in the previous volume the largest part of the book 
is devoted to an extensive bibliography listed ac- 
cording to the metabolic system or organ affected 
by specific “stresses.” A subject index greatly 
facilitates reference to the bibliography itself. The 
speed with which the authors have been able to 
publish this material will make it valuable to any 
who are particularly interested in the field. 

The first part of the book describes the purpose 
of the series, includes a glossary, of terms, and a 
general consideration of developments in the field 
during the past year. The authors have included 
three special articles by guest contributors, one by 
D. M. Green, one by J. T. Wortham and J. W. 
Headstream, and a third by Robert W. Porter. In 
the first part of the book, occasionally in the subject 
bibliography, and in a final section, “Sketch for a 
unified theory of medicine,” the authors have pre- 
sented prominently their own work and views on 
“stress.” In these sections, as would be expected, 
the many new terms coined by Selye to describe 
processes or his own concepts are used frequently. 

Tt seems doubtful to the reviewer that in order 
“to systematize the data published throughout the 
world” Selye should find it necessary to use so 
many abbreviations and new “catch words.” A new 
descriptive word does not necessarily explain a 
process, and if the process itself is imperfectly 
understood a neologism may add to confusion in 
terminology rather than lessen it. 

The format, illustrations, and general presenta- 
tion are of the same high standard seen in earlier 
works by the senior author. The book is essentially 
a bibliographical guide and any reservations the 
reader may have on the philosophy held or ter- 
minology used by the authors need not detract 
from the successful way in which the Annual Report 
fulfils its primary purpose. 

E. A. Secuers, M.D., ` 
Dept. of Physiology, 
University of Toronto. 


Wuo SuaLL Survive? Foundations of Sociometry, 
Group Psychotherapy, and Sociodrama. By 
J. L. Moreno, M.D. (New York: Beacon 
House, 1953, Price: $10.00.) 

It seems typical of new movements and scientific 
disciplines that their histories are intimately inter- 
mingled with the lives of their inventors, discover- 
ers, and authors. So it was with the psychoanalytic 
movement, and so it is with Moreno and the move- 
ments connected with him. А i 

Who Shall Survive? appeared originally in 1934. 
The second edition, arriving 19 years later, is prac- 
tically a new book, It contains much new material, 


it brings the history of the movement and the pro- 
fessional autobiography of J. L. Moreno up to date, 
and it ties together more amply his 3 movements: 
sociometry, sociodrama, and group psychotherapy 
(the latter largely in the form of psychodrama and 
its variants). 

Д The book consists of 877 pages, of which 114 аге 
introduction and “Preludes” and 763 the text. It has 
an excellent bibliography, a glossary, and indices; 
and the format is good. Unfortunately, it is too long 
to read as a whole, but if one can treat it as a col- 
lection of volumes and read each separately, it is 
well worthwhile having them all, since they are in- 
terrelated and present together the composite neces- 
sary to understand the parts. It can be seen as 
divided into roughly three parts: 

т. The autobiographical and historical portions, 
displaying all the ardor and spontaneity of Moreno. 
They reveal the massive contributions of the author, 
who at 61 has been a psychiatric contemporary of 
great psychiatrists since 1910. It also reveals his 
anger at being copied withont credit, at being stud- 
ied and deserted, at seeing his movement develop 
splinter sects which do not always acknowledge 
their debt to their original teacher. His principles: 
spontaneity, creativity, and tele are related both to 
this history, the current content, and the future di- 
rections of his movements, in fact, as core phenom- 
ena, to the whole of life, 

2. The next part may be viewed as elements of 
sociometry, which Moreno sees as “to a large ex- 
tent a classificatory science (p. 17) [which] tries 
to look at human society with the same objectivity 
with which one looks at an ant-hill and with that 
subjectivity which only individuals can have who 
are themselves participants in ant-hills (р. 559)” 
The text is generously illustrated with sociometric 
diagrams, tables, and charts, some of which are in 
color. 

3. Finally, his book represents his philosophy of 
social freedom and world healing. Whereas many 
are decrying psychiatry for daring and offering too 
much, Moreno is emboldened to cry, “Any psycho- 
therapy worth its name can have no lesser goal than 
the healing of mankind"—and it follows from his 
data and logic. 

One could criticize much of the style, with its re- 
petitiousness (valuable as it may be to the new- 
comer, for didactic reasons), polemics, apparently 
gratuitous digs at Kurt Lewin and at psychoanaly- 
sis, to which Moreno does not always acknowledge 
his indebtedness. Nevertheless there is a refreshing 
quality to his zealous, exuberant, and optimistic 
manner of thought which can well serve to counter- 
act an excessive moroseness, sobriety, and “realism” 
of some of our scientists. 

Most psychiatrists would have appreciated more 
detailed instructions in the handling of patients in 
groups and in group psychotherapy and psycho- 
drama—i.e., how to put all this theory to work in 
the hospital and clinic. These will have to follow 
in a later volume or be ‘found in other books and 
in group psychotherapy journals. 

Analysts will resent the coych and office being 
relegated to areas of the abstract opposite of “action 
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techniques,” since most would admit the importance 
of appropriate active testing in life as the patient 
advances in therapy. They will cringe at transfer- 
ence being seen as only a pathological phenomenon, 
a bastard form of “tele.” Others will wonder 
whether and why the author must use so many new 
words and whether they are all as necessary and as 
different in meaning from our familiar jargon as 
the author asserts or implies. 

Who Shall Survive? has come a long way since 
1934 and so have its author and his movement. The 
adoption of action techniques by psychoanalysts 
using group therapy (such as Serge Lebovici in 
Paris) may bring it closer to psychoanalysis, Per- 
haps someone adept in the philosophy, techniques, 
and verbiage of both fields can show how much 
closer together they really are than either knows. 
This book is certainly a potential milestone and 
guidepost along the pathway toward that goal. 

Ели, A, Loomis, Jr, M. D., 
Western Psychiatric Institute and Clinics, 
University of Pittsburgh. 


Тнв Cunicatty Important RerLexes. By Fried- 
rich Wilhelm Bronisch. First American Edi- 
tion. Revised and enlarged by Clemens E. 
Benda. (New York: Grune & Stratton, 1952. 
Price: $4.75.) 

This booklet is a “must” for anyone practicing 
psychiatry, neurology, or the organic applications of 
neurophysiology. The author has brought the long 
list of practical and significant reflex responses into 
sequence and order. Any careful examiner who may 
be interested in their clinical significance, will wel- 
come this aid. 

Each important deep and superficial reflex is 
briefly described and the method by which the re- 
flex is to be obtained carefully noted. Large line 
drawings and illustrations accompany the important 
responses, indicating exactly how the reflex should 
be taken, the result of the stimuli, and its clinical 
significance, as well as its author, or current name 
and classification. 

As a small handbook on the desk of any neuro- 
psychiatrically minded clinician, not only is this edi- 
tion a convenient source reference, but it is a con- 
stant pleasure to see how simply and well organized 
the many difücultly named manifestations can be 
presented, clearly demonstrated as to technique of 
procedure, and clinical significance. 

Tempe Fay, M. D, 
Philadelphia, Pa. 


Puritan Sace. Collected Writings of Jonathan 
Edwards. Edited by Vergilius ү (New 
York: Library Publishers, 1953. Price: $7.00.) 


Jonathan Edwards is Probably best known 
generality through one famous (or wid ps 
cording to one's remoteness from fundamentalism) 
sermon: “Sinners in the Hands of an Angry yd 
This sermon was preached in 1741. Edwards was 
an itinerant evangelist at this time traveling about 
New England as God's self-appointed “ambassador 
ordained to proclaim the fleeting chance of salva- 


tion" This was of course the hell-fire period of 
Puritanism and Edwards was therefore not out of 
harmony with contemporary preaching. Even so 
it is not easy to conceive of a man of his intelligence, 
wide knowledge, and social standing indulging in 
such frightful and sadistic ranting—it can be called 
nothing else—and it is difficult to avoid the conclu- 
sion that the preacher enjoyed the effect he pro- 
duced in his audience, the anxiety and terror that 
found vent in “moans and cries and shrieks.” Quite 
possibly, however, the audience derived pleasure too 
from these emotional orgies with a kind of maso- 
chistic satisfaction. Both preacher and audience 
would seem to have been interesting subjects for 
psychopathological study. 

Edwards out-Calvined Calvin. He was apparently 
a humorless man and the ridigity of his doctrine 
and the narrow conformity and submissiveness he 
demanded of his followers were at length too much 
to be endured. His Northampton congregation 
finally told him to go. It was at Northampton 
that Edwards sounded the opening notes of the all- 
American revival, the “Great Awakening” that 
swept through the American colonies like a spiritual 
epidemic during the 1740's. In his farewell sermon 
to his congregation here (1750) his tongue-lashings 
continued. Self-justification was carried to great 
length. His people, he declared, had publicly re- 
jected him and he bade them remember that they 
would one day have to meet him before the Great 
Tribunal and answer for their conduct toward him. 
That would be “the day of infallible and of the 
unalterable sentence.” He left no doubt as to who 
would be the sufferers under that sentence. North- 
ampton's reply was by vote to proscribe him from 
preaching again in that community. 

The purpose of this book is not to recount the 
life history of Jonathan Edwards but to exhibit 
the mind of the man, his beliefs and purposes, by 
reproducing in whole or in part 27 of his writings 
beginning with 2 short essays on insects and the 
rainbow, at the age of ro. But even there "the 
natural world was set squarely in the middle of the 
supernatural" And presently the supernatural with 
а decidedly mystic quality overshadowed everything 
else. In his late "teens Edwards drew up a set of 
"Resolutions"—there were 70 of them—which were 
to be the guide of his life. At the top he wrote: 
"Remember to read over these Resolutions once a 
week.” While these resolutions, written in youth, 
naturally reflect an adolescent outlook on life, they 
did set the pattern from whieh seemingly he did 
not depart. They exacted the strictest regulation 
of every thought and action, including eating and 
drinking, and sleeping, and aimed at nothing less 
than perfection, not without self-glorification, “ип- 
Conscious,” shall we say? “On the supposition that 
there never was to be but one individual in the 
world, at any one time, who was properly a com- 
Plete Christian, in all respects of a right stamp, 
having Christianity always shining in its true lustre, 
and appearing excellent and lovely. . .. RESOLVED, 
to,act just as I would do, if I strove with all my 
might to be that one, who should live in my time. 


lam —€—————— 9 -€————— 


‚ м5” 


1954] 


BOOK REVIEWS 


159 


1954] - 0 ЗА ыыы aa 


Religion was of course Jonathan Edward's busi- 
ness, his daily bread, his total preoccupation, This 
was the kind of life he had chosen, but he did not 
find it easy. His diary, of even date with the Reso- 
lutions, and which was not intended for other eyes, 
gives authentic glimpses into his troubled spirit 
during his youthful years. There are repeated ref- 
erences to his morbid state of mind: "About sunset 
this day, dull and listless . . .. Have been dull for 
several days. Examined whether I have not been 
guilty of negligence today; and resolved, No... . 
Our resolutions may be at the highest one day, and 
yet, the next day, we may be in a miserable dead 
condition, not at all like the same person who re- 
solved... . This week, have been unhappily low 

. . abundance of listlessness and sloth . . . about 
three o'clock, overwhelmed and melancholy. . .. 
Beginning to endeavor to recover out of the death 
I have been іп for these several days. . . . The last 
week I was sunk so low, that I fear it will be a 
long time before I am recovered....I have 
thought, that this being so exceedingly careful. . . 
to force myself to think of religion at all times, has 
exceedingly distracted my mind.... I think I 
stretched myself farther than I could bear, and 
so broke." 

While religion was Edwards' chosen profession, 
it was often uphill work with rather steep gradient. 
He continually chastises himself in his diary for 
slackness in his religious observances and for his 
disinclination thereto. “I think it best commonly 
to come before God three times in a day, except I 
find a great inaptitude to that duty. ... I have 
lost that relish of the Scriptures and other good 
books, which I had five or six months ago. .., 
Thus am I ready to look at any thing as an excuse 
to grow slack in my Christian course." 

After 3 years, entries were few and scattered 
and at age 32 were discontinued. The morbid intro- 
spection of youth was still evident but the writer, 


by force of his will was inuring himself to the 
professional groove from which he would never 
swerve. This sombre discipline left small room for 
the enticements of life; there was little manna in 
this wilderness. "Intend to live in continual morti- 
fication . . . and never to expect or desire апу 
worldly ease or pleasure." But to indemnify him- 
self Edwards was a postmortem hedonist. Resolu- 
tion 22 reads: “RESOLVED, to endeavor to obtain 
for myself as much happiness, in the other world, 
as I possibly can, with all the power, might, vigour, 
and vehemence, yea violence I am capable of, or 
can bring myself to exert, in any way that can be 
thought of.” i 

Virtually all the writings collected in this volume 
are on religious topics. To an unsympathetic reader 
they are dreadfully monotonous and tedious, One 
plods through pages of a sort of medieval philos- 
ophizing, Calvinistic ultraism. The Edwardian the- 
ology was inviolate. “It never seemed to have oc- 
curred to him,” as Vergilius Ferm remarks, “that 
there might be other theologies acceptable in the 
sight of the Lord.” In an illuminating introduction 
the editor in brief outline analyses his subject's 
writings that make up the book. 1 

In 1752 Edwards was called to the presidency of 
the College of New Jersey, at Princeton. He died 
there within 7 weeks of his installation, а victim 
of small pox, at the age of 54. Y Y 

Northampton, the town that had driven him out, 
forgave Jonathan Edwards after he was safely 
dead, and erected a memorial to him as a tower of 
righteousness, which indeed he was, after his 
fashion. 

In the frst'printing of this book the pages were 
too narrowly trimmed, through an error. The re- 
sult is a very narrow gutter margin which makes 
reading somewhat of an effort, This accident will 
be avoided in later printings. C 


HYSTERIA IN MALES 


Most of. Sydenham's contemporaries of the mid-seventeenth century regarded hysteria 
as a disease limited to the female sex. Sydenham wrote: : 

Such male subjects as lead a sedentary life and grow pale over their books and papers, 
are similarly afflicted, ѕіпёе however much antiquity may have laid the blame of hysteria 
upon the uterus, hypochondriasis is as like it as one egg to another. The frequency of 
hysteria is no less remarkable than the multiformity of the shapes which it puts on. Few 


of the maladies of miserable mortality are not imitated by it. 


—TnuoMas SYDENHAM. 


IN MEMORIAM 


CHARLES IRWIN LAMBERT, M.D. 
1877-1954 


Dr. Charles I. Lambert, aged 78, promi- 
nent New York psychiatrist and Fellow of 
The American Psychiatric Association since 
1917, while on a tour abroad died at Casa- 
blanca, Morocco, on April 18, from a coro- 
nary thrombosis. Born in Argyle, Wisconsin, 
the son of Furniss and Mary Wesley Rey- 
nolds Lambert, he attended State Teachers 
College in Iowa and then the University of 
Towa Medical School where he received his 
Medical and Master of Arts degrees in 1903. 
Post graduate work was done at Harvard 
and abroad at the University of Munich. 

From his early years Dr. Lambert was 
keenly interested in the field of education. 
1а 1904 he began his long teaching career as 
instructor in pathology at his Alma Mater. 
He became well informed and experienced 
in this basic science spending about eight 
years (1905-1913) as an assistant in neuro- 
pathology under the direction of Adolf 
Meyer at the old New York State Psychiatric 
Institute on Ward's Island. While here he 
also served for a time as pathologist to the 
Manhattan State Hospital. In these stimu- 
lating surroundings and in an era of fruitful 
neuropathological investigation, Dr. Lambert 
contributed some excellent papers and re- 
ports in this field. 

After leaving the Institute he became As- 
sistant Director of the Bloomingdale Hos- 
pital for Mental Disorders (now Westches- 
ter Division of the New York Hospital) 
where for nine years he was a serious, de- 
voted student and worker in clinical psy- 
chiatry. In 1922 he was appointed Chief of 
the Psychiatric Division of the Vanderbuilt 
Clinic of Columbia University, a post he oc- 
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cupied for six years. Concurrently he was 
associate professor of psychiatry at the — 
College of Physicians and Surgeons, Colum- ` 
bia University, filling this position until 
1937. In 1927, he accepted the professorship 
of Psychiatric education in Teachers’ Col- 
lege where he taught also until 1937. Since 
1925 he was Medical Director of the Four 
Winds Sanitarium at Katonah, New York, | 

His great energy and intensity of purpose 
enabled him to carry on simultaneously the 
heavy load of administrative and teaching 
duties at a high level of efficiency. As a 
teacher of psychiatry he gave excellent 
service to beginners in these courses. He 
taught clearly and thoroughly in terms of 
psychodynamics and was particularly inter- 
ested in giving courses on personality devel- 
opment, As a clinician and consultant he was — 
outstanding in his sound thinking, careful - 
evaluation, and reporting of the most im- 
portant factors in a case problem. 

He was a member of several medical and 
special psychiatric societies where his dis- . 
cussions and accurate memory were always 
interesting and were respected by his fellow ^ 
members. He is survived by his widow, à — 
sister, three children, and five grandchildren. 
A son, Dr. John P. Lambert, follows his 
father's profession and specialty. 

In Charles Lambert’s passing, psychiatry - 
has lost an able educator, a strong supporter, 
and a loyal representative of its best tradi- 
tions. His family, his personal friends, and 
professional associates have lost one who 
cannot be replaced and who will be sadly 
missed for a long time. 

Noraw D. C. Lewis, M. D. 
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LETTER FROM ITALY 
CARLO ре SANCTIS, M. D.: ano GIOVANNI BONFIGLIO, M. D.? 
Rome, IrALY 


The public interest in the various social- 
psychiatric problems, which have become 
particularly important in the post-war period 
(for example problems connected with chil- 
dren as war victims, the social maladjustment 
of children, and juvenile delinquency ), has, to 
some extent, made psychiatry a popular sub- 
ject. Nevertheless, in spite of the consider- 
able development of psychology and its ap- 
plications, “dynamic” concepts have not yet 
greatly influenced clinical psychiatry in Italy. 
It remains essentially organicistic and neuro- 
physio-pathological. 

The Italian psychiatric tradition is firmly 
linked to general medicine, and this in turn, 
to anatomy and physiology. Antonio Valsalva 
(1663-1723), whom Italians consider to be 
the pioneer of humanitarian care of mental 
cases, was a Bolognese doctor who, at St. 
Ursula's hospital, organized one of the first 
mental homes where the mental patients were 
considered merely as “sick” patients. 

The well-known Dr. Morgagni (1682- 
1771), in his De Sedibus et Causis Mor- 
borum, stated that madness was due to an or- 
ganic lesion of the brain. Vincenzo Chiarugi, 
to whom we owe the first treatise on psychia- 
try, published in Florence in 1793, and also 
the first set of rules for modern psychiatric 
treatment (1788), was a dermatologist. 

Thus the progress of this new subject in 
Italy was scientific and technical much more 
than humanitarian. 

The close ties which bind Italian psychi- 
atry to German psychiatry are not, in our 
opinion, sufficient in themselves to explain 
the persistence of the organicistic approach. 
We must also take into account the older 
Italian tradition of Morgagni. 

This trend of thought and these principles 
of training explain why there prevails in 
Italian psychiatry today the interest in no- 
sology and why research is approached 
through histological and biochemical chan- 


1 Vice-Director of Mental Hospital, S. Maria 
della Pieta and? Assistant. 


nels rather than through psychopathological 
ones, 

The influence of Lombroso’s theories has 
not diminished. On the contrary, to a certain 
extent it has been strengthened by the mod- 
ern ideas of constitutionalism, biotypology, 
and endocrinology. 

The teaching of psychiatry was introduced 
as far back as 1865 by Andrea Verga and 
forms an integral part of the training of the 
medical student. And Verga was succeeded 
by other worthy teachers: Morselli, Tanzi, 
Bianchi, Tamburini, de Sanctis, etc. How- 
ever, in the university curriculum, psychiatry, 
in time, came to be absorbed by another 
specialized branch of medecine, namely, neu- 
rology. This has constituted a further reason 
for reinforcing the neuro-physio-pathological 
approach with the result that today some of 
the eminent scholars consider mental disease 
as an epiphenomenon of nervous disease. 

Even im the field of neuroses the attention 
of Italian professors is turned toward the di- 
encephalon or the balance of potassium and 
sodium rather than to the “dynamic” intra- 
psychic. Instead of the term “psychosomatic 
medicine” they would prefer “somatopsychic 
medicine”; and instead of “child psychiatry” 
that of “orthogenesis,” the science of de- 
velopment on an endocrinological basis. 

Freudian concepts were introduced into 
Italy by the psychiatrist Levi Bianchini, but 
they had scant following and were opposed, 
more or less strongly, by psychiatrists and 
doctors. We might add that the opposition 
of the medical profession to psychoanalysis 
was even fiercer than that of the Church. 

Today we can notice a certain new interest 
in the dynamic theories, derived from Freud- 
ism, on the part of the young psychiatrists 
and, generally speaking, on the part of the 
young doctors. . 

Thus there are certain changes also in 
Italy. It is evident that the amalgamation 
of the teaching of neurology and psychiatry 
is all to the detriment ef the latter science. 
This fact has been proved by a recent enquiry 
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organized by the periodical Note e Riviste di 
Psichiatria. Although the questionnaire re- 
ceived only a limited number of replies, 82% 
of the colleagues affirmed, without hesitation 
or reserve, that the present method of teach- 
ing psychiatry in Italy does not meet the 
demands of progress and of modern life, and 
that the medical student leaves university 
insufficiently informed about the vastness of 
the psychiatric field. It was agreed by 77% 
of those replying that it was necessary to 
separate the teaching of neurology and of 
psychiatry, thus admitting as our indispensa- 
ble premise that the teaching of psychiatry 
must be based upon psychology and psycho- 
pathology, as well as basic medical science. 

We might mention at this point that a 
similar enquiry was held in 1921 concerning 
the application of the law for the amalgama- 
tion of these two faculties at the University 
of Rome and almost all the replies were in 
favor of amalgamation! 

In the more important universities, post- 
graduate courses in psychiatry, lasting 3 
years, are organized. 

Many take up the study of child psychi- 
atry, following the example of Sante de 
Sanctis. The postwar development of the 
medico-pedagogical treatment of mentally 
handicapped children, the growing interest 
in problem children, and the institution of 
"Medico-psycho-pedagogical Centers" has 
caused a considerable demand for child psy- 
chiatrists. A committee for child psychiatry 
has been formed within the Italian Psychi- 
atric Society and suggestions have been made 
for the introduction of the qualification of 
“child psychiatrist” and for the institution 


of special courses in child psychiatry. A new. 


periodical, Infanzia Anormale, has been 
published. 

In Italy, a country of 47 million inhabi- 
tants, there are 70 state psychiatric hospitals, 
8 judicial (penal) hospitals, 34 mental homes 
and branches, 12 institutes for the mentally 
deficient, 36 private homes, with a total of 
89,000 beds (that is, 2% of the population). 
Obviously it is necessary to increase the 
number of beds, especially since the distribu- 


з Ferdinando Ugolotti, Conclusioni e indicazioni 
dell'inchiesta sull'inse gnamento della psichiatria in 
Meet (Note e Riviste di Psichiatria. A. LXXX 
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tion of psychiatric institutes is not the same 
in the north and south of Italy(1). 

The care of mental cases is regulated by a 
special law (Law of 1904 concerning mental 
homes and the insane) which entrusts psy- 
chiatric services to the Provincial Adminis- 
trations, The direction is in the hands of 
doctors. The whole medical staff is recruited 
by public competition, The doctors do part- 
time service. The number of doctors at pres- 
ent engaged in psychiatric institutes is 684, 
which means that, on the average, each doctor 
has 123 patients entrusted to his care. The 
nursing staff is composed of male and female 
nurses who do their professional training in 
the hospital during the first 2 years of their 
service. The heads of the wards are gener- 
ally nuns who are often trained as profes- 
sional nurses. The average numerical pro- 
portion of nurses to patients is 1 to 6.3. 

As regards the nurses, the need is felt for 
а better selection and a better basic training. 

Recently, in a restricted number of hos- 
pitals, social services have been introduced 
аз an experiment. 

On the other hand, in the more important 
psychiatric hospitals, outpatient departments 
and dispensaries have been functioning since 
1926. 

In Italy, mental treatment (in hospital) is 
highly medical and specialized. АП types of 
therapy are used but physical therapy pre- 
dominates. Electroshock, the discovery of 
the Italian Dr. Cerletti, has increased con- 
fidence in active therapy. It has considerably 
shortened the length of time spent in hospital 
and at the same time has been responsible 
for very noticeable economy. On account of 
its simple method of application, electroshock 
is the therapy which is most prefered. There 
is little enthusiasm for psychosurgery al- 
though Fiamberti's method, transorbital leu- 
cotomy, may simplify the technique. 

We have said that the psychiatric hospitals 
are dependent upon the Provincial Adminis- 
trations and that there is a special law which 
regulates these services. According to this 
law, admission is compulsory for those pa- 
tients who are a danger to society. On the 
initiative of the Italian Psychiatric Society, 
a new law has been proposed in which an 
attempt is made to reduce to a minimum the 
control exercised by the judicial authorities 
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and to increase voluntary admissions. This 
law has not yet come up before Parliament. 
The more important psychiatric hospitals are 
also equipped for scientific research. In the 
best period of Italian psychiatry, when uni- 
versity teaching was more closely linked to 
hospital experience, many of these hospitals 
became famous for their research (for ex- 
ample, that of Reggio Emilia) and were ap- 
preciated as training centers for specialists. 

In the enquiry already mentioned, concern- 
ing the teaching of psychiatry, an over- 
whelming majority was of the opinion that, in 
the training of the student (or at least of the 
specialist), there must be a close collabora- 
tion between universities and psychiatric hos- 
pitals. However, serious juridical-adminis- 
trative difficulties arise because everything in 
Italy connected with education, and therefore 
the training of the medical student, depends 
upon the Ministry of Public Instruction and 
the Universities, which are state controlled. 

The movement for Mental Hygiene and 
preventive psychiatry, which finds expression 
in Italy in the Italian League for Mental 
Hygiene and Prophylaxis, founded in 1924, 
has recently received a new impulse and 
whereas, previously, the League was терге- 
sented only by groups of psychiatrists, in- 
terested above all in problems of treatment, 
now it is seeking to establish contacts with 
other sciences and professions, thus recogniz- 


ing the multiplicity and complexity of prob- 
lems of hygiene and mental health in their 
connection with modern life. 

Of course, the greatest interest in these 
problems is to be found in the schools which 
train the social workers who, in a certain 
sense, may be considered as the peripheral 
agents in the fight for the mental health of 
the community. In Italy there are many 
schools for social workers ; a National Asso- 
ciation aims at uniting and co-ordinating the 
efforts of the various schools and hopes to 
see, in the near future, a juridical recognition 
of the profession of social worker. 

To conclude, I should like to add that in 
Italy there is a strong movement to give 
psychiatry the place it should have in society. 
‘And once this place has been attained, the 
scope of psychiatry will extend far beyond 
the care of the mental patient in hospital; 
and, in the field of research, far beyond 
nosology and clinic. However, certain tradi- 
tional trends, glorious in their time, and 
certain juridical situations, now out of date, 
seem, even today, to hinder the recognition 
of the social responsibility of psychiatry and 
psychiatrists in modern life. 
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AN OBSCURE ITEM IN THE BIBLIOGRAPHY OF ISAAC RAY? 
BENJAMIN PASAMANICK, M.D.,2 Batimore, Mp. 


Tsaac Ray (1807-1881), one of the flowers 
of the burgeoning New England during the 
middle quarters of the last century, was born 
in Massachusetts, and received his early edu- 
cation at Phillips Andover Academy under 
John Adams, “The New England School 
Master.” (1). After an apprenticeship with 
George Cheyne Shattuck, he received his 
medical degree at Bowdoin in 1827 and took 
up medical practice in Portland, Maine, but 
after 2 years removed to Eastport, a small, 
recently established Maine fishing town. 
When only 22 years of age, in the first exhi- 
bition of what was to be one of the most 
prolific careers in American psychiatry, Ray 
published his first book, Conversations on 
the Animal Economy, an elementary treatise 
on physiology, in the form of a dialogue. 

Nine years later, in 1838, Ray published 
his best known work, A Treatise on the 
Medical Jurisprudence of Insanity. This 
book, a classic in forensic medicine, reprinted 
many times and even now quoted as a scien- 
tific authority in court, is an inexplicable 
product from the pen of a rural general 
practitioner who probably did not see more 
than an occasional psychiatric case from year 
to year. In addition to evidence of wide read- 
ing in at least 5 languages, the book dis- 
played strong reformist views and a sum- 
mary of medico-legal problems which has 
rarely been equaled. 

Ray soon became an acknowledged au- 
thority in the newly established specialty of 
psychiatry, headed 2 hospitals for the insane, 
including the new Butler Hospital and 
finally, because of ill health, moved to Phila- 
delphia where he practiced and taught psychi- 
atry. Ray was one of the “original thirteen” 
founders of the Association of Medical 
Superintendents of American Institutions 


+Read at the 10th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2 Associate Professor of Public Health Ad- 
ministration (Mental Hygiene), The Johns Hop- 
ree aha School of Hygiene and Public 

ealth. » 


164 


for the Insane, the precursor of The Ameri- 
can Psychiatric Association, the oldest na- 
tional medical society in the country. In- 
cluded in his lengthy bibliography is a book 
dated 1863 entitled Mental Hygiene, one of 
the first uses of that phrase. 


Sometime ago, the writer found, in a lot 
of old letters and documents obtained from 
a reputable autograph dealer, what pur- 
ported to be a letter from I. Ray, M. D. to 
one Nahum Capen of Boston. It ran as 
follows (Fig. т): 


Dear Sir 


By this packet I send some more copy, and next 
I shall finish the 4' vol. 

I wish you to make a correction in the copy I 
sent last. The sentence on the 256’ page of the 
original “Il devient general, ministre & c.” I be- 
lieve I translated wrong. It should be thus, "He 
becomes general, minister and legislator, without 
either he or the rest suspecting it.” Will you have 
the kindness to change it accordingly. 

Yours truly 
I. Ray 


"The time, place, and name left little doubt 
that the letter was written by Ray, but an 
inventory of his bibliography, including the 
one last published(2) revealed no title that 
could possibly apply to the letter presented 
above. It was not until a contemporary 
obituary appeared containing a list of pub- 
lished works which had been given the writer 
of the obituary by Isaac Ray himself, was 
there found anything that could be applica- 
ble(3). This was the bare mention “trans- 
lation of the fourth and sixth volumes of 
Gall's works." Referral to the Index of the 
Surgeon General's Library(4) furnished an 
almost conclusivé clue to the obscure refer- 
ence. Given as the publishers of an Ameri- 
can translation of the Works of Franz J. 
Gall in 6 volumes were the names “Marsh, 
Capen and Lyon, Boston, 1835"(5). How- 
ever, the translator was given as "Winslow 
Lewis, Jr., M. D., M. M. S. S.” and search 
of all 6 volumes did not reveal anywhere the 
name of Isaac Ray (Fig. 2). 

Nahum Capen, one of the minor fascinat- 
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ing figures in the history of American let- 
ters, was a disappointed medical student, an 
organizer of the Boston Phrenological So- 
ciety, educational reformer and, as Boston 
postmaster, the first in this country to install 
letter boxes and to institute a free delivery 
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Philadelphia, Baring Street 
August 25, 1879 
My Dear Sir: 

Your letter has called up many interesting remi- 
niscences of my earlier years—those connected 
with Phrenology and my dealings with your house. 
Phrenology was to me, in those days, a revelation 


vi „ 
G cendi ey oat 


79 а РОТАРУ Ferre ehy 


-č eint ceu ducc faeit ee 


4 LM: n Ё 24 * P Ve 
3 6222 tte ieee te 651060 ree Lew uL > e 
p 


{ 


ает 
D 
Эр 


НОСЕ МБ х, Р 
"УС Menenx quete lcm Oc.’ al netton v Perd 
4 


Е . a j 
MS) A p PP ж“, Me rele, ПДТ Peetu ter 
; 7 


^ 7 TUN . . 7 j bu 
P cA уен еч; elit жой 4 э МЫ эсш ec fer 1. 


Jie РИ ТЧ Брода ва" 4 одг, ^ PI ISP V 


^" 


D 
¢ Й 
А + 
Op tee УР d ien Ao 
n EMG hah Oe bh 
P 4 
‚` , an 
с. o Taten Oie 
224. 
5: M wey ААИ 
Fic. 1 


system(6). In his Reminiscences of Dr. 
Spurzheim and George Combe (7), published 
the year of Ray’s death, was found another 
verification of Ray’s connection with the 
translation of Gall. This is a lengthy letter 
from Ray to Capen, interesting not only for 
its sidelights on his psychiatric thinking, but 
as the final statement by Ray on his relation- 
ship with phrenology over a half century. 


of new truth and especially of a philosophy that 
shed a marvelous light on the whole field of mental 
science, I never reached much belief in organology, 
but it gave a turn to my inquiries which I can 
never cease to be thankful [sic]. No story book 
was ever devoured with such an abandon of every 
other thought as was Gall's great work, "Sur Les 
Fonctions." * 

I do not think Phrenology throws much light on 
insanity, nor upon the received theories of cerebral 
pathology; could it be expected to? The source of 
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insanity is an organization, more or less vicious, of 
the brain, and so far as our inquiries have yet gone, 
it seems to be general and not local or partial in its 
seat. Mr. Combe thought that the insane manifes- 
tations must come from the prominent organs, and 
thus the manipulation of the head would enable one 
to say what would be the character of the derange- 
ment in any particular case, produced by the disease 
insanity. Had he known as much of insanity as he 
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did of the brain and mind in the sound state, he 
would never have adopted this notion. The prac- 
tical application of it on several cases at the McLean 
Asylum failed completely, as Dr. Bell informed me. 
Not but what some light may be shed on the play 
of the mind in the unsound state as well as the 
sound to the patient and the skilled Observer. The 
two most common manifestations of mental de- 
rangement, are excessive exaltation and depression, 
and they may continue for months the only ones. 
They are as clearly the results of abnormal cerebral 
actions, as delusion or raving, If it be contended 
that they spring from some affection of Hope, it is 
a fair question, but one not easily answered, how it 
happens that one particular organ, and that a small 
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one, should become diseased, so much oftener than 
any others. You must conclude, of Course, that I 
am unable to commend Phrenology for any signal 
service it has rendered in the treatment of insanity, 
I am glad that you have undertaken this book of. 
reminiscences of one who made so Strong a mark 
on his time [Spurzheim] and promise myself much 
gratification from reading it, 

With thanks for your expressions of kindness and 
regard, I remain 

Yours truly, 
Isaac Ray 

Nahum Capen, Esq. 
Boston, Mass. 


256 
rentes. Celui qui est né dans la servitude s'élève 
au rang de maitre, s'il cst doué de talens, de va- 
leur, de courage et d'esprit de domination; et 
cclui qui est né revétu d'autorité, s'il ne sait con 
server les dons qu'il tient d'an caprice dela for- 
tune, descend за rang d'esclave. 

Que Von observe les enfans dans leurs jeux. Il 
у en a toujours un qui s'arróge l'autorité sur les 
autres. Il devient général, ministre et législateur, 
sans que ni lui-même ni les autres s'en soient 
doutés, La méme chose a lieu dans les écoles et 
dansles familles; partout on reconnaitra le dé- 
dain, la suffisance, la présomption, le carac- 
10ге altier ct superbe, à côté de la modestie , de 
Vhumilité , de la soumission, ou même de la 

езе, 
Dans les institutions civiles et militaires, on 
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In the same Reminiscences Capen quotes 
from an address by George Combe, one of 
the most prominent phrenologists : 


Dr. Ray's work, allow me to say, is a valuable 
treatise on Medical Jurisprudence, in which he not 
only presents the lights of phrenology to illuminate 
the subject, but condemns the lawyers of other 
countries for their blindness to its importance, and 
among others, he answers the High Court of Jus- 
ticiary of Scotland for their condemnation in 1832 
of Howison, obviously a homicidal monomaniac. 


The final conclusive bits of evidence to be 
presented as proof of Ray's authorship of 
tlie translation are paragraphs from page 
256 of the fourth volume of Gall's work, Sur 
les Fonctions du Cerveau(8) (Fig. 3), and 
from the American edition(s) (Fig. 4) 
Which are fascinating observations on the 
bebavior of children. 


4 pricks 
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Que l'on observe les enfans dans leur jeux. Il y 
en toujours un que s'arroge l'autorité sur les autres. 
Il devient général, ministre et législateur, sans que 
ni lui -méme ni les autres s'en soient doutés [italics 
mine]. La méme chose a lieu dans les écoles et 
dans les familles; partout on reconnaitra le dédain, 
la suffisance, la présomption, le caractére altier et 
superbe, à cóté de la modestie, de l'humilité, de la 
soumission, ou méme de la bassesse. 
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cance. If they prosper, it is only by their own efforts ; 
like the oak, they are sustained by their own strength, 
and to their own resources would Шеш indebted for 
all that they have. This is a bold, high-spiritedness, 
that has not yet degenerated into pride—a merit, rather 
than a defect ; often the companion of great virtues, the 
enemy of all meanness, and the support of courage in 
adversity. . 
. Under whatever form pride may appear, it is no less 
indispensable. As man is designed for the social state, 
some must be born to command, and some to obey. 
Master and slave ;—such are the two conditions of un- 
civilized le; and, even where man pretends to have 
reached the height of civilization, each rash attempt to 
shake off the yoke of authority, proves him incapable of 
liberty, It is not true, that all men are born equal, and 
are destined to exercise the same reciprocal influence. 
Nature has allotted to each one a different station, by 
giving them a different organization, inclinations, and 
faculties. ‘The slave-born man may rise to the master’s 
rank, if endowed with talents, worth, courage, and a dom- 
ineering spirit; and he who is clothed with authority at 
his very birth, unless he knows how to preserve the 
gifts he has received from the caprices of fortune, will 
lescend to the rank of a slave. 

Observe children at their sports. There is always 
one who arrogates authority over the rest. He becomes 
a general, minister, and legislator, without either he og 
the rest suspecting it. "The same thing takes place in 
schools and families. We every where encounter dis- 
dain, self-sufficiency, presumption, haughtiness, by the 
side of modesty, humility, submission, and even mean- 
ness, In civil: and military institutions, we see only 
chiefs and subordinates, and power АШУ, сопсеп- 
trating, comes at last, willingly or forcibly, into the 
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FUNCTIONS OF THE BRAIN. 


The translation from the American edition 
reads: 

Observe children at their sports. There is always 
one who arrogates authority over the rest. He 
becomes a general, minister and legislator without 
either he or the rest suspecting it [italics mine]. 
The same thing takes place in schools and families. 


It becomes an illuminating exercise in the 
history of ideas when the gradual change in 
Isaac Ray’s thinking regarding phrenology 
are traced almost 50 years through some ef 
his writings. 

In the first edition of Ray’s Medical Juris- 
prudence (p. 73) the first reference made 
to Gall reads(9) : 

-. . Gall, whose observations on this subject [cir- 
cumference of the heads of idiots] are entitled to 
great confidence. . . . 
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Although the measurements quoted here are 
given throughout all 6 editions published 
during Ray's lifetime, the flattering refer- 
ences to the confidence to be placed in Gall 
do not continue beyond the second edition. 

On page 188 of the first edition, Ray 
writes: 


In Gall's great work On the Functions of the Brain, 
Vol. 4, p. 131, Boston edition, [Ray’s translation] 
the reader will find a considerable number of these 
cases related. 


However, the following edition, 6 years 
later, and all succeeding editions read, “Gall’s 
large work” instead of “great work.” 
Beginning with the first edition, a highly 
laudatory but somewhat disguised statement 
concerning phrenology appears. It is of par- 
ticular interest in view of Ray’s later query 
to Capen whether phrenology really could be 
expected to throw much light on insanity(7). 


. . . All this, however, is in accordance with a well- 
known law of the human mind, which resists im- 
portant innovations upon the common modes of 
thinking till long after they shall have been required 
by the general progress of knowledge. The domi- 
nant philosophy has prevailed so long and so exten- 
sively, and has become so firmly rooted in men's 
minds that they who refuse to take it on trust and 
who seriously inquire into its foundations, and after 
finding them too narrow and imperfect, are bold 
enough to endeavor to remedy its defects by laying 
foundations of their own, are stigmatized as vision- 
aries, and overwhelmed with ridicule and censure. 
The only metaphysical system of modern times 
which professes to be founded on the observation 
of nature, and which really does explain the phe- 
nomena of insanity with a clearness and versimili- 
tude that strongly corroborate its proofs, was so 
far from being joyfully welcomed, that it is still 
confined to a sect, and is regarded, by the world at 
large, as one of those strange vagaries in which the 
human mind has sometimes loved to indulge. So 
true it is, that, in theory, all mankind are agreed in 
encouraging and applauding the humblest attempt 
to enlarge the sphere of our ideas, while, in practice, 
it often seems as if they were no less agreed to 
crush them by means of every weapon that wit, 
argument, and calumny can furnish. . . . 


The only reference to this statement in 
any of the 6 indexes is in the third edition 
as “Phrenology, well explains insanity, 46.” 
Like most of the index references, the page 
number is incorrect and the quotation begins 
on page 67. No othet references to the term 
phrenology appears in the other 5 indexes. 
The same laudatory statement in its rather 
hidden form is present in the first 4 editions, 
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but by the fifth it has disappeared as if Ray 
finally awoke to its connotation during the 
editorial revision of his classic text. - 

Throughout all editions of the book there 
are numerous references to writings and case 
histories of phrenologists and phrenological 
journals, some acknowledged in the indexes, 
many not, He includes among the * 
principal writers on insanity, Pinel, Gall and 
Spurzheim, Esquirol, Pritchard, Hoffbauer, 
Rush. ..." 

Ray's interest and knowledge of the phren- 
ological writings are not at all an isolated 
instance in American medicine or even phi- 
losophy and psychology. Fulton points out 
that phrenology attracted some of the best 
minds of the age(10). There was tremen- 
dous and widespread interest. In 1832, there 
were 29 phrenological societies in England 
and at least 10 in the United States. There 
were at least 6 journals in English. 

Elisha Bartlett, who according to Osler 
was probably the most distinguished physi- 
cian in America in the early nineteenth cen- 
tury, in 1838 gave the annual address to the 
Boston Phrenological Society and stated that 
the fundamental propositions of the science 
of phrenology, i.e., demonstration of the ex- 
istence of a multiplicity of cerebral organs, 
had been established(1o). 

Winslow Lewis (1799-1875) the supposed 
translator of Gall's work On the Functions 
of the Brain and one of the Counsellors of 
the Boston Phrenological Society was no 
mere quack. A Harvard graduate who 
studied with Dupuytren in Paris and Aber- 
nethy in London, he succeeded John Warren 
as consulting surgeon to the Massachusetts 
General Hospital. He was said to have had 
400 private pupils during his lifetime(1). 
At this time, it might be interesting to specu- 
late on why only Lewis' name appears as 
translator. In view of the highly respected 
names associated with phrenology and his 
own statements regarding the science, it is 
questionable that Ray did not want his name 
on the title page. It is more likely that Ray, 
in his isolated rural village, with little to do, 
was acting as a literary hack or "ghost" for 
Lewis through the publisher Capen. That 
Lewis’ pride would not suffer from such 
literary dishonesty, some proof exists in the 
writer's possession in the form of a letter in 
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which Lewis asks for a letter of introduction 
to the Grand Master of the Masons of Eng- 
land in which he somewhat immodestly 
writes, “You may state that I am the ‘most 
virtuous of my sex.’” 

G. Elliot Smith, writing retrospectively 
(11), said: 
It is barely a century since the knowledge of the 
structure and function of the brain has reached the 
stage that permitted really profitable discussion of 
its distinctive attributes in the human being. The 
great revolution in attributes was effected by Gall, 
whose services in the advancement of science are 
now almost completely disguised by the notoriety 
associated with his name as the inventor of what 
afterwards became known as phrenology. It was 
he who destroyed the ancient speculations concern- 
ing vital spirits dwelling in the ventricles of the 
brain. He proved that the white substance was 
fibrous, and introduced the method of exposing 
fiber tracts by dissection to demonstrate their con- 
nections with the brain. 


Gall called attention to the true signifi- 
cance of the grey matter of the brain and 
was the first to give the correct account of 
the connections of the optic tracts. The dis- 
cussions arising out of his claims for cerebral 
localization provided the stimulus which was 
responsible for a profound revolution in 
cerebral physiology. 

;"But his really great discoveries became 
tacitly absorbed into the great body of knowl- 
edge.” Tt was not until 30 years after the 
death of Gall under the influence of Broca, 
and later Hughlings Jackson, that the mod- 
ern concept of functional localization in the 
cerebral cortex was again seriously enter- 
tained. 

In a penetrating essay, Gall and the 
Phrenological Movement, to which the 
writer is deeply indebted, Temkin(12) 
analyzes the significance of Gall's writings 
to the history of the sciences of neurophyst" 
ology and psychology and the wider implica- 
tions in ninetecnth century philosophy, 50° 
ciology, politics, and even religion. He points 
out that although Gall was far from being ? 
materialist in the strict sense of the term, 
һе elaborated the old concept of the instrumentality 
of the brain in a manner which seemed destructive 
of man’s spiritual entity and of his freedom ° 
action. 

Gall destroyed the concept of complete dif- 
ferentiation of man from other animals, д 
as previously оп the basis of the existence 0 
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a soul, but оп the basis of comparative anat- 
omy and physiology. The ability to reason 
distinguished man from other animals and 
this is “the result of a happy development of 
all anterior-superior parts of the brain" (13). 
Although he denies free will he states that 
"because man is endowed with a multiplicity 
of cerebral organs of a high order he can 
choose among the motives and thereby de- 
termine himself” (12), while lower animals 
are rigidly limited in their choice by the 
development of their nervous systems. 
Prior to, during, and for sometime after 
the French Revolution, French philosophy 


‚ and medicine with which are connected the 


names of Pinel, Bichat, Cabanis, Condillac, 
Broussais, Magendie, and Comte among 
many others, were dominated by a rather 
thoroughgoing, and often mechanistic, ma- 
terialistic outlook. "This was in direct con- 
flict with the idealistic German Naturphiloso- 
phie of Kant, Fichte, Schelling, and Hegel. 
The materialists were staggering under the 
blows inflicted upon them by the followers 
of introspection because of the meager 
physiological background they possessed for 
their theories and so were ready to adopt 
completely Gall’s rather logical and almost 
completely explanatory biologic system. „ 

The Gallian thinking reached its height in 
the great sociological philosopher Comte. 
As Temkin points out, 

Where else but in Gall’s system could he have found 
support for a complete positive system of science 
important for his political outlook? 

While Gall himself could probably be 
classified as a somewhat cynical deist be- 
lieving in “God and the brain, nothing but 
God and the brain !"(13), his writings were 
used by the anticlerical and liberal French 
thinkers. In the Anglo-Saxon countries 
they also became part of the “free-thought” 
movement, but through the leavening agency 
of Spurzheim and Combe influenced con- 
siderably the nonconformist churches and 
such religious leaders in this country as 
William Ellery Channing. s 

Again, although Gall was quite conserva- 
tive politically, and received financial support 
from Prince Metternich, the liberal implica- 
tions of his writings were recognized quite 
early. His lectures in Vienna were forbidden 
as endangering morality and religion. While 
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he believed and wrote that man was born 
unequal and could not rise above his innate 
station, there were inherent contradictions 
in his thinking. Such utilitarian statements 
that man decides his actions “according to 
the motive which acts most powerfully upon 
him or which offers him the greatest good” 
(13) or that “education, morals, laws and 
religion are indispensable auxiliaries for as- 
suring the happiness of man since these insti- 
tutions supply him with the most numerous, 
most powerful and most noble motives that 
can induce him to act well"(13), accorded 
well with the thinking of the liberals and re- 
formers in England and the United States. 

Skeptic and opportunist that Gall might 

have been at times, 
It has to be said that Gall deeply believed in the 
search for truth as the noblest task of the scientist, 
and deplored any obstacles put in the path of scien- 
tific research. It can also be admitted that Gall was 
more interested in the truth of his doctrine than in 
any theological or political consequences it might 
have(12). 

Among the host of eminent persons he 
influenced directly or indirectly in the Anglo- 
Saxon countries could be enumerated such 
philosophers as George Henry Lewes, Spen- 
cer, the educator Horace Mann, the reformer 
Richard Cobden, and the writers George 
Eliot and Poe, 

It was inevitable that Gall would play an 
important role in shaping early psychiatric 
thought in this country since his thinking 
was cast in a quite scientific mold and was a 
departure from the mystical scholastic and 
“school” thinking which existed prior to the 
nineteenth century and which to some extent 
has never died. One of those so influenced 
was the prolific and influential writer Isaac 
Ray who toward the end disowned the dis- 
reputable portion of phrenology with its side- 
show quackery, but was well aware of the 
enduring part which had so thoroughly 
colored his clinical thinking. 

Among many of the early psychiatric pio- 
neers who were influenced by the phrenolo- 
gists was another of the “original thirteen," 
the learned Amarigh Brigham. In both of 
his first 2 books, The Influence of Méntal 
Cultivation and Mental Excitement upon 
Health(14) and Observations on the In- 
fluence of Religion Upon the. Health and 
Physical. Welfare of Mankind(15), phre- 
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nology played a basic role. The latter, pub- 
lished by the same firm which published 
Ray’s translation of Gall, was an exposé of 
the relationship of religious fanaticism and 
revivals to the production of insanity. It 
drew an interesting, vigorous attack running 
to some 200 pages from the New York phy- 
sician and medical editor, David Reese(16). 
It is significant that Reese begins by stating 
that he had been “attracted by the learning 
and labors of Сай... had hailed phre- 
nology as a science . . . with the merits of 
a philosophical system.” 

[Hel had regarded the light which phrenologists 
claimed to have thrown upon the structure and 
functions of the brain as calculated to contribute to 
the business of education, to aid in some questions 
of medical jurisprudence, and to facilitate the cura- 


tive management of certain obscure diseases of the 
head. 


He had even joined some phrenological so- 
cieties. He was at the point of writing a 
paper “vindicating Phrenology from the 
charge alleged by its enemies, that it ‘savored 
of materialism.’” On looking through Gall 
and others he was horrified to learn that it 
was materialistic and then further to learn 
that others had been influenced in this direc- 
tion. The final blow was Brigham’s book on 
religion and insanity which Reese felt “must 
be irresistible to every candid mind," and 
which was thoroughly phrenological in char- 
acter, According to the phrenologists, he 
states, "religion is founded in mature, and 
they generally agree that it has no other 
origin." This is the crux of his argument 
against Brigham although he goes on at 
great length to criticize almost every sen- 
tence of Brigham's treatise. 

It is of considerable importance histori- 
cally to point out that Brigham in 1840 was 
a candidate for the superintendency of the 
Hartford Retreat(17). He was attacked 
viciously on political grounds as being an 
atheistic materialist and a radical Jeffer- 
sonian Democrat. However, unlike Benja- 
min Rush, Brigham finally did get his ap- 
pointment. Rush, the father of American 
psychiatry, also a Jeffersonian with material- 
istic concepts, was refused a professorship 
at Columbia because of the machinations of 
the Federalist, Alexander Hamilton (18). 

It is difficult to overestimate the role 
played by the young, immature, faultily con- 
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structed science of phrenology, full of 
now appear as obvious errors. It was, hi 
ever, in the true tradition of science, 
presented its theses in the form of hypo 
ses which could be tested and not as dog 
During the course of time, many of 
hypotheses were found to be invalid and у 
replaced by more acceptable theories. B 
this is the way science operates. It is to 
everlasting honor of Isaac Ray, Amaria 
Brigham, and other American psychiati 
pioneers that they were alert to the necessi 
for scientific discipline in the new psychiati 
and used it appropriately. ‘ 


BIBLIOGRAPHY 


1. Kelly, H. A. and Burrage, W. L. Dictio 
of American Medical Biography. New York: | 
Appleton, 1928. 

т Mills, Charles K. Isaac Ray, M. D, LL. . 
Read before Medico-Legal Society of N. Y., Apri 
13, 1887 (no publisher). 

3. Kirkbride, T. S. Memoir of Isaac Ray, М. 
LL.D. Trans. Coll. of Phys. of Phila. T | 
Series, 5:CLVII, 1881. 

4. Index-Catalogue of the Library of the Surg 
General's Office, Vol. V., Washington, 1884. 

5. Gall, Franz J., Works of. Trans. by Win 
Lewis, Jr. Boston: Marsh, Capen and Lyon, 

6. Dictionary of American Biography, Vol. 1 
New York: Scribners, 1929. 

7. Capen, Nahum. Reminiscences of Dr. Sp 
heim and George Combe. New York: Fowler 
Wells, 1881. 

8. Gall, Franz J. Sur les Fonctions du Cer 
et sur Celles de Chacune de ses Parties. Vol. 
Paris: J. B. Bailliere, 1825. . 

9. Ray, I. A Treatise on the Medical Juris 
dence of Insanity. Boston: Little and Brown, 
„ Second edition, Boston: Ticknor and 


1844. f 
. Third edition. Boston: Little, Brown 8l 
Co., 1853. d 
. Fourth edition, Boston: Little, Brow! 
and Co., 1860. E 
. Fifth edition. Boston: Little, Brown ай 
Co., 1871. А ha 
10. Fulton, J..F. The early phrenological socle: 
ties and their journals. Boston Med. and Surg: 
196: 398, 1927. ? ) 
п. Smith, С. Elliott. The Evolution of Man. 
London: Oxford, 1924. j 
12. Temkin, Owsei. Gall and the phrenologica! 
movement, Bull. Hist. of Med., 21: 275, 1947. 
13. Gall, F. J., and Spurzheim, С. Anatomie | 
Physiologie du Systeme Nerveux en General, et 
Cerveau en Particulier, etc, 4 vols. atla 
Paris: Е. Schoell, 1810-1819 (quoted in Ten 
ор. cit.). 
14. Brigham, Amariah. Remarks on the 
fluence of Mental Cultivation and Mental Exci i 


1954] BENJAMIN PASAMANICK 171 


ment upon Health. Boston: Marsh, Capen and 16. Reese, D. M. Phrenology Known by its 
Lyon, 1835. Fruits. New York: Home and Bates, 1836, 

15. Brigham, Amariah. Observations on the In- 17. Appletons’ Cyclopedia of American Biog- 
fluence of Religion upon the Health and Physical raphy, Vol. 1, New York: D. Appleton, 1888. 
Welfare of Mankind. Boston: Marsh, Capen and 18. Langstaff, J. B. Dr. Bard of Hyde Park. 
Lyon, 1835. New York: Е, P. Dutton, 1942. 


STATE AND VETERANS ADMINISTRATION COOPERATION 
TOWARDS BETTER MENTAL HEALTH: 


HARVEY J. TOMPKINS, M.D.? WasniNcroN, D. C. 


INTRODUCTION 


For the last 100 years the care of the 
mentally ill has been an accepted public re- 
sponsibility, and gradually all levels of gov- 
ernment have had a share in it. The Veterans 
Administration has been a participant only 
since the first World War. The reports of 
The Council of State Governments give a 
detailed exposition of the needs of the public 
in the field of mental health(1), and propose 
the major means for meeting these needs— 
research and training(2). It is particularly 
in these 2 areas that the Veterans Adminis- 
tration can best join with the state govern- 
ments in a common endeavor. 


RESEARCH 


The Congress has provided monies to the 
Veterans Administration for research pro- 
grams, part of which is allocated to psychia- 
try. We agree with the reports of the Coun- 
cil of State Governments (3) that tlie building 
of institutions and the development of clinics 
without proper opportunities and facilities 
for basic and clinical investigations offer no 
solution to our problems, Admittedly, re- 
search is expensive. To progress in our fight 
for better mental health we shall have to do 
more than encourage psychiatrists, clinical 
psychologists, and other social scientists to 
do a little library research work in their spare 
time. Full-time appointments to research 
positions are required. 

The Veterans Administration has already 
established 12 research laboratories in mental 
hospitals and recently inaugurated its first 
such laboratory in a psychiatric clinic. Re- 
search in psychiatry'is also proceeding in 
some general medical and surgical hospitals, 
particularly those with large psychiatric sec- 
tions. The mental health investigations being 


1 From the Department of Medicine and Su 
Veterans Administration, Washington, D. С. RA 
presented before the National Governors Confer- 
pn on Mental Health, February 8-9, 1954, Detroit, 

ich. 


2 Director of Pas and Neurol Servi 
Veterans Administration, Washington, D.C. Eu 
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carried out in Veterans Administration 
search laboratories include both fundamer 
and applied investigations in the biologii 
psychological, and social sciences. A substan 
tial obstacle in such work is a dearth of qi 
fied research personnel, especially psy 
trists. Another is the crying need for mi 
professional personnel to care for patie 
However, the magnitude of our tasks and th 
inadequacy of the tools available must not) 
prevent us from undertaking research, w 
we must have to cope with these problem 
The National Institute of Mental Healt 
to be congratulated in recently inaugura 
“Mental Health Career Investigator Gran 
(4), which will enable individuals in 
versities and schools showing aptitude 
mental health research to pursue their tra 
ing and interests. j 
Cooperation between the states and 
Veterans Administration in the area of 
search can be close. In many instances 
would be highly advantageous to plan 
search programs jointly. Collaborative plan- 
ning of long-time research programs ОП 
broad problems should prove particularly 
rewarding. Research is а slow-moving proc 
ess. Spectacular advances can be hoped for 
but are not to be expected. The answer to 
few problems can be found all at once: 
Rather, research moves deliberately, with the 
investigators attacking a little corner of & 
problem, solving it, moving on to another. 
part and then another, until enough pie 
are solved to open up the possibility of 8 
major finding. Through joint planning, a 
of greatest need could be explored mi 
systematically and many different facet: 
dertaken simultaneously. Mutual partici 
tion in a clearing house for research activiti 
weuld be a major first step. This is the 
to mutual stimulation and education, 
avoidance of unnecessary duplication of 
fort, the saving of all-too-scarce геѕеай 
monies and, most important, the conservatiol ў 
of the efforts of scarce personnel. Combin! 
research meetings and close liaison betwee! 
our research workers need not jeopardize t" 


1954] 


integrity or autonomy of anyone. Research 
in mental health is a field too big for any of 
us to encompass alone. An interesting report 
has come from one of our hospitals *: 

The study conducted by the Russell Sage Founda- 
tion on “Patient Care” over the past two years pre- 
sented an excellent opportunity for exchanges in 
ideas between our doctors, nurses, aides, and social 
workers, and the participating state hospitals. A 
warm, friendly relationship has developed among 
and between the personnel of each of these hospitals 
and ours. As a result, although the Russell Sage 
Foundation has completed its study and is now com- 
piling its material, we all propose to carry on with 
periodic meetings and panel discussions along the 
same lines as previously, 


TRAINING 


The prevention and treatment of psychi- 
atric disease involve both medical and social 
aspects. Mental disease occurs in a social 
matrix, Efforts at prevention or treatment 
require that attention be given both to the 
individual and to the family and community 
setting in which he lives. If a field of action 
is broad and has many public health conno- 
tations, the services of many diversified spe- 
cialists are required. Recently, approximately 
50 different disciplines and agencies were 
represented in a meeting called jointly bythe 
American Medical Association and The 
American Psychiatric Association in the 
interests of mental health.‘ This included 
psychiatrists, psychiatric nurses, clinical psy- 
chologists, psychiatric social workers, re- 
habilitation therapists, and anthropologists, 
as well as other personnel who assist the 
professional group in their task. The report 
of the Council of State Governments stresses 
the lack of adequate numbers and adequate 
preparation of personnel in all of these cate- 
gories. Perforce, governmental agencies 
have had to cooperate more actively in the 
field of education in preparing and securing 
trained personnel. Education programs have 
for the most part been in the areas of gradu- 
ate or more specialized training, and, when- 
ever possible, close ties have been made with 
universities and schools. Again, we have an 
area in which the Veterans Administration 


з V. А, Hospital, Bedford, Massachusetts, Win- 
throp Adams, M. D., Manager. Ё 

* Conference on Mental Health, American Medi- 
cal Association and American Psychiatric Associa- 
tion, Washington, D. C., October 24-25, 1953. 
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and the states can cooperate to mutual ad- 
vantage. 

Joint undertakings with state hospitals * 
already exist and can be extended. Psychi- 
atric residents in the Veterans Administra- 
tion rotate with state-employed residents, 
each being trained in the institutions of the 
other, Nurses and social workers in training 
in state universities have come to Veterans 
Administration hospitals for further prepa- 
ration, as they do to state hospitals. The ex- 
tensive clinical psychology training program 
of the Veterans Administration is dependent 
on close collaboration with universities, both 
public and private. 

Here, as in research, close cooperative 
planning by the state governments and the 
Veterans Administration will both augment 
our efforts and increase the quality of train- 
ing that can be given and the number who 
will be trained. A Veterans Administration 
hospital * reports : 

In the near future a conjoined meeting is sched- 
uled for state mental hospitals, as well as the Vet- 
erans Administration Hospital, to review the psy- 


chiatric residency programs existent in the state 
and possibly integrate courses wherever feasible, 


Today, comparatively few graduates of 
psychiatric residency programs offer their 
services to mental hospitals, The Veterans 
Administration and state hospitals are simi- 
larly affected. Inservice training, the contin- 
uous provision of educational opportunities 
for hospital staffs, not only better prepares 
the staff member in his daily care of the 
sick, but also helps recruit and retain such 
competent personnel. Federal and state hos- 
pitals and clinics provide mutual opportuni- 
ties for participation in formal seminars, 
conferences, and educational courses, They 
may plan and cooperatively finance seminars 
relative to various aspects of mental health. 
Cooperation with adjoining state agencies in 
obtaining particular speakers for lectures at 
joint meetings has been effected in many 
parts of the country. A particular hospital 
may set up special training facilities to assist 
the personnel in another agency in specific 

5 For example, the Topeka State Hospital and 
the У.А. Hospital, ‘Topeka, Kansas, both under 
the aegis of the Menninger Foundation, Topeka, 


Kansas. . 
* V. A. Hospital, Lyons, New Jersey, Crawford 
N. Baganz, M. D., Manager. 
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therapies or laboratory procedures. These 
are opportunities that neither threaten nor 
compromise any organization or institution. 
They lead to better use of the country’s avail- 
able psychiatric facilities and trained per- 
sonnel and, what is most important, add to 
the nation’s psychiatric resources. Recently, 
the following statement was developed by a 
group of our consultants(5) : 

Collaborative efforts between the Veterans Ad- 
ministration, community and state agencies, to se- 
cure for the patient the best possible care and treat- 
ment, is not a new concept. There are actually in 
process collaborative ventures which are proving 
effective. There is, however, much more that could 
be done. The collaboration between the Veterans 
Administration and state and privately supported 
medical schools is a good example of a plan in 
graduate education, which is advantageous to both. 
Comparable arrangements with state hospitals might 
well develop a similar partnership advantageous to 
the patient. In any collaboration it is postulated that 
in no way is the authority and freedom of choice of 
the collaborating agencies abbreviated. 


Community RELATIONSHIPS AND 
Pustic EDUCATION 


As in any public health program, com- 
munity education is vital if the public is to 
take advantage of the program. Planning of 
educational campaigns and projects can again 
be jointly performed as well as jointly exe- 
cuted through demonstrations, public meet- 
ings, and speakers’ bureaus. Well-organized 
groups of volunteers serving in local mental 
hospitals, state, federal, or private, aid in 
interpreting to the general public the pur- 
poses, needs, and objectives of the hospital 
and other mental health activities. 

In a number of areas, both the state and 
the Veterans Administration have mental 
hospitals in close proximity. Both hospitals 
and clinics can work together in promoting a 
healthy community attitude toward the hos- 
pital, its patients and its staff. Public rela- 
tions is closely allied to public education. The 
more knowledgeable the public about mental 
health, the more hopeful will be the task of 
prevention and treatment. The following, 
coming from a Veterans Administration 
Hospital,’ appears pertinent: 

‚Тһе ‘professional staff of this hospital has become 
interwoven into the structure of the surrounding 


TV.A. Hospital, North Little Rock, Arkansas 
Harold W. Sterling, M. D, үрк. dee e 


professional societies to such an extent that the two 
are practically inseparable. The hospital staff ac- 
tively participates in the affairs of the Medical 
School, State Hospital, County and State Mental 
Health organizations and the various professional 
societies and these, in turn, participate actively in 
the activities of this hospital. This interchange of 
ideas and personnel has acted as the integrating and 
coordinating factor between the intra-mural com- 
munity of the hospital and the community itself, 
with resultant better mental health for all. 


TREATMENT 


The ex-soldier has always believed in his 
right to receive benefits from the country for 
which he engaged in a war. Initially, there 
was dependence on plunder, later private 
charity and almsgiving, and subsequently, 
the institution of government pension in ac- 
cord with the public concept of care for 
disabled veterans without jeopardizing their 
self-respect. We now recognize that eco- 
nomic support alone does not satisfactorily 
meet the needs of the ill veteran unless there 
is also a program of treatment. : 

As of January 1954 veterans and their 
families made up approximately 40% of our 
population(6). By 1960, on the basis of cur- 
rent morbidity rates, there will be approxi- 
mately 100,000 psychotic veterans. Our cur- 
rent authorized building program will, when 
completed, provide 54,000 beds for this class 
of patient(7). 

The Veterans Administration medical and 
hospital program has prime responsibility for 
the veteran with a service-connected disabil- 
ity. In accordance with legislation enacted by 
the Congress, we do admit for hospital treat- 
ment veterans with illnesses or disabilities 
adjudicated to be not attributable to or ag- 
gravated by war service—the so-called non- 
service-connected disabilities. Under the law, 
such admissions are predicated on the avail- 
ability of a suitable bed, properly staffed. 
The Congress has further restricted such 
Services to individuals not dishonorably dis- 
charged and who indicate inability to pay 
for necessary treatment elsewhere, Outpa- 
tient services to veterans are limited to those 
with service-connected disabilities, or for 
treatment of complications of service-con- 
nected disorders. It is the intent of Congress 
that veterans accepted for treatment be cared 
for by the staffs of Veterans Administration 
hospitals and clinics. Only when proper fa- 
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cilities are not available may community 
medical resources, such as contract hospitals, 
clinics, and private physicians, be used. Such 
authority is limited to service-connected dis- 
abilities, with certain exceptions (the female 
veteran may receive contract hospitalization 
without regard to service-connection because 
of the very limited number of beds for 
women veterans in Veterans Administration 
installations). 

Comprehensive medical care comprises 
prevention, treatment and rehabilitation. In 
this sense, the Department of Medicine and 
Surgery of the Veterans Administration 
offers a restricted medical program. Legally, 
we are limited to caring for those individuals 
who are already ill. We do not operate in the 
preventive field. Through early and definitive 
treatment in our outpatient clinics, we at- 
tempt to prevent more serious disabilities. 
This is particularly true through the use of 
mental hygiene clinics. However, only indi- 
viduals with service-connected illnesses are 
eligible for treatment on an outpatient basis. 
Thus, the preservation of the mental and 
physical health of the individual citizen, vet- 
eran and nonveteran alike, is contingent on 
the quantity and quality of local resources, 
other than those of the Veterans Administra- 
tion. Thus, we cannot make direct efforts in 
the prevention of mental illness, but we can 
undertake or assist in programs of public 
education in relation to mental health. 

Successful treatment of the psychiatric pa- 
tient is dependent not only on the kind of 
care given in the hospital, but also on the 
constructive attention given the patient on his 
return to the community—the assistance 
offered him in his local social and economic 
adjustment. The Veterans Administration 
has incorporated a comprehensive rehabilita- 
tion program within the hospital. It is legally 
limited in its participation in further treat- 
ment measures outside of the hospital, par- 
ticularly for the veteran with a nonservice- 
connected disability. Accordingly, a great 
proportion of our patients must necessarily 
rely on the community for this final and most 
important aspect of their rehabilitation. It is, 
therefore, obvious that the Veterans Admin- 
istration hospitals and clinics need to coordi- 
nate their efforts closely with those of local 
social service departments and state and 
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county vocational rehabilitation and employ- 
ment agencies. The satisfactory development 
and continuance of a cooperative effort is in- 
herent in the statement of the manager of a 
Veterans Administration Hospital * : 

One activity which bears mention is participation 
of our Social Service Department in a monthly 
get-together or luncheon with the social service per- 
sonnel of the State, County and City agencies con- 
cerned with health and public welfare. Meeting 
places are rotated. . . . It is now the custom for the 
administrative heads of the agencies to meet with 
the social service people... . 


Another manager ° comments : 


. . we do feel that the top management at the Vet- 
erans Administration hospitals should meet and 
know the administrative authorities in the surround- 
ing State hospitals. . . . 


And another 1: 


Where there is a close personal relationship be- 
tween the Veterans Administration hospital mana- 
ger and officials of the state government, there 
seems to be no special problem. 


CONCLUSION 


The requirements of the Veterans Admin- 
istration psychiatric program are similar to 
those of all organizations interested in men- 
tal health. We need to devise methods to im- 
prove the understanding and acceptance of 
mental illnesses. Specifically, the under- 
standing and acceptance of the individual 
psychiatric patient by the man in the street, 
legislators, and by Medicine itself. The de- 
gree of success in improving our public rela- 
tions will determine, in large part, our ability 
to lessen the critical need for more and 
better-trained mental health personnel, and 
increase the opportunities for research. Our 
accomplishments will be greater if there are 
cooperative efforts ; indeed, with our tremen- 
dous mental health commitments and limited 
resources, it is doubly necessary that we use 
efficiently and effectively what is available 
to us. А 

Cooperation must be тоге than ап appeal- 
ing word. Since mental hospitals and clinics 


8V.A. Hospital, American Lake, Washington, 
Thos. J. Hardgrove, M. D., Manager. 

э V. А, Center, Los Angeles, Calif., John L, Has- 
kins, M.D., Chief, Professional Services, Neuro- 
psychiatric Hospital. 

10 V. A. Hospital, Downey, Illinois, Lee G. Sew- 
all, M. D., Manager. e 
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are for the most part public agencies, there 
is unique opportunity here for cooperation 
between government levels. It is, of course, 
necessary that each governmental unit retain 
its integrity, its autonomy, and its right to 
shape itself to meet its particular mission. 
When we speak of cooperation here, we do 
not, therefore, mean any organic integration. 
We do mean a pooling of professional re- 
sources, if this is advantageous to both, and 
a willingness on the part of each to perform 
such professional activities on behalf of the 
other, as it can be reasonably asked to do. 
Two pertinent recommendations have been 
made by the Advisory Committee to the 
Psychiatry and Neurology Service of the 
Veterans Administration, a Committee com- 
posed of educators and practitioners in the 
disciplines of psychiatry, neurology, clinical 
psychology, social service, and nursing: 

“т. It is believed by the Committee that it 
is now desirable to bring together informa- 
tion about existing on-going collaboration 
between the Veterans Administration and 
the community in the area of mental health, 
and ideas for further collaboration which 
have not yet been put into practice, A survey 
should be undertaken jointly by appropriate 
organizations or agencies to bring together 
such knowledge and report it in such form 
as would be provocative to officials, helpful 
in planning specific collaborations, and pro- 
vide material for formulation of policies gov- 
erning collaborations. 


“2. Тп order that these thoughts of collabo- 
tative efforts) may be more than pious hopes, 
it is suggested that in every state a Mental 
Health Council be formed, composed of rep- 
resentatives of all the agencies interested in 
mental illaess (or even broader). Such a 
Council would be a medium of exchange and 
planning and assume no operating functions. 
It would meet regularly. Participation in 
this, and encouragement by the Veterans 
Administration, is a second specific recom- 
mendation of the Committee." 
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233 PATIENTS WITH MENTAL ILLNESS TREATED WITH 
ELECTROCONVULSIVE THERAPY IN THE 
PRESENCE OF TUBERCULOSIS : 


Н. PLEASURE, M. D., West Brentwoop, N. Y. 


INTRODUCTION 


The place of electric shock therapy in psy- 
chiatry is secure. Both in institutional work 
and in private practice with psychotic pa- 
tients it is indispensable in such circum- 
Stances as severe depression and impending 
psychotic exhaustion. Moreover, agitation, 
refusal of food, and inability to rest are 
symptoms that can be death-warrants in the 
presence of tuberculosis, and they are symp- 
toms which often respond quickly to ECT. 
Under such circumstances it seemed irra- 
tional to refuse such an indispensable therapy 
to tuberculous patients, although tuberculosis 
was considered to be a strong, even an abso- 
lute, contraindication to ECT. It was this 
dilemma that faced the author in 1945 when 
he began ECT on tuberculous patients, start- 
ing cautiously with semiweekly treatments 
on inactive cases. As results were encourag- 
ing, indications were gradually and steadily 
broadened to include, first, patients with ac- 
tive but well-stabilized tuberculosis after pro 
longed periods of bed rest and, later, less- 
well-stabilized patients, until today even those 
with far advanced active tuberculosis are 
under certain circumstances being treated at 
once by intensive ECT. During the past 
2 years at the Edgewood Division of Pilgrim 
State Hospital, where there are nearly 2,000 
tuberculous mental patients, an average of 
35 have been given this therapy on each treat- 
ment day. This paper is a report on this 
experience and an attempt to formulate some 
conclusions. 

Tuberculosis in mental hospitals is so com- 
mon that it is the most imporfant nonpsychi- 
atric contraindication to treatment and there- 
fore well deserves study. It has been shown 
that 5.6% of state hospital patients have 
clinically significant tuberculosis, and an even 
greater percentage have apparently healed 
reinfection tuberculosis of the lungs(1). The 


1 Read at the 109th annual meeting of The Ameri- 
can Psychiatric Association, Los Angeles, Calif., 
May 4-8, 1953. t 


prevalence of tuberculosis in private practice 
is unknown and undoubtedly much lower, but 
for some unknown reason it is considerably 
higher among the mentally ill than among 
the normal population. Katz, et al. found 
that 1.5% of patients admitted to New York 
State Mental Hospitals had clinically sig- 
nificant lesions of tuberculosis on admission 
as compared with 0.3% estimated for the 
general population, and among male ad- 
missions the prevalence was even higher: 
2.296 (1). 

Studies of the effect of intercurrent con- 
ditions on tuberculosis have always been en- 
tirely pragmatic, No one could predict that 
such diverse conditions as diabetes, hypo- 
thyroidism, African race, and insolation 
could be deleterious, whereas hyperthyroid- 
ism and pregnancy could be of actual benefit, 
or that tuberculous patients could survive 
such major surgical procedures as thoraco- 
plasties and pulmonary excision with mortal- 
ity rates approaching the zero mark under 
favorable conditions. Although the patho- 
genic mechanisms are poorly understood, 
many opinions have been expressed to ex- 
plain why tuberculosis is a contraindication 
to ECT(2, 3, 4). Opinions have varied from 
the extreme of suggesting that shock therapy 
is actually beneficial to tuberculosis, directly 
or indirectly (5), to a statement that in tuber- 
culosis “. . . electric shock treatment cannot 
be given for obvious reasons" (6), and “The 
following are considered by us to be contra- 
indications to treatment by any convulsive 
method . . . tuberculosis active or inactive 
and inanition especially if coupled with pro- 
longed inactivity and bed confinement" (7). 
That the opinion of psychiatrists has not yet 
crystallized on this matter suggests that this 
report may be of value. 


v 


METHOD 


All patients described in this report were 
known to be tuberculous before ECT was 
started, and the extent ard activity of the 
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disease determined before treatment. In 
1945 and 1946 when the author began this 
work the patients were carefully studied for 
several months before treatment and their 
tuberculosis was well stabilized by bed rest 
or collapse therapy. In this first group of 
40 patients only 1 had a spread of tubercu- 
losis. This occurred in a 41-year-old white 
woman who suffered from far advanced pul- 
monary tuberculosis with fever and positive 
sputum, who was treated for involutional 
melancholia and was suicidal. After 8 treat- 
ments complete recovery from the psychosis 
occurred but there was a spread of her tu- 
berculosis which later improved when she 
was placed under treatment in a tuberculosis 
hospital. 


PRESENT METHOD OF SELECTION 


Active tuberculosis; urgent indications for 
ECT.—On the strength of these 40 cases, 
selection became bolder and for the past 3 
years, all patients in whom ECT is urgently 
indicated because of suicidal attempts, se- 
vere depression, catatonia, refusal to eat, or 
marked excitement are treated at once re- 
gardless of the extent or activity of their 
tuberculosis. It is important to distinguish 
here between patients with funttional psy- 
choses and those in whom the disturbed 
mental state is caused by delirium due to 
tuberculous meningitis or a delirious reaction 
to the infection. Of this group we see many, 
as they are sent to us from all New York 
City tuberculosis hospitals. Such patients 
can be readily recognized by a history of pro- 
longed fever and toxicity before the onset 
of psychosis and by the symptoms and signs, 
including clouded sensorium, visual halluci- 
nations, physical evidence of toxicity, and ex- 
tensive tuberculosis. Such patients are quite 
amenable to specific drug therapy, especially 
isoniazid and streptomycin, singly or pref- 
erably combined, and never require ECT. 
One such patient, because of great difficulty 
in management, was treated with electric 
shock before the advent of modern specific 
drugs, and died without benefit from the 
shock treatment, Recently, patients whose 
psychoses have apparently been precipitated 
by isoniazid or iproniazid therapy, which was 
being used as a treatment for extensive 
tuberculosis, have introduced new diagnostic 
problems. 
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Active tuberculosis; no urgent indications 
for ECT.—Other patients with active tu- 
berculosis are divided into 2 groups: 

I. Those with unstable lesions (showing 
progressive or regressive changes on serial 
X-rays, often with clinical symptoms of ac- 
tivity) are treated only if the psychiatric 
indications are good, that is, early catatonic 
or paranoid schizophrenics, patients with 
manic-depressive or involutional psychosis, 
all depressions, and patients with behavior 
disorders, such as self-induced vomiting, 
feeding problems, reactions to painful hal- 
lucinations, etc. If possible, ECT is deferred 
until the lesion can be benefitted by a few 
months of bed rest and drug therapy ; how- 
ever, with these patients we would be inclined 
to proceed with ECT if the lesion failed to 
stabilize in 2 or 3 months, on the theory that 
there was a considerable amount of covert 
tension and anxiety even in relatively quiet 
patients, often preventing success with anti- 
tubercular treatment until relieved. 

2. Patients with stable lesions, that is, pa- 
tients without symptoms or X-ray changes 
while on modified bed rest, are treated rather 
freely, selection depending mainly on psy- 
chiatric indications with the understanding 
that the psychiatric condition is by far the 
More serious condition. Such patients may 
have cavities and positive sputums ; they used 
to be called “quiescent,” a term now pur- 
posely discarded by the American Trudeau 
Society. 

Inactive tuberculosis (including apparently 
healed and arrested cases).—Only the us 
psychiatric indications and contraindications + 
are observed ; that is, the tuberculosis is dis- 
regarded in selection. 


TREATMENT 


All patients with active tuberculosis Wi | 
kept on modified bed rest. About half 0 
those with inattive tuberculosis were pet 
mitted to be up and about with 2-hour аг 
noon rest periods; the remainder, especialy 
those with extensive lesions or posts! eh 
ever, were kept in bed. All received a M | 
caloric diet. Fifty-five of the 160 patient | 
with active pulmonary tuberculosis receive 
specific drug therapy with combinations fe | 
streptomycin and PAS (para-aminosalicy 4 
acid) or streptomycin and isoniazid shorty 
before, during, or after the ECT. Six ha 
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pneumothorax and 12 had pneumoperito- 
neum during treatment, often combined with 
drugs ; 4 had old thoracoplasties, 2 had recent 
thoracoplasties, and 4 had recent excisional 
surgery (3 pneumonectomy, 1 lobectomy). 

No special technique was used in adminis- 
tering the shock therapy, which was of the 
Cerletti type in all cases, except that usually 
it was given 2 instead of the usual 3 times 
per week. However, where the psychiatric 
condition demanded it, daily or even twice 
daily treatments were given. Only one pa- 
tient was treated with curare to prevent con- 
vulsions ; he also received daily injections of 
streptomycin for 94 days during treatment 
until he became resistant to the drug. He 
did not respond to shock therapy, and despite 
the streptomycin his tuberculosis got worse. 

Of the patients whose tuberculosis got 
worse, 66% received 19 or more shocks, and, 
of those whose tuberculosis remained stable 
or improved, 66% received 19 or more 
shocks, However, the average number of 
treatments in the first group was 27.7 and 
in the second group 20.3 because there were 
a few in the first group who received very 
prolonged treatment—over тоо shocks in re- 
peated courses because of relapses. There 
was, of couse, a tendency to give longér 
courses to some patients who responded only 
briefly or relapsed, but no definite relation- 
ship between the number of treatments and 
percentage of breakdowns of tuberculosis 
was seen. 

The usual laboratory methods were used 
to determine activity of tuberculosis except 
that the sedimentation rate was omitted as 
being unreliable. Over one-half of the pa- 
tients with active tuberculosis had positive 
sputums or cultures of gastric contents. Most 
reliance was placed on serial X-rays. X-rays 
were taken monthly throughout the pretreat- 
ment, treatment, and follow-up courses for 
active cases, but only every 2 to 3 months 
after treatment for inactive cases, who, how- 
ever, had monthly X-rays during treatment. 
At first, treatment was interrupted if the 
X-ray showed a spread of tuberculosis. Later 
slight spreads and even elevated temperatures 
were disregarded and instead drug therapy 
was added. 

The tuberculosis was considered to have 
progressed only if a spread occurred within 
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the first 3 months after ECT (8) or if it was 
worse at the end of ECT than at the begin- 
ning. Slight fluctuations during treatment 
were disregarded. An increase in the area 
of involvement as shown on X-ray, irrespec- 
tive of the degree, was considered as progres- 
sion. This is the most reliable method of 
determining breakdowns of tuberculosis. All 
X-rays were read by the author, and most 
were read later by the health department 
tuberculosis consultant. If there was any 
difference of opinion as to the extent or 
spread of disease, the opinion of the con- 
sultant was followed. All X-rays were read 
and recorded as they were taken without 
regard to the author’s later opinion as to the 
patient’s response to treatment. This served 
to minimize any errors introduced by the 
author’s bias. A patient was considered to 
have improved mentally if the symptom for 
which he was treated showed improvement, 
without regard to such criteria as release 
from the hospital or recovery from the psy- 
chosis: that is, if a patient in a catatonic 
stupor began to eat and cooperate, he was 
considered improved even though unsuitable 
for release. 
Types of Tuberculosis Treated.— 


Tuberculosis of lung....... eem 227 
Tuberculosis of cervical glands. Lae dd 
Tuberculosis of pleura...... eee ЖЕ? 
Tuberculosis of hip bone 

(acetabulum and їїшт)............. 2 


Kidney tuberculosis .. 
Tuberculosis of knee.. 


Tuberculous peritonitis 2 
"Totale ое еке еее ое воено 2302 

Inactive tuberculosis of lung treated......... 63 

Active tuberculosis of lung treated.......... 164 
STORM ЕЛ sine vaire casein «ез зэр элй», Poa 


RESULTS 


Nonpulmonary Tubérculosis.—Both cases 
with tuberculosis of cervical glands and both 
with tuberculous peritonitis showed a spread 
of their disease locally or to the lungs despite 
improvement in their mental condition. All 
pleural kidney, bone, and joint infection 
cases showed improvement of their tubercu- 
losis despite shock therapy. No conclusions 


Я 
2 Some patients treated for tuberculosis at more 
than one site. 
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were drawn from this small group although 
the spread of tuberculosis from peritoneum 
and lymph glands was rather surprising as 
all 4 patients had been treated with anti- 
tuberculous drugs and were responding well 
before shock therapy was instituted. 

Inactive Pulmonary Tuberculosis: 63 Pa- 
tients.—Only 2 patients with inactive pulmo- 
nary tuberculosis showed any breakdown of 
their tuberculosis within 3 months of ECT, 
although 2 others, who did not benefit from 
ECT and are still hospitalized, have shown 
breakdowns a year or more after shock. 
"These breakdowns of tuberculosis were not 
considered to be related to the ECT, as an 
equal number of mental patients, classified 
as having inactive tuberculosis and who did 
not have ECT, showed evidence of spread 
in an equal period. 

Active Pulmonary Tuberculosis.—Of 164 
patients followed 3 months or more, 4 could 
not be analyzed because of repeated fluctua- 
tions in their condition, both mental and 
physical; the remaining 160 are analyzed in 
the accompanying tables. 

Deaths.—Eleven deaths have occurred thus 
far; 9 patients died in the first year after 
treatment, including the one patiest who had 
psychosis with other infectious disease (pul- 
monary tuberculosis) ; 3 died of extension of 
their tuberculosis, the rest of other conditions 
such as arteriosclerotic heart disease, Of 
the other 2, one died r4 months and one 
3 years later of progression of tuberculosis. 
One had recovered from his psychosis and 
had been discharged. 

Effect of Positive Sputum.—Although 
557 (88 out of 160 with active pulmonary 
tuberculosis) had positive sputums or cul- 
tures of gastric contents at some time during 
our observation, 8096 of those whose tu- 
berculosis got worse (27 out of 34) and only 
46% of those whose did not were positive. 
This suggests that a positive sputum or cul- 
ture prognosticates spread of tuberculosis as 
shown by Parke, et al.(10) for spread of 
tuberculosis after surgical operations. How- 
ever, in this series the percentage of positive 
cases seemed proportional to the extent of 
disease (about 100% in far advanced cases), 
and from a practical point of view is of 
relatively little prognostic value in disturbed 
mental patients because of the difficulty in 
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TABLE 1 


RELATIONSHIP BETWEEN PSYCHIATRIC EFFECTS oF | 
ECT AND SPREAD or TUBERCULOSIS IN 160 
PATIENTS WITH Active PULMONARY 


TUBERCULOSIS 
No, of 
No. of patients 
patients not 
Effect on improved improved 
Tuberculosis mentally mentally Total 
Tuberculosis improved 
Or Btable .......... 108 18 126 
Tuberculosis worse .. 14 20 34 
СЪДИ АА 122 38 160 
| 
% with tb. worse.. 11.5% 52.6% 21.3% 


Standard error is 7.6; difference between 2 groups 
is 41.1%; this is more than 5 times the standard 
error and is highly significant, as any difference that 
is 2 or more times the standard error is probably 
significant (9). 


TABLE 2 


RELATIONSHIP BETWEEN EXTENT ОР TUBERCULOSIS 
AND SPREAD oF DISEASE IN 160 PATIENTS WITH 
Active PULMONARY TUBERCULOSIS 


Minimal 
an 
F; 

ыз venen d “то Total 

Improved or stable... 107 19 126 

VOTES ды. 4: 22 12 34 

Total ME ЧЄ sch te 129 31 160 
ham 
9 with tb. worse.. 17% 38.7% 21.3% 


Standard error 8.2; the difference between groups 
is 21.7% ; this is more than 2} times standard error 
and is probably significant. 


TABLE 3 


RELATIONSHIP BETWEEN AGE OF PATIENTS AND 
Spreap or TUBERCULOSIS IN 160 PATIENTS 
WITH Active PULMONARY TUBERCULOSIS 


Effect on Above Below 


Tuberculosis 35 35 Total 
Improved or stable.... 78 48 126 
Worse ........ 1953545 14 21 34 

CP GN ae ee 9r 69 160 
re, ae 
% with t.b. worse... 14.3% 304% 21.3% 


Standard error 6.5; the difference between ae 
groups is 16.1%; this is nearly 2} times stand: 
error and is probably significant. 


i 
! 


securing sputum and the prolonged delay in | 

reports on cultures (6 to 12 weeks). . 
In addition to the 233 patients considered | 
here; who were all followed at least 3 months j 
| 
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TABLE 4 


RELATIONSHIP BETWEEN SEX AND SPREAD OF 
DisEASE IN 160 PATIENTS WITH ACTIVE 
PULMONARY TUBERCULOSIS 


Effect on 
Tuberculosis Male Female "Total 
Improved or stable.... 63 63 126 
Worse ЕУ II 23 34 
Totaly ЕЕЕ 74 86 160 
% with t.b. worse... 14.8% 26.776 21.3% 


E Standard error 6.5; the difference between sexes 
is 11.9%; this is less than 2 times standard error 
and is probably insignificant. 


TABLE 5 


RELATIONSHIP BETWEEN RACES OF PATIENTS AND 
SPREAD or TUBERCULOSIS IN 160 PATIENTS 
wiTH ACTIVE PULMONARY TUBERCULOSIS 


Effect оп 


Tuberculosis White Other "Total 
Improved or stable... 88 38* 126 
Worse sos dh anengems 24 10ї 34 
"Total 55 PE 7 EN 112 48 1бо 
% with tb. worse.. 21.4% 20876 21.3% 
Difference is insignificant. 
* African . T African .. 6 o 
P. Rican P. Rican . 4 
Arab = 
Chinese Total ........ 10 


Total ... 


Present Condition of the 233 Patients 
Treated.— 


In hospital ..... eee 
(many with symptomatic improvements—see tables) 


Convalescent care ... 30 


Discharged ....... 63 
Dead sadia узака d o + п 
Total „а... маке nena ne AEREA КҮЛҮ 233 


after treatment, there are 20 patients whose 
treatment was completed less than 3 months 
ago and r5 now under treatment. None of 
these is included in the tables although nearly 
all have active tuberculosis. Were they added 
to the 233 patients, the total would be 268 
treated or under treatment. A total of 6,017 
individual electric shocks have been adminis- 
tered. These 35 patients thus far are exhibit- 
ing the same general course as those) fully 
followed-up. Only 3o of the 233 were fol- 


D 


e e 


lowed between 3 and 5 months; the rest have 
been observed for 5 months or more up to 
several years. No spread of tuberculosis 
beginning over 3 months after last ECT was 
attributed to the treatment (8). 

X-rays and brief descriptions of 6 typical 
patients are shown in the accompanying 
figures, 


Discussion 


A control series consisting of patients with 
active tuberculosis whose mental condition 
required ECT, but who did not receive it, 
would have been of value for comparison 
purposes, but for obvious reasons no such 
controls are available. The outlook for pa- 
tients with florid psychiatric symptoms and 
with active tuberculosis who cannot be 
quieted down is grim indeed, Some will die 
of psychotic exhaustion or commit suicide 
early, a high proportion of the rest will de- 
teriorate physically; exactly how many is 
unknown as the author always treated pa- 
tients who had urgent indications, and no one 
has reported such untreated cases. Katz ( 11) 
recently announced that in New York state 
hospitals more than 50% of all patients who 
developed tuberculosis in the hospital, ie. 
after a negative X-ray are dead in 5 years. 
(The highest rate, 33%, occurs in the first 
year.) For patients who are far advanced 
at the time of diagnosis, the death rate in 
the first 5 years is 94%. For a larger group 
of patients who were found to have tubercu- 
losis at the time of the first survey, and 
whose tuberculosis was therefore of unknown 
duration at the time of diagnosis, death rates 
were lower, but still appallingly high: 18.676 
dead in 1 year, 41.2% dead in 5 years, 7576 
of patients far advanced at time of diagnosis 
dead in 5 years. Katz's figures cover all pa- 
tients in the state including those reported in 
this paper, who were, selected for their very 
disturbed mental condition. As only 9 deaths 
occurred in the first year among our 233 
cases given ECT (about 150 completed over 
a year ago), it appears that ECT is not re- 
sponsible for an increase in deaths: 

However, even in this clinical study with- 
out a control serits, we may by statistical 
methods determine some highly probable re- 
lationships as shown if the tables. Break- 
downs of the tuberculosis do occur but are 
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usually minor and сап be handled by the 
ordinary therapies we can use with coopera- 
tive patients. At this time, most of the pa- 
tients who showed spread of tuberculosis 
but mental improvement have responded well 
to drug or surgical therapies, and some have 
been discharged as arrested. 

Most striking of all was the fact that ex- 
cept for the 4 cases of peritoneal and cervical 
lymph gland tuberculosis mentioned above, 
of all patients in whom there was local spread 
or involvement of the lungs, none developed 
hematogenous tuberculosis during observa- 
tion. No miliary tuberculosis, tuberculous 
meningitis, or involvement of distant organs 
occurred in any patient with pulmonary 
tuberculosis. 

A possible source of error in the accom- 
panying tables is that multiple factors might 
outweigh the variable being considered. For 
example, in Table 1, could the better course 
of the tuberculosis in the patients who im- 
proved mentally be accounted for by older 
age or negative sputums or lesser extent of 
disease? These factors were individually 
studied in the various groups and no sig- 
nificant differences were found. It was not 
considered suprising that failure to respond 
to ECT, younger age group, positive sputum, 
and more extensive disease predisposed the 
patient to instability and spread of tubercu- 
losis, However, the fact that race had no 
effect was a surprise and data in Table 5 
were analyzed to determine whether the 
whites were in a younger age group or had 
more advanced tuberculosis or more positive 
sputums or did worse in response to shock 
therapy. None of these factors was signifi- 
cant. Although it is generally accepted that 
there is a racial difference in resistance to 
tuberculosis, whites being more resistant, 
there have been no studies in which the var- 
iable of a difference lin environment could 
be completely controlled as it is in the mental 
hospitals in New York State; possibly this 
isa factor. However, the group is too small 
for any conclusions on this subject. It was 
noted that more of the colored races received 
drug therapy than did whites because the 
type of tuberculosis in négroes and Puerto 
Ricans tends to be more exudative and there- 
fore more susceptible to drugs. However, 
this was not considered relevant, as in most 
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cases where drugs were used, a breakdown 
had already taken place and patients classi- 
fied as to spread of tuberculosis. The fact 
that sex had no significant effect is similar to 
the findings of Katz(11) who dealt with sur- 
vival rates. 

During ECT 6 patients had pneumothorax 
and 12 had pneumoperitoneum; 4 patients 
had had recent excisional surgery (3 pneu- 
monectomy, 1 lobectomy); 2 had recent 
thoracoplasties and 4 had old thoracoplasties. 
None of these conditions seemed to have any 
effect except possibly a protective one. None 
of these patients was among those who be- 
came worse, * 

Use of Drugs.—During recent years as 
new drugs for tuberculosis have been made 
available, they have been freely used in cases 
of active tuberculosis. Fifty-five of our 160 
patients with active tuberculosis received 
drugs. Although the drugs were very effec- 
tive in relieving the symptoms of tubercu- 
losis, often causing improvement in the lesion 
as shown in X-ray and in some cases con- 
verting the sputum, they were not found to 
be a definitive treatment. Other forms of 
therapy such as bed rest, collapse therapy, 
and surgery had to be used with the drugs. 
Few patients showed much benefit from the 
drugs while they remained agitated. Several 
who received drugs during ECT because they 
had a more exudative type of tuberculosis or 
because of a spread during ECT continued 
to show increasing disease despite the drugs. 
However, if the shock therapy was effective 
in controlling the severe psychiatric symp- 
toms, the drugs almost invariably produce 
benefit. It was found that an agitated pa- 
tient, especially one who refused food, would 
not respond to drug therapy, but the drugs 
are being used freely wherever indicated 
though not on a routine basis. 


SUMMARY AND CONCLUSIONS 


I. In 160 patients with active pulmonary 
tuberculosis who received ECT, no extensive 
hematogenous spreads such as miliary of 
meningeal tuberculosis and no involvement 
of remote organs occurred. 

2. In 21.3% of patients with active pulmo- 
nary tuberculosis, the tuberculosis became 
worse, but there was a high degree of proba- 
bility that it would not do so if the mental 
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condition improved from ЕСТ, or if the 
disease was less than far advanced, and if 
sputum was negative; and it probably was 
less likely to become worse in persons over 
35 years old. Race and sex appeared to have 
no definite effect. However, when ECT did 
not cause symptomatic improvement there 
was a better-than-50% chance that the tu- 
berculosis would get worse. 

3. In each group, those whose tuberculosis 
got worse and those in whom it did not, 66% 
had 19 or more ECT treatments. There ap- 
peared to be no causal relationship be- 
tween spread of tuberculosis and number of 
treatments. 

4. When there was a spread of tubercu- 
losis, it was usually not very extensive and 
could be easily managed if the patient had 
become cooperative. 

5. Patients with arrested or inactive tu- 
berculosis did not have more breakdowns 
when given ECT. 

6. The death rate in this series was not 
increased by the ECT. 

7. No special precautions such as curare 
or routine administration of antituberculous 
drugs were used and patients with pneumo- 
thorax, pneumoperitoneum, recent thoraco- 
plasty, or excisional surgery were treated 
without harmful effect. 

8. Antituberculous drugs were relatively 
ineffective in preventing or treating spread 
of tuberculosis in disturbed patients, but 
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were very useful in treating spreads which 
occurred during or after ECT, especially if 
the patient’s behavior and mental condition 
had improved. 


BIBLIOGRAPHY 


т. Katz, J, Plunket, R. E. and Lang, H. B. 
Tuberculosis control in mental institutions. N.Y. 
State J. Med., 51:3, 1951. 

2. Altschule, M. D., and Tillotson, К. J. Mecha- 
nisms underlying pulmonary and cardiac complica- 
tions of electrically induced convulsions. New Eng. 
J. Med., 238: 113, 1948. 

3. Bennett, A. E. Evaluation of the "shock" 
therapies, Psychiat. Quart., 19: 465, 1945. 

4. Heilbrunn, G. and Weil, A. Pathological 
changes in central nervous system in experimental 
electric shock, Arch. Neurol and Psychiat., 47: 918, 
1942. 

5. Close, Henry P. The use of electroshock in 
treating psychotic patients with associated pulmo- 
nary tuberculosis, Am. J. Psychiat., 106: 352, 1949. 

6. Peacock, Т. G., and Domancic, 7. Three part 
tuberculosis program started at Milledgeville. Men- 
tal Hosp., 3:4, 1952. 

7. Smith, L. H., Hughes, J., Hastings, D. W, 
and Alpers, B. J. Electroshock treatment in the 
psychoses. Am. J. Psychiat., 98: 558, 1952. 

8. Ulmar, D. and Ornstein, С. Trauma and 
Tuberculosis, Quart. Bull. Sea View Hosp., 2:69, 
1936. 

9. Hill, Bradford A. Principles of Medical Sta- 
tistics. Qxford Univ. Press, 1950. 

10. Parke, W. M., Loftus, E. R., and Bishop, 
H. F. Effect of anesthesia and surgery upon pa- 
tients with pulmonary tuberculosis. N.Y. State J. 
Med., 47 : 2285, 1947. 

ir. Katz, J. Survival of tuberculosis patients, 
Am. Rev. Tuberc., 66:651, Dec. 1952. 


THE EFFECT ОЕ ION EXCHANGE RESINS IN THE PAROXYSMAL 
DISORDERS OF THE NERVOUS SYSTEM : 


WALTER О. KLINGMAN, M. D.? CHARLOTTESVILLE, VA. 


Fluid and electrolyte exchange in the brain 
of epileptics has been of interest to a great 
number of investigators. Recently this inter- 
est has been revived with the introduction and 
development of the electroencephalogram, 
electroshock techniques for measuring seizure 
thresholds, brain tissue analysis, advances 
in knowledge of hormones such as desoxy- 
corticosterone, adrenocorticotropic hormone 
(ACTH), and cortisone. The latter are of 
particular interest because of their effects on 
sodium and potassium metabolism in the 
seizure states. This has led to new concepts 
of the role that sodium, potassium, and pos- 
sibly other electrolytes play in disease. Fi- 
nally, the introduction of the ion exchange 
resins in the management of edema made an 
opportunity available for noting the effects 
of such resins upon the nervous system by 
disturbing the electrolyte and water balance. 
Conditions most likely to show such altera- 
tions are the paroxysmal disorders, notably 
epilepsy. 

Preliminary studies which we have re- 
ported, regarding the effects of ion exchange 
resins on epilepsy, have been so encouraging 
that we have now included two other dis- 
orders that also have paroxysmal features, 
Meniere's disease and certain types and states 
of migraine. 

Even though psychogenic factors play a 
very important role in the etiology of mi- 
graine and Meniere’s disease, the mechanisms 
responsible for the symptoms may neverthe- 
less have physical consequences which must 
be considered in the treatment and man- 
agement of these difficulties. The resistant 
cases of Meniere’s and severe migraines, 
once the full expression of the disorder be. 
comes severe, defies any psychotherapeutic 
approach until some state of improvement or 
relief can be obtained, Although the source 


1 Read in he Section on Convulsive Disorders at 
the 109 annual meeting of The American Psy- 
chiatric Association, Los Angeles, Calif., May 4-8, 
1953. 

2 From the Department of Neurology and Psy- 
chiatry, School of Medicine, University of Virginia, 
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of headache in migraine is principally con- 
cerned with mechanisms involving cranial 
vascular structures and not necessarily asso- 
ciated increased intracranial pressure, indi- 
viduals with oft-repeated attacks of migraine 
in rapid succession certainly show signs and 
symptoms of increased intracranial pressure 
and edema. It is well recognized that many 
of the manifestations of Meniere's disease 
and migraine are psychosomatic. The period 
in which somatic disturbances reach a patho- 
physiological state often requires that some 
therapy be directed to relieve the physical 
manifestations even though psychogenic 
sources may have initiated them. Other head- 
aches, such as hypertensive headache, show 
much the same mechanism as migraine head- 
aches and are more often related to hyper- 
tensive encephalopathy and are associated 
with increased intracranial pressure, some- 
times to the degree that papelledema is 
present. Local edema in severe repeated at- 
tacks of migraine and in hypertensive head- 
ache is sometimes attributed to traction or 
displacement of the tributary veins of the 
great sinuses as part of the mechanism re- 
sponsible. 

The applications for therapy of these con- 
ditions from the standpoint of using the 
ion exchange resins must be considered as 
adjuvants in the management of the condi- 
tions. In respect to epilepsy, use of the ion 
exchange resins is restricted to the drug- 
resistant states where frequent seizures are 
present or when status epilepticus develops 
ог is threatened. 

In the paroxysmal disorders, particularly 
epilepsy and, to à^somewhat similar extent, 
Meniere's disease and migraine, the indi- 
vidual has long been suspected of being un- 
able to withstand dilution of body fluids 
withont having attacks. This was given sup- 
port originally by Gamble’s(3) contention 
that the epileptic has brain cell membranes 
that are inherently defective in regard to 
electrolyte and water metabolism. Mygind 
(8) speculated that in Meniere’s disease 
the atteck of yertigo was an indication of 
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disturbances in water metabolism, capillary 
function, and body conditions. He observed 
that patients with Meniere’s disease were 
noted for limited urination during attacks 
and that these periods corresponded with the 
period of vertiginous symptoms. An increase 
of weight was also noted during periods of 
reduced urine output and the scanty diuresis 
in these periods was not always the result 
of extra fluid loss through vomiting, di- 
arrhea, perspiration, salivation, or limited 
intake. Mygind also observed that intake 
of much fluid resulted in aggravation of the 
symptoms, 

Furstenberg and Lathrop(15) suggested 
that the tissues responsible for Meniere’s 
disease were sensitized or had increased 
avidity for sodium ions and therefore treat- 
ment was proposed to reduce intake of so- 
dium and insure its maximum elimination by 
giving the acid-forming salt ammonium chlo- 
ride. They rationalized their hypothesis on 
the basis of retention of sodium in labyrin- 
thine cells which exhibit an increased affinity 
for sodium or have some inherent deficiency 
that results in retention of the sodium ion 
and production of hydrops of the endo- and 
perilymph of the labyrinth. 

It has also been observed in Meniere's glis- 
ease that there is frequently an associated 
symptom, headache, usually homolateral and 
on the side of the deafness and similar to 
migraine. Individuals with migraine, on the 
other hand, also are notorious for being sub- 
ject to Meniere’s disease or have severe ver- 
tigo as part of their migraine attack. 

Mechanisms responsible for migraine are 
somewhat similar to Meniere’s and epilepsy 
in that they lead to transient cerebral edema 
and headache. Furthermore, some migrain- 
ous individuals who have repeated severe 
attacks reach a state of almost continuous or 
very prolonged headache similar to migraine 
in that the headache becomes persistent, 
prostrating, incapacitating, and difficult to 
interrupt. 

In his work on epilepsy McQuarrie(2) 
demonstrated that a shift of the acid-base 
equilibrium of the body fluids toward alka- 
linity definitely favored the occurrence of 
convulsive seizures, whereas acidosis tended 
to prevent them. This caused reduction in 
spontaneous electrical activity of the ce-ebral 


cortex and reduction in excitability of the 
motor cortex. 

It was also demonstrated that desoxycor- 
ticosterone, which brings about a retention 
of sodium and chloride in extracellular body 
fluids, tends to prevent dilution of extra- 
cellular fluids and gives protection against 
seizures, Testosterone and progesterone act 
in a similar fashion by causing retention of 
sodium and chloride and excretion of potas- 
sium. If potassium reduction occurs in the 
brain it may also be a factor in the synthesis 
of acetylcholine which is intimately related 
to the transmission of nerve impulses and 
may in this fashion be another means of 
influencing the seizure mechanism, 

Adrenocorticotropic hormone, ACTH, on 
the other hand, may bring on convulsions, 
and status epilepticus has been known to oc- 
cur coincident with its use. Desoxycorticos- 
terone, which suppresses ACTH activity, 
serves to protect against convulsive tend- 
епсїез. 

Another observation in regard to epilepsy 
is that, in the attacks, transfer of ions through 
the blood brain barrier presumably is facili- 
tated, the cells losing K and gaining extra- 
cellular Na and H,O. Studies made on 
microincinerated brain tissue after repeated 
convulsions and similar studies made by 
using tracer doses of radioactive sodium con- 
firm these findings. 

In other experimental work, acutely pro- 
duced cellular dehydration was associated 
with a decrease in susceptibility to electro- 
shock whereas cellular hydration such as 
would come about by increase of cell Na and 
Н,О was associated with an increase of sus- 
ceptibility to electroshock. In general electro- 
shock seizure thresholds seem to be closely 
related to Na concentrations. 

The introduction of ion exchange resins 
into therapy in medicine has provided a valu- 
able additional therapeutic and diagnostic 
means of controlling body water and electro- 
lytes. It has also afforded an opportunity of 
deliberately distorting the electrolyte pattern 
and noting its effects on the epileptic. It is 
safe and offers a controlled means of observ- 
ing the effects in the epileptic. It was for 
that reason that we attempted this experi- 
mental study. i 

The resin used is the potassium and am- 
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monium form of a cross-linked polyacrylic 
(carboxylic) cation exchanger commercially 
known as Resodec. The mechanism of this 
substance as a means of reducing sodium 
intake is well understood. It exists as a 
homogeneous gel over the surface of which 
are arranged many carboxylic acid radicals 
serving as the sole ion active groups. This 
enables the cations bound to be remote from 
the skeleton of the molecule and thus avail- 
able for exchange. The size of the molecule 
gives it adsorptive properties also. The af- 
finity of the resin for various cations is a 
function of molecular size and magnitude of 
charge as well as of concentration. Since 
there is little disparity between the molecular 
weights of sodium and potassium, the differ- 
ential uptake is largely a matter of the rela- 
tive concentration of the 2 molecules. 

The cation exchange resins remove sodium 
from the intestinal tract. Fecal sodium and 
potassium levels are greatly augmented as 
urinary excretion of the cations fall to an 
insignificant level. Serum sodium and po- 
tassium levels change little, although there is 
some tendency to decline. To surmount the 
problem of kypokalemia, various amounts of 
a potassium salt of the resin have been mixed 
with the ammonium form. It is felt that po- 
tassium chloride is produced in the stomach 
and that appreciable amounts of this salt are 
absorbed in the upper intestine before the 
proper pH for activation of the resin is 
obtained. In this way serious reduction of 
potassium is avoided, 

The preparation is given by mouth and its 
palatability is improved by mixing it with 
certain foods or by suspension in relatively 
heavy liquids such as tomato juice and, better 
still, apricot nectar. There is a tendency to 
produce gritty, constipating stools so that 
bowel regulation may need special attention. 

The resin may produce considerable di- 
uretic action after 3 or 4 days and from that 
point on most patients are not aware of a 
dehydrating effect. Care must be exercised 
that the preparation is not given to individ- 
uals with renal disease. 

Patients with epilepsy and Meniere's dis- 
ease and migraine were placed on a standard 
hospital diet (approximately 100 mEq of 
Na) and during this time studies were made 
as follows: 24-hour urine for Na and K 
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content, serum Na and K levels, CO, com- 
bining power, blood chloride and urea, and 
in the epileptics a preliminary electroenceph- 
alogram. Patients with epilepsy were per- 
mitted to continue with their anticonvulsant 
medications which were not controlling their 
seizures. 

The diet was then restricted to 1,000 mg. 
Na for a period of 10 days. For the same 
period a daily dose of 45 gm. of ammonium 
and potassium form of carboxylic cation ex- 
change resin was given. Daily 24-hour urine 
examinations for Na and K content were 
made and blood serum Na and K determina- 


Fic. 1.—Marked reduction in urinary Na and К 
and‘no change in serum Na but slight decline in 
serum K level takes place in 10-day experiment 
period. No changes occur in CO, combining power, 
blood chlorides or urea. Urine volume increases 
slightly during first few days. These findings are 
similar to those found by others in normal (non- 
epileptic) individuals. 


tions were made on the fifth and tenth days. 
Urea, blood chlorides, CO, combining power 
were likewise checked on the fifth and tenth 
days, and EEG's were taken on the fifth and 
tenth days on the epileptics and on a case of 
Meniere’s. A normal control case was sim- 
ilarly studied (Figs. 1, 6, 7, 8, 9). 

At the conclusién, of the 10-day period the 
patients with epilepsy were permitted to re- 
turn to the regular hospital diet and unre- 
stricted salt use, The ion exchange resin was 
also ‘discontinued but the anticonvulsant drug 
was continued. After 4 or 5 days a final 
EEG was made. In all cases, as was ex- 
pected, there was marked reduction in uri- 
nary Na and K. Potassium was less affected 
than Na because additional K had been 
added to the resin. No changes were found 
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in the serum Na but there was a slight de- 
cline in serum K levels. No changes were 
found in CO, combining power, blood chlo- 
rides, or blood urea. Urine volume showed a 
tendency to increase during the first 4 or 5 
days. 

Striking changes occur in the EEG of the 
epileptics (see tracings). The paroxysmal 
features, petit mal and grand mal variants, 
disappear and the general improvement in 
the character of the background activity is 
most apparent and is in keeping with the 
clinical record of disappearance of the sei- 
zures (Figs. 2, 3, 4, 5). 

In another patient having many seizures 
and fragments of seizures or larval seizures, 
we tried the effects of an ion exchange resin 
which would bind potassium but not bind 
sodium. This patient was allowed to remain 
on the regular standard hospital diet and 
was permitted to continue with his anticon- 
vulsive drugs which were not controlling his 
seizures. He averaged 1 to 3 major seizures 
per day and had also many part seizure 
phenomena. 

In this individual, urine potassium levels 
dropped; sodium levels dropped very little. 
The EEG showed relatively little change; 
there was no weight loss and serum potas- 
sium and sodium levels changed very little, 
as did the daily urine volumes. The patient 
was then given a supplementary ion exchange 
resin for 4 additional days binding both Na 
and K, which were already reduced, and 
during this period the potassium urine out- 
put dropped to zero, and the sodium output 
dropped to about half the normal amount. 
Blood potassium level changed little; urine 
volume did not increase; and the patient lost 
no weight. During this period the seizures 
continued and the EEG showed an accentu- 
ation of the dysrhythmic features in a left 
anterior temporal focus. The patient was 
continued on the supplementary ion exchange 
resin binding sodium more than potassium 
for an additional 4 days. At the end of this 
time the patient was improved, had rela- 
tively few part seizures, and very infreqüent 
general seizures in comparison with the 
earlier days of this experiment. During this 
period potassium reduction was not reduced 
to the point where cardiac manifestations 
were observed ; the electrocardiogram studies 
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were observed; the electrocardiogram stud- 
ies throughout the experiment showed no 
changes. He subsequently has had only 2 
seizures and EEG patterns show improved 
general background with occasional temporal 
lead alterations. 

It was felt that the reduction of intracellu- 
lar potassium in this patient, without as great 
a reduction of sodium and without any de- 
hydrating effects, had successfully brought 
out a focus, and that the role of potassium 
reduction in the convulsive state increased 
excitability and electrical potential change. 
As Gamble and others had shown there 
seemed to be a drop in potassium or an inter- 
change of potassium and sodium ions just 
prior to or during convulsive seizures (Figs. 
IO, II, 12). 

In the cases of Meniere’s disease and mi- 
graine, the program was not as rigidly car- 
ried out as with the epileptics. Moderate 
sodium intake restriction in the diet was 
combined with the use of the resin for a 
week to 10 days. The diet, however, was 
maintained. The first week of every month 
was used for additional resin administration. 
In other words, the patients remained on a 
limited sodium intake diet and for 1 week in 
4 took the ion exchange resin 3 times daily. 

In the epileptics several plans were carried 
out. In some the resin was given only for 
10 days with restriction of intake of Na to 
1,000 mgm, per day. The dosage of anti- 
convulsant drug was not varied from what 
the patient had been taking originally. Some 
patients were controlled without further dif- 
ficulty. In other instances, the resin was also 
given at intervals of 1 week in 4 with or 
without sodium intake restriction. If a series 
of convulsions again occurred, the more rigid 
regime of 1,000 тартп. Na diet intake and the 
resin was repeated for an intensive period 
of то days. Їп some cases we have had fail- 
ures to respond, particularly in psychomotor 
epilepsy and petit mal. 

Our experiments with electrolyte distor- 
tions by means of ion exchange resin lead 
us to believe that this method is effective in 
reducing neuronal sodium and retention of 
water, which tends to increase in the brains 
of epileptics and in attacks of migraine, 
whereas, in Meniere's disease, it tends to 
relieve and prevent the, development of hy- 
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Fic. 2.—H.B.—Normal control subject before taking resin showing normal low to medium voltage 


10 per second activity with some 15-per-second and some 7- to 8-per-second activity mixed representing 
normal cortical activity. 
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Fic. 4.—H.B.—Normal control subject. Normal tracing at end of 10-day experiment. 
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Fic. 5.—H.B.—Normal control subject. 
to the previous tracings 5 days after resum 


Tracing continues to show no essential changes as compared 
ption of normal diet and unrestricted Na intake. 
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Fic. 6.—B.W.—Abnorm: al electroencephalogram made before test period of resin showing bursts of 
dysrhythmia and seizure discharges with a predominant slow spike component and high voltage 3- to 4 
per-second waves. 
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Fic. 7.—B.W.—Tracing showed no seizure discharges with pattern mildly dysrhythmic containing 
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Fic, 8—B.W.—Tracing after 10 days of experiment showed no seizure discharges. Voltage 
activity is also lower. 
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Fic. 9.—B. ОРО contains numerous seizure discharges again 5 days after resum- 
ing normal diet and unrestricted Na intake. Rapid high voltage spike and a 3- to 4- -per-second wave is 


again prominent. . 
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Fic. 10.—Patient having repeated seizures and part seizure manifestations. EEG taken prior to admini 
tration of potassium binding ion exchange resin. Suspicious left anterior temporal lead abnormalities. 
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Fic. 11.—EEG after being on potassium binding ion exchange resin but with no sodium restrict 


d relatively li ium bindi i са т 3 
riim little sodium binding, Patient continuing to have seizures. Anticonvulsant drugs м6 5 


1954] 


drops of the endo- and perilymph of the 
labyrinths. It is our assumption that this is 
accomplished by creating and developing a 
compensated metabolic acidosis which results 
in spontaneous reduction in electrical activity 
and excitability in the epileptic, a dehydra- 
tion and neuronal sodium reduction for the 
sufferer of severe, repeated, or continuous 
migraine, and a reduced affinity or sensi- 
tivity of the labyrinthine cells to sodium. In 
the acid medium of the stomach, ammonium 
ion is displaced from the potassium and am- 


Fic, 12—EEG 4 days after supplementary resin, which bound both 


monium form of the resin and this results in 
NH,+ being free to be absorbed in the 
alkaline small bowel as ammonium chloride. 
Some of the Na, K, Ca, etc., must also dis- 
place some of the hydrogen from the resin 
and make it available for absorption with 
some anion. Theoretically, though, the am- 
monium form of the resin that was used 
could result in the absorption of considerable 
ammonium chloride, although the added po- 
tassium would tend to reduce the amount. 
Nevertheless, a mild or transient compen- 
sated metabolic acidosis could result and 
may have played a part in the.changes noted. 
The actual change in one or more electrolyte 


WALTER О, KLINGMAN I 


or their ratios would seem to be of more 
significance. 


SuMMARY 


Paroxysmal disorders of the nervous sys- 
tem such as epilepsy, migraine, and Meniere's 
disease can develop a disturbance of electro- 
lyte and water balance of cerebral and laby- 
rinthine tissues when the paroxysms of the 
attack become frequent and severe. Experi- 
mental work and tissue analysis support 
this assumption. The introduction of ion ex- 


potassium and sodium. Marked 
accentuation of the focal ‘abnormalities in left anterior temporal lead. 


change resins into the field of therapy has 
offered an opportunity to influence electro- 
lyte (particularly Na and K) and water bal- 
ance in these conditions, Clinical experience 
and results from the use of these resins have 
established their usefulness in the therapy of 
epilepsy, migraine, and Meniere’s disease. 
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DISCUSSION 


Donatp В. ЇлхрзгЕҮ, Pm.D. (Los Angeles, 
Calif.) —I should like to compliment Dr. Klingman 
on his very interesting and significant paper. The 
importance of intra- and intercellular environment, 
especially in terms of electrolyte and water balance, 
has long been recognized in neurophysiology. 
Matthews in England and Talaat in Sweden in the 
early 1930's demonstrated the significance of the 
fluid medium upon receptor response. Changing 
the electrolytes in the perfusing Ringer’s solution 
by increasing or decreasing Ca and K produced 
marked changes in the responsiveness of the indi- 
vidual receptors, both cutaneous and proprioceptive. 
Diminution of Ca markedly increased excitability 
and prolonged discharge of nerve impulses to re- 
ceptor stimulation, and also produced spontaneous 
discharge. Adaptation was markedly prolonged. 
Excess K had a depressant effect. " 

In the electrical response of nerve fibers there i$ 
a marked change also with the shifting of electro- 
lytes, especially Na. Hodgkin believes that the 
diffusion of Na into the giant axon of the squid is 
responsible for the reversal and very large magni- 
tude of the resting membrane potential and action 
potential relative to the interior of the axon (40 
to 100 millivolts). Brink and Bronk have demon- 
strated a tremendous increase in voltage response 
in giant squid axon by topical application of iso- 
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tonic sodium chloride; likewise with deficiency in 
calcium they have shown a waxing and waning of 
very large local electrical responses. 

These examples of changes in excitability and 
response of individual receptors and nerve fibers 
serve to reinforce the significance of electrolyte 
balance in cortical neurons, which Dr, Klingman 
has so well demonstrated on a molar level. Cer- 
tainly this is an area where much work should be 
carried on, not only in relation to neurological prob- 
lems such as the paroxysmal disorders described, 
but likewise in relation to mood swings and other 
phychological states. 

The EEG is particularly well adapted to the 
measurement and assessment of some of the changes 
produced by modification of electrolyte and water 
balance. Dr. Klingman’s records are striking in 
showing the marked changes produced with restric- 
tion and modification of electrolytes, especially Na. 
In addition to the EEG and those measures of 
blood and urine utilized by Dr. Klingman, it would 
seem that one might also profit from monitoring 
autonomic activity, metabolic rate, and perhaps 
other biochemical factors in the body fluids. Also, 
it would be important to attempt to assess psycho- 
logical and behavioral changes. 

Dr. Klingman’s EEG records demonstrate beauti- 
fully the shift in epileptics from a distinctly ab- 
normal state to a normal picture 10 days after 
Resodec and restricted salt intake. I should like 
to raise one question about the change in the EEG 
records, both in a normal control subject and in the 
two epileptics resistant to drugs. In studying those 
sample records submitted by Dr. Klingman with 
his paper, I believe I detect 2 changes in the 
normal alpha rhythm, apart from the marked ge- 
duction in abnormality of the epileptic records. 
These changes are an increase in the alpha fre- 
quency by perhaps 1 cycle per second, but more 
importantly a reduction in the amplitude of the 
alpha rhythm. In the occipital and parietal tracings 
the amplitude reduction amounts to perhaps as 
much as 100%, dropping from 50 to 70 microvolts 
before treatment to perhaps 20 to 30 microvolts 10 
days after treatment was begun. With the return 
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to a normal diet, the amplitude changes revert to 
their former high level, but frequency may continue 
slightly higher. 

I should like to present a single slide which illus- 
trates a very similar amplitude reduction of alpha 
activity by an anticonvulsant drug which also 
effectively controlled petit mal activity. It will be 
seen that with the heavier and more completely 
controlling dosages of Tridione, not only are ab- 
normalities abolished, but the alpha activity is re- 
duced. This is an important question: Is this detri- 
mental in any way to the patient? This question 
cannot at the present time be answered in terms of 
electroencephalography alone. However, it can be 
detected by EEG and should be carefully checked 
in clinical observation, and perhaps by psychological 
and behavioral tests. It is not sufficient to exclude 
an annoying source of abnormality in the form of 
paroxysmal attacks ; a reasonable balance of cortical 
electrical activity consistent with normal function- 
ing should also be insisted upon, 

Two things are suggested by these changes in 
the normal alpha rhythm: (1) reduction of sodium 
may be responsible for the reduced voltage, but 
another possible factor could be a general change 
in metabolism throughout the body; this might 
operate systematically to increase oxygen consump- 
tion, a factor known to increase alpha frequency, 
as one sees in hyperthyroidism, or the reverse in 
hypothyroidism; (2) reduction of sodium, or the 
secondary endocrinological response to this may 
give rise to increased tension and therefore increased 
sensory influx, a factor known to tend to desyn- 
chronize electrocortical activity. 

Let me hasten to assure Dr. Klingman that I 
have the utmost respect and enthusiasm for his find- 
ings in this important area, and only hope that he 
will continue his investigations of electrolyte balance 
and on an eyen broader scope of assessment of re- 
sults. His findings are certainly in line with pre- 
dictions that might have been made from earlier 
work with receptors and nerve fibers, and there is 
every reason to believe that cortical neurons should 
behave similarly so far as basic metabolism is 
concerned. 


PREFRONTAL LEUCOTOMY : 
REMARKS ON THE PATHOPHYSIOLOGY OF THE BRAIN 


i 
C. D. CONSTANTINIDES, M. D., лмо B. STROUSSOPOULOS, M. D. | 
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Between October 1947 and September 1949 
we operated upon 103 patients suffering from 
a variety of mental disorders. Nineteen re- 
coyered completely, 37 improved, 40 showed 
no change, and 7 died. The accompanying 
table presents a summary of our results. 

In reviewing our material it becomes clear 
that leucotomy may be applied in many types 
of mental disorder that threaten to become 
chronic and resistive to treatment, as long as 
there is still some display of emotional tone, 
However, it is difficult to foresee therapeu- 
tic results. 


TABLE 1 
RESULTS OF OPERATION ON 103 PATIENTS 
Recov- Improve- Fail- 


Diagnosis ery ment ure Deaths 
Schizophrenia .. 77 8 зі 34 4 
Paranoia ...... 7 I 3 2 I 
Manic-depressive 

psychosis .... 10 8 1 — 
Melancholia.... 2 2 — — — 
Psychoneurosis. т — I к\р 
Psychopathic 

personality... 4 — I 3 — 
Mental 


deficiency .... т 
Toxic psychosis. т 


Total ........ 103 19 37 


èll» 
ч.1 


Some patients react very favorably even 
though they appear quite deteriorated. The 
following 2 cases, female schizophrenics, are 
examples, 


The first had been ill for то years and treated in 
several hospitals. She was unable to speak coher- 
ently or to complete a thought, and was entirely 
unapproachable. Two years after the operation she 
was able to work in a clerical position. In the 
other case, the patient, previous to operation, was 
bordering on a vegetative state, but after operation 
was able to care for her home and children, 


Fear of disagreeable personality changes 
after operation should not deter the surgeon 
when something may he gained by leucot- 

1From the Department of Neurology and Psy- 
chiatry, University of Athens. 
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omy. Such changes as apathy, inertia, апі. 
lack of initiative are sometimes noted. These ' 
are probably due to the operation. On the | 
other hand, the symptoms usually mentioned 
as resulting from operation are more than | 
likely pre-existing peculiarities of behavior 
or concealed psychotic disturbances. Lacking 
complete knowledge of the prepsychotic per- 
sonality it is difficult to decide which symp- 
toms are due to the psychosis and which to 
the operation itself, Leucotomy does not 
produce mental changes of organic type. In 
only one of our patients was there a degree 
of inertia and apathy postoperatively that 
had not been present before. 

In attempting to explain the results of 
leucotomy, we suggest that the effect is nota 
local one but due to repercussions upon the 
brain as a whole. Isolation of the frontal 
lobe by severing its connections “neutralizes” 
its functions, The effects of leucotomy upon 
morbid affect prove clearly that there is а 
dizect or indirect relation between the frontal 
lobes and the function of affect. This rela- 
tion is dependent upon the thalamus and the 
hypothalamus through their connections, the 
thalamofrontal fibers. However, the exact 
nature of the mental functions altered by 
severing the fiber systems is not yet clear. 
The function of опе part of the brain i$ 
intimately related to the function of all other 
parts through the connections that go by 
various pathways. The functions altered by 
leucotomy should not be considered merely 
the product of frontal lobe activity, but of 
the brain as a-whole. If we suppose that the 
cause of certain mental disorders lies within 
the frontal areas and that after isolating OY 
“neutralizing” this part the patient recovers, 
the question is raised as to whether its mof- 
bid condition was primary or secondary, an 
also whether the frontal areas were affect 
entirely or only partially. It is true that 
leucotomy leaves intact certain connections 
of the frontal lobes with other parts of the 
brain, also that extensive operations are more 
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effective in overcoming the psychotic pattern. 
We base our theory on the inherent flexi- 
bility and adaptibility, or bipolarity of the 
functions of the nervous system, the ability 
of a healthy part of the cortex to assume the 
functions of the involved part. We believe 
that following leuctomy either some of the 
remaining frontal lobe takes over the abol- 
ished function or some other part of the 
brain is able to do so, thus restoring equi- 
librium and normal mental life. In other 
words, normal function can be restored by 
suppression of diseased portions that are 
overpowering the normal mechanisms. 

In cases in which no improvement occurs, 
either the disordered partis not adequately 
isolated (too limited an operation), or neigh- 
boring areas are also damaged preventing 
adequate functioning of essential areas (too 
extensive an operation). 

Regression is the rule in mental disorders, 
so that lower brain centers become operative 
in mental disease. Under such circumstances 
treatment may reinforce the activity of more 


C. D. CONSTANTINIDES AND B. STROUSSOPOULOS 197 


normal parts of the brain so as to overcome 
the defect left by isolating or “neutralizing” 
the malfunctioning part. The more complete 
the activity of the remaining cerebral tissue 
the better the clinical result. In cases in 
which the restoration of activity is incom- 
plete, there is some residual function of these 
uncontrolled subcortical centers. The result 
is reorganization of activity on a lower level. 
Such regression is accompanied by improve- 
ment in behavior. 


SUMMARY 


Based upon 103 cases of prefrontal leu- 
cotomy, our experience shows that the opera- 
tion should be performed in those cases that 
have failed to respond to other therapy and 
have become chronic. In many such cases 
the results are most satisfactory from the 
medical as well as from the social point of 
view. An attempt is made to explain the 
effect of leucotomy upon various mental dis- 
orders based upon conjectures concerning 
the pathophysiology of the brain. 


CHANGES IN SYMBOLIC EXPRESSION WITH AMYTAL SODIUM : 


EDWIN A. WEINSTEIN, M.D., ano SIDNEY MALITZ, CAPT. М.С. 
Wasuincton, D. C. 


The study of the effects of drugs on human 
behavior is a complex one. It involves not 
only physiological factors, but symbolic or 
psychological ones as well. In addition, in 
dealing with the motivation of behavior, it 
must be borne in mind that the observer 
himself is part of the experimental situation. 

In 1932, Lindemann(1) described altera- 
tions in verbal communication and mood 
under the influence of amytal sodium. Since 
then, many observers have reported changes 
in subjects who have received the drug intra- 
venously. These changes have been described 
in anatomical-physiological terms, such as 
“cortical depression" (2, 3), and in psycho- 
physiological terms, such as “release of in- 
hibition” and “loss of repression" (4, 5, 6). 

The data involved have varied greatly 
with different investigators and subject 
groups, and conceivably may have depended 
upon particular observer-subject relation- 
ships, rather than any basic neurophysiologi- 
cal mechanism. 

Lindemann, for instance, found that psy- 
chotic patients, who had been previously 
withdrawn, became "friendly, emotionally 
warm, and communicative” after receiving 
the drug. On the other hand, other observ- 
ers found agitation and withdrawal(7, 8). 
Hoch(9) noted the appearance of delusions, 
hallucinations, mannerisms, and incoherence 
in some psychotic patients, and “normaliz- 
ing” effects in others, 

Again according to Lindemann, the drug 
produced in normal, nonpsychotic persons a 
sense of well-being and serenity, with a de- 
sire to communicate, and increased talkative- 
ness. Wolf and Ripley(8), however, noted 
that "relaxation and freedom from anxiety 
occurred only when the setting was a secure 
one." They found that the drug had no pre- 
dictable effect on mood or attitude, and that 
a patient would often be made tense and tear- 


1 From the Neuropsychiatry Division of the 
Army Medical Service Graduate School, Walter 
Reed Army Medical Center, Washington, D. C. 

Supported in part by a grant-in-aid from the 
Lilly Research Laboratoties. 
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ful by the introduction of a disturbing topic. 
Lindemann's subjects were colleagues and 
graduate students, Wolf and Ripley worked 
with medical patients. 

Observations have been made mainly on 
patients who, prior to the drug adminis- 
tration, had marked difficulty in communi- 
cating ; many were psychotic. A few obser- 
vations have been based on interviews with 
patients having symptoms considered to be 
psychogenic. The'method of study has usu- 
ally involved a therapeutically centered dis- 
cussion of the patient's problems and atti- 
tudes, Emphasis has been on the content of 
his communication, rather than on the pat- 
tern of language. 

The present study is concerned with the 
effects of amytal sodium on the behavior of 
normal persons, i.e., those hospitalized for 
physical disabilities of organic origin who 
have shown no previous difficulties in com- 
munication, and whose symptoms have not 
been considered “neurotic” or “psychoso- 
matic.” Emphasis is on the patterns of lan- 
guage and other forms of symbolic expres- 
sion, rather than on content. 

In order to determine further the inter- 
relationship of psychological and physiologi- 
cal factors, the findings will be compared 
with those in a group of patients with similar 
physical disabilities who have shown evi- 
dence of pre-existing brain damage. 

In previously reported studies(10, 11, 12, 
13, 14), it was found that marked changes 
in symbolic expression occurred in patients 
with pre-existing brain disease when inter- 
viewed after receiving amytal sodium intra- 
venously. Thése changes were elicited 
mainly in response ‘to questions relating to 
their illness or hospitalization. The drug did 
not change the motivation to be well and 
leave the hospital. It changed the patterns 
of language in which these drives were 
expressed, 

When queried, prior to the administration 
of the drug, as to the nature of his illness 
and his whereabouts, the patient replied with 
a factual description of his symptoms or 2 
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statement of his diagnosis. While he may 
have expressed worry and concern about his 
illness and his hopes of leaving the hospital, 
he named and located it correctly. When 
asked the same questions after receiving up 
to 0.5 gms. of the drug intravenously, many 
patients completely denied the existence of 
illness, Or they attributed their hospitaliza- 
tion to some minor complaint, or confabu- 
lated some trivial reason for hospitalization. 

Instead of giving the correct name of the 
hospital, these patients substituted the name 
of one where they had been previously 
treated for a minor illness, or some small 
institution near home. Some gave responses 
such as “night club” or “rešt home,” or con- 
fabulated that they had taken a trip home. 
Others located the hospital close to their 
homes. Still others condensed the distance 
between home and hospital. 

It was pointed out that these responses 
were not manifestations of “confusion” or 
of defects in memory or calculation, but 
were purposive, orderly adaptive patterns 
which could be repeatedly demonstrated. 


METHOD 


Similar methods of observation have been 
used in the present study of 100 patientseon 
the medical, neurosurgical, and neurological 
wards of the Walter Reed Army Hospital. 
Fifty of these were hospitalized for illnesses 
or injuries involving the central nervous 
system (Group r)., The other 50 had clini- 
cal or laboratory evidence of: damage to the 
brain (Group 2). Comparable disabilities 
were present in both groups. 

All were completely oriented and aware 
of their disabilities. None showed any overt 
abnormalities in behavior at the time the 
drug was given. Following are the diagnostic 


categories : А 
Group 1. Patients Without Brain Disease 
(Total: 50) 
Peripheral nerve injury ..--+ 23 


Intervertebral disc syndrome. 
Chronic liver dysfunction... 
Amputees .... 
Miscellaneous . 


Коз» 


нн t 


Hodgkin's disease . 

Traumatic blindness .. 
Rheumatoid arthritis . dev 
Reiter's зупйготе..........- I 
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Diabetes 
Hyperthyroidism .. 
Scalp laceration ... 19 
Osteoma of skull ............ I 
Flexion of contractures of 
fingers 
Strongyloides infestation . 
Leukemia 


Group 2. Patients With Brain Disease 
(Total: 50) 


Convulsive state . 
Subarachnoid hemorrhage 


Interview Procedure.—Most subjects had 
not previously been seen by the examiners. 
They were told that they were to be given a 
test which required an injection, the answer- 
ing of some questions, and naming of ob- 
jects. About half asked if they were to be 
given “truth serum.” It was explained that 
the drug was similar, but was not being used 
for that purpose. 

Prior to, and immediately after, injection 
of the drug, the following specific questions 
were asked: What is your main trouble? 
How did it come about? Are you worried 
about it? What is the name of this place? 
Where is it located? How far are you from 
home? How long does it take to get there? 
Why did you come here? Have you ever 
been in another place of this name? What 
did you do last night? Who am I? Have you 
ever seen me before? If you had one wish, 
what would it be? 

These questions and the patients’ re- 
sponses, were recorded by a stenographer 
who was present throughout the interview. 

A 2.5% solution was injected intrave- 
nously at a rate of 0.05 gms. per minute, The 
subject was asked to count backwards from 
тоо to т. At the point where nystagmus, 
errors in counting, dysarthria, and drowsi- 
ness were produced, the same questions 
were repeated. If an answer differed from 
the one originally given, the question was 
again repeated, with a request for further 
details. 


RESULTS 
EFFECTS WITH STERILE WATER 


In 18 patients (9 from Group I and 9 
from Group 2) sterile’ water was injected 
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after the preliminary interview, and preced- 
ing the drug injection. These 18 patients 
were questioned before and after the intra- 
venous injection of sterile water. No 
changes in orientation or awareness of ill- 
ness were noted. 


EFFECTS WITH AMYTAL SODIUM 


Explicit Verbal Denial and Displacement. 
—Complete and persistent denial of illness 
or disability was expressed by 10 subjects in 
Group 2, and by none in Group т. Persisting 
displacement to a relatively minor infirmity 
was expressed by 7 in Group 2 and by none 
in Group т. 

A patient who had been operated on for 
a pituitary tumor denied, while under the 
influence of the drug, that he had any symp- 
toms and stated that he had not had an op- 
eration, Another with a fracture of the skull 
spoke of a “sore heel which has healed” as 
his main trouble. 

One who had been admitted to the hos- 
pital for headaches, gave “pain in his head” 
as his main trouble, prior to receiving the 
drug. With the drug, he answered the same 
question thus: "I think it’s my back; they 
think it’s my head.” > 

A patient with a cerebro-spinal fluid leak 
gave the following reasons for entering the 
hospital. In the pre-drug interview, he said, 
“Fluid again.” When given sterile water, he 
replied, “То be operated upon for leakage 
from my head.” With amytal sodium, he 
said, “I came here for hospitalization.” 

In the normal group, 4 patients made dis- 
placements to other areas of experience, but 
on further questioning admitted the disability 
previously given. Thus, one man who had 
formerly cited an ulnar nerve injury changed 
his main trouble, when given the drug, to 
“trouble with my wife” and “sex.” How- 

ever, when the question was repeated, he 
stated he had come to the hospital because 
of his injury. 

A patient with arthritis, who in the pre- 
drug interview had given "stiffness in the 
joints" аз his main trouble, with the drug 
said, "The nurses are giving me a hard 
time." But on further questioning, he ad- 
mitted his fingers were stiff. 

Other patients, who at first replied to the 
question about illness with an account of 
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their symptoms, with the drug said, “I want 
to go home.” Several patients in the nor- 
mal group, who prior to receiving the drug 
gave as a “wish” the desire to get well, with 
the drug expressed as their wish such ideas 
as “getting home,” “being able to play 
basketball.” 

Projection to and Identification With 
Third Persons—This was expressed by 17 
subjects in Group 1, and 25 in Group 2, 
Those, who prior to the injection had de- 
scribed their illness in the first person, now 
spoke of other persons as having complaints, 
in several instances identical with their own. 

When asked if he was worried, one man 
in the normal group, before being given the 
drug, replied, “No, I ain’t worried. It’s no 
use, I try to keep it off my mind.” After 
the drug administration he answered, “Yes, 
about my mother. She’s been pretty sick, 
and my father hasn’t been feeling too good, 
Brother has stomach trouble, and sister has 
scarlatina.” 

During the drug injection, an alcoholic 
patient spoke of how worried his mother 
was because his brother drank. A very ap- 
prehensive patient, who had not mentioned 
her mother in the pre-drug interview, later 
said, “My mother is nervous. The worry 
bird.” At the end of a session, one patient 
volunteered the information that his sister 
had once been interviewed by a psychiatrist. 

Frequently, a third person became the 
subject of the sentence, although the patient 
had previously recounted the circumstances 
of his illness in the first person. Thus, “I 
want to go home” was changed to “My 
family wants me to go home.” A patient 
who had formerly said, “I came to the hos- 
pital to discover why I was at a complete 
loss about the vision in my right eye,’ 
changed this response to “so they could dis- 
cover the trouble that my civilian doctors 
hadn't discovered." 

Under influence of the drug, other pa- 
tients talked about what doctors or officers 
had said or done. Before the drug, they ex- 
pressed concern over their illness in the first 
person, in such statements as “1 am worried 
or "I hope I get out of here soon." After 
the injection, they quoted doctors' statements 
as to their well-being and prognosis. 

One patient's statement changed from 
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“pretty severe headaches, tumor” to “Tumor 
—that’s what the doctors say.” Another 
soldier, who had first said, “I went to the 
medics, gave me pills for nervousness,” then 
put it this way, “The knuckle-headed medics 
told me I was nervous.” A man with a 
repair of a self-inflicted gunshot wound of 
the head first gave as his reason for entering 
the hospital, “I guess to do this” (indicating 
his head). After the drug, he said, “The 
doctors thought it would be the best place 
for me.” 

Another patient substituted his own pre- 
viously expressed concern about himself 
with the comment, “The Army is infallible.” 
One man, prior to the drug, gave “diabetes” 
as his main trouble. Later, he said, “I don’t 
have any trouble. They told me I have 
diabetes." 

The words and motives attributed to other 
persons usually had some basis in fact. But 
in a number of instances, in both groups, 
they were confabulatory or delusional. Thus, 
before the drug, one patient gave as the 
reason for hospitalization, "to have a plate 
put in my head." After the injection, he 
said, "That doctor wanted to put me in the 
hospital. There's nothing wrong with me. 
He just wanted to put me in the hospital." 

Another soldier had been admitted with an 
arm injury he received when he stepped on 
a mine in Korea. Prior to the drug, he re- 
lated his experience in the usual direct, 
factual way. With the drug, he told how 
"Eddie" (his own‘name) had stepped on 
the mine and had got a cast put on his arm. 

On the other hand, a number of patients 
with relatives who were seriously ill, did not 
mention them at all during the interview. 

It appeared as if the “other person” were 
being used by the subject as a means of ex- 
pressing feelings about himself. This was а 
mechanism which provided reassurance ог 
satisfaction of his own néeds—a type of re- 
duplication and displacement of the illness, 
or the blame or responsibility for it, to some- 
one else, p 

Selective Misinterpretation—Under the 
influence of the drug, 35 subjects in both 
groups gave a more personalized motivated 
and selective meaning to the examiners’ ques- 
tions, particularly in answer to “What is 
your main trouble?” Those who had pre- 
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viously answered this query with some symp- 
tom or diagnostic category, said, after the 
injection, “I haven't gotten into trouble,” or, 
“Tm having trouble with my Army orders,” 
or, “I never gave anyone any trouble,” This 
selective misinterpretation or misperception 
of questions about illness was significant. If 
the patient was then asked, “How do you 
feel now?” or “Where did I touch you?” 
his reply coincided with the referential con- 
text of the examiner, as it had in the pre- 
drug questioning. 

Use of Physical or “Concrete” Symbols.— 
Fourteen patients in both groups talked 
about their illness, the circumstances of hos- 
pitalization, and the objects in the envi- 
ronment with detailed descriptions of the 
physical aspects, often using metaphors, col- 
loquialisms, slang, or profanity. One subject, 
prior to receiving the drug, complained of 
having been kept in the hospital and sub- 
jected to tests, even though he felt well. 
With the drug, he talked of "being penned 
up here” and “all the needle-punching and 
knife-cutting.” Another patient, when asked 
if he had had an operation, replied, “Yes sir. 
I had a slight stab wound of the abdomen 
after a street fight, so they took out my ap- 
pendix.”* After injection he replied to the 
same question: “Yes sir, some asshole put 
a pen knife in my gut, so they took out my 
appendix.” 

What was referred to as a “lumbar tap,” 


. prior to injection, became “They take your 


——<ing blood and spinal fluid.” A patient 
who had come to the hospital for revision of 
a skull plate referred to it while under the 
effects of the drug as a “saucer”; another 
spoke of his skull defect as that “hole in my 
head.” One man referred to the contents of 
the syringe as “juice.” Many spoke of the 
experience in slang terms which are usually 
used to describe the effects of alcohol. 
Identification of the Hospital—Changes 
in the manner of naming and locating the 
hospital occurred in both groups. Misnam- 
ing, in terms of another existing hospital, oc- 
curred only in, patients with pre-existing 
brain disease, One man said he was in “Percy 
Jones Hospital” and another at “Tokyo 
Army Hospital.” ‘These men had actually 
been at these hospitals prior to Walter Reed. 
One subject in the normal group, after 
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naming the hospital correctly, remarked, “I 
had the feeling I wanted to say I was in the 
97th General Hospital.” (He had been hos- 
pitalized there in Germany, prior to being 
evacuated to the United States). Nonexist- 
ent hospitals, such as “Walteoha Tommy 
Hospital” and “Coolidge Memorial Hos- 
pital,” were also given, but only by patients 
in Group 2. This group also named such 
places as “Palladium Ballroom,” “Paradise,” 
“Oxford Pool Room,” and a “Honky-tonk 
Train.” Likewise, confabulated journeys 
were described only by patients with brain 
disease. 

A change occurring in both groups in 
naming the hospital was to use a qualifying 
adjective or attribute expressing some per- 
sonal feeling. Among these were “Walter 
Reed, best hospital there is,” “Walter Reed 
Nut House,” or “Walter Reed, and now I 
know why they call it a holding company.” 
(A “holding company” is the term used to 
describe the unit to which hospitalized pa- 
tients become attached or assigned until their 
hospitalization is terminated.) 

Another change in both groups was to an- 
swer the question, “What is the name of 
this place?” with some very specific location, 
such as “next to the nurses’ office,” or, “in 
the examining room.” Some patients gave 
the number of the ward, or a more precise 
address than “Walter Reed Hospital, Wash- 
ington, D. C." which had been the answer in 
the pre-drug and sterile water interviews. 

Another kind of misnaming that occurred 
in each group involved a rearrangement or 
alternation in the components of the name of 
the hospital. These included, “General Wal- 
ter Reed Hospital,” “Walter Reed Army 
Washington Hospital,” and “Walter Reeves 
Hospital.” 

Identification of the Examiner—In all 
instances, patients answered the question, 
“Who am 1?” accurately, prior to the drug. 
They said, “doctor,” “psychiatrist,” or “med- 
ical officer,” and sometimes used the exam- 
iner’s name. With the drug, gross misiden- 
tification occurred only in the brain damaged 
group, Their replies included “attorney-at- 
law,” “insurance agent," or some person 
known to the patient. 

In both groups, ‘occurred a phenomenon 
in which the examiner was named in terms 
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of some single aspect of his function (para- 
phasia) which reflected the experience or 
feelings of the patient. Thus, the examiner 
was selectively identified as a “question 
asker,” “needle sticker,” and “butcher.” 
Other responses were “big brass doctor,” 
“big wheel,” and, several times, “рзусһо- 
path” or “psychopathic.” Such responses 
were not simply errors due to ignorance of 
the proper term, but were highly motivated. 
The examiner had been referred to as a psy- 
chiatrist in the pre-drug interview. Several 
patients in Group 2 gave cryptic answers, 
such as “collector of elephant tusks” and 
“man who brings up the pajamas.” 
Psychomotor Activity.—A total of 30 pa- 
tients from both groups showed no change 
in either verbal or nonverbal aspects of be- 
havior after receiving the drug. Drowsiness 
was present in varying degrees in 87 pa- 
tients. Marked drowsiness and withdrawal 
(to the extent that the patient did not an- 
swer repeated questions) were found in only 
5, all in Group 2, Drowsiness increased in 
any given patient as more drug was admin- 
istered. But there was no constant relation- 
ship between the degree of drowsiness and 
the amount of drug given. The 5 patients 
who failed to respond showed this reaction 
after receiving comparatively small amounts 
—0.2 to 0.3 gms. Others received up to 0.6 
and 0.7 gms. without becoming drowsy. . 
Unlike the nystagmus which appeared in 
all patients, the drowsiness, dysarthria, and 
ataxia were largely selective phenomena 
This is significant because it indicates that 
they cannot be explained solely in terms of 
some particular neurophysiologic mechanism 
of action of barbiturates. For example, 
when certain questions were asked, some 
patients appeared to be drowsy and with 
drawn, yet tkey answered other questions 
promptly. A patient would be mute or 
markedly dysarthric when asked about his 
illness or where he was, but when questione 
as to how he felt or what his name was, he 
would answer promptly and clearly. When 
asked for the date, the digits 195— of the 
year would be given distinctly, while the last 
digit would be inaudible. When told the 
test was over, some patients who had seeme 
to be sound asleep roused promptly. Sim! 
larly, the ataxia produced by the drug had 
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selective aspects. Patients, who started back 
to their beds with a fairly steady gait, would 
reel and stagger on passing the nurses’ office, 
or seeing their friends, 

Alterations in verbal productivity were 
noted in 47 patients. Though the same num- 
ber of questions was asked, 22 patients were 
more talkative with the drug than before, 
while 25 said less. Increased motor activity 
occurred with 14 patients; in 10, it took the 
form of restlessness and gross movements 
of the extremities. Manneristic or ritualistic 
acts included thumb sucking, nail biting, tap- 
ping of the hands or feet, rubbing the face, 
manipulation about the genital region, and 
blinking. 

Mood.—Changes in mood were difficult to 
evaluate as observable phenomena because 
they involved the observer's participation. 
If patients joked and expressed a feeling of 
well-being by their tone of voice, producing 
a corresponding feeling of well-being in the 
examiner, they were classified as “euphoric.” 
However, some subjects who laughed and 
joked were regarded as “paranoid” because 
of the feeling created in the examiner and 
his expectation of the patient's further 
behavior. 

For example, there were differences of 
opinion in evaluating the mood of patients 
who called the observer “needle-sticker” or 
“psychopath.” Such factors as the exam- 
iner's background and experience, his feel- 
ing of security during the interview, and his 
attitude toward the patient are manifestly of 
great importance. Sometimes, what had 
been evaluated as a “euphoric” attitude was 
quickly changed to one considered “de- 
pressed” or “paranoid” or “hostile.” A 
striking feature in many subjects was the 
ludicrous or dramatic quality of their re- 
sponse. Some patients appeared to be play- 
ing the role of drunken’ comedian as they 
staggered about. Others, with an air of 
tragedy, loudly denounced whomever they 
felt was to blame for their trouble. One man 
referred to the hospital as a “suicide place. 

The “euphoric” and “paranoid” language 
appeared contradictory when content only 
was considered, From the standpoint of 
pattern of communication, however, they 
were very similar. The selective misnaming 
and misinterpretation, the change to more 
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“physical” and experiential symbols, and 
the projection to other persons were noted 
in many patients in both groups. 

Eleven patients in Group 1 and 17 in 
Group 2 were classified as “euphoric.” Some 
became euphoric after receiving very small 
amounts of the drug. Others did not show 
a euphoric reaction until the total dose had 
been given. A few did not appear euphoric 
until the test was completed. When a 
euphoric level was reached, the injection of 
more drug did not usually increase it. While 
there were more euphoric patients in the 
brain damage group, the individual patients 
did not necessarily show a greater degree of 
euphoria than in the normal group. 


Discussion 


After the intravenous administration of 
amobarbital sodium, changes in symbolic ех- 
pression occurred in the normal patients, as 
well as in those with brain damage. The be- 
havior patterns differed mainly in incidence, 
duration, and degree. While the normal pa- 
tients did not explicitly deny illness, they 
too resorted to certain characteristic sym- 
bolic forms, such as talking about their ill- 
ness in'the third person, From a conative 
standpoint, these symbol mechanisms ap- 
peared to solve some of the threatening as- 
pects of the illness, or, more particularly, of 
the interpersonal situation that necessitated 
talking about it. 

Patients who, prior to receiving the drug, 
had described the circumstances of their ill- 
ness and hospitalization in the first person, 
now gave accounts in which another person 
had symptoms, was responsible for their 
hospitalization, or was quoted as predicting 
а cure. While such statements were usually 
based on some degree of truth, the patient 
did not use them solely in a factual, literal 
sense, but as a vehicle for the expression of 
his own feelings about the situation. These 
changes in symbolic expression must be care- 
fully considered in evaluating recalled mem- 
ories, discussions of relations with other 
people, and "confessions" which may be 
brought out in amytal interviews. 

Not only are people in the individual's 
past experience used at the new symbolic 
level, but objects, places, and persons in the 
environment as well. In calling the exam- 
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iner a “question-asker” or “needle-sticker,” 
the patient is not merely identifying the ex- 
aminer; he is also expressing his feelings 
about the situation. Altering the name of the 
hospital, while it still serves the purpose of 
identification and reference, is also a means 
of expressing and resolving the patient’s 
concern about the problems of incapacity 
and confinement. This relation between the 
motivation to be well and leave the hospital, 
and the elements of the patterns of disorien- 
tation for place, was first pointed out by 
Paterson and Zangwill in their study of pa- 
tients with brain injury(15). 

Amobarbital sodium has generally been 
regarded as producing a “release of repres- 
sions" or “inhibitions” (4, 5, 6, 16, 17, 18, 
19) so that motivations, attitudes, and anam- 
nestic data that have hitherto been concealed 
are brought out. This, however, does not 
satisfactorily explain the changes in behavior 
in the roo patients studied here. Many 
showed по change. Some talked more, 
others talked less, and while some talked 
more, they communicated less information. 
The drive to be well (the particular motiva- 
tion studied) was not altered. Rather the 
change was in the patient's symbolie expres- 
sion of this drive. The new symbols were 
not necessarily ones that had been hidden 
or "repressed," but were an adaptation and 
a more effective defense in a situation of 
greater stress. 

Tt has been shown previously that patients 
who persistently denied their illness (ano- 
Sognosia) before injection, did not admit it 
after injection(10). One patient had said 
he wanted “to be well.” During the injec- 
tion he changed his wish, saying he wanted 
"to. play basketball." This patient was not 
uncovering a hitherto suppressed desire. He 
was communicating the same meaning at a 
more highly personalized symbolic level. 

That the Changes in behavior were related 
to the effects of the drug on brain function 
is shown by the fact that they did not occur 
with the injection of sterile water, and were 
more pronounced in patients with brain 
damage. However, they cannot be explained 
in terms of any of the, suggested neuro- 
physiological mechanisms, such as “cortical 
depression,” even though it is true that bar- 
biturates depress the action of the central 
nervous system. 
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Despite the presence of such physiological 
effects as nystagmus, no behavioral changes 
were observed in some patients. Euphoria 
cannot be explained solely in physiological 
terms. Nor can the drug be considered pri- 
marily a “euphoriant,” since some patients, 
instead of becoming euphoric, became with- 
drawn, lethargic, or paranoid after its ad- 
ministration. Frequently, patients with brain 
damage showed less euphoria than those in 
the normal group. It was apparent that the 
euphoria, the drowsiness, the ataxia, and 
the dysarthria had symbolic as well as physi- 
ological aspects. Some patients appeared 
drowsy and gave inaudible answers to cer- 
tain questions, particularly about illness, yet 
they were alert to other questions. The de- 
gree of ataxia varied greatly with the audi- 
ence, an observation also noted by Wikler 
(20). On the other hand, nystagmus oc- 
curred in every patient, Other investigators 
have found that changes in the EEG record 
(21) are also constant. The mood changes, 
psychomotor activity, and drowsiness are in 
part symbolic devices which, along with 
verbal productions, are used by the patient 
in his adaptation or defense. : 

In the formation of the new symbolic in- 
tegration there appeared to be a great factor 
of selectivity of perception. Certain features 
of the environment were chosen and others 
excluded. In the misnaming of a person, 
object, or place, some single aspect of the 
Structure or function or name was selected: 
a plate to fill in a skull defect was called a 
“saucer,” the examiner a “needle sticker." 
In responses to the question about “main 
trouble” some particular and less threaten- 
ing meaning of the word “trouble” apart 
from illness was selected. Similarly, some 
aspect of the patient’s past experience was 
selected as “having a hard time with the 
nurses” in answer te a question about illness. 
Such selection was not fortuitous but highly 
motivated. 

Our observations, therefore, cannot be 
translated directly into physiological or psy- 
chophysiological concepts. Amobarbital 50- 
dium produces an alteration of brain func- 
tion providing a milieu in which changes in 
patterns of symbolic expression may b 
evolved. The relationship among physiologi- 
cal, perceptual, and symbolic factors appears 
similar to that which occurs in sleep and 
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dreams. Whether or not these symbolic pat- 
terns appear, and their nature, seem to be de- 
termined mainly by motivational forces and 
the character of the subject-observer rela- 
tionship. Wikler(22), in discussing the gen- 
eral principles of drug action, stated that 
biological “properties” and “functions” are 
attributes of a single factor—the observer- 
environment complex—and could be defined 
only in terms of the operations that are ac- 
tually carried out by the observer. The ex- 
perimental conditions described here pre- 
sented a number of stressful features, as 
the existence of the illness, lack of previous 
acquaintance with the examiners, and fear 
of the effects of the drug. In this situation 
the person’s response may be regarded as a 
defense or adaptation. The symbols used 
are not peculiar to the effects of amobarbital 
sodium but may be noted in the language of 
humor, drama, prayer, poetry, myth, and 
profanity, all of which may serve to resolve 
a threatening situation, 


CONCLUSIONS 


1. Attitudes toward and recognition of ill- 
ness and hospitalization were studied before 
and during the intravenous administration 
of amobarbital sodium. Changes in langtage 
patterns and nonverbal aspects of behavior 
were compared in 50 patients with pre-exist- 
ing brain disease and a like number of nor- 
mal subjects with comparable disabilities. 

2. Prior to receiving the drug, all patients 
expressed awareness of illness, were com- 
pletely oriented for place, and identified the 
examiners correctly. With the drug, explicit 
denial of illness, disorientation for place, 
and gross misidentification of the examiners 
occurred only in some of the patients with 
brain damage. In the normal group, sub- 
jects talked of illness in terms of a third 
person, used more "concrete" symbols, se- 
lectivly misinterpreted questions about ill- 
ness and misnamed the examiners in “para- 
phasic” fashion. (Е 

3. Amobarbital sodium did not necessarily 
make patients more communicative. Thirty 
patients in both groups showed no changes 
in verbal or nonverbal behavior. Some talked 
more, others less. Н ў 

4. Euphoria was noted in.11 patients in the 
normal group and in 17 with brain disease. 
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The euphoria frequently alternated with 
paranoid and depressed attitudes. It was 
not related to the dosage of the drug and in 
some instances came on after the interview 
was terminated. Ludicrous aspects of be- 
havior were prominent. 

5. The euphoria, drowsiness, dysarthria, 
and dystaxia produced, unlike the nystagmus, 
cannot be explained in terms of any particu- 
lar neurophysiologic mechanism of action of 
barbiturates but must be considered in sym- 
bolic as well as physiological concepts. 

6. Amobarbital sodium, given under the 
conditions described, appeared to provide a 
milieu of brain function in which not new 
motivations but new symbolic forms for 
their expression could be evolved and main- 
tained. These are best interpreted not in 
terms of "release of repressed material" but 
as an adaptive, more effective defense in a 
situation of greater stress. 

7. The productions of patients under the 
influence of amobarbital sodium should be 
interpreted not only in a factual referential 
context but as a symbolic representation of 
wishes and feelings expressed in personal, 
spatial, and temporal terms. 

8. The observed behavior could not be 
explained in physiological or psychophysio- 
logical terms as “cortical depression” or 
“release of inhibition.” It is suggested that 
much of the behavior ascribed to such mech- 
anisms may be largely manifestations of a 
particular observer-subject relationship. 
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THE ONE HUNDRED AND TENTH ANNUAL MEETING 
ST. LOUIS, MISSOURI, 1954 


The One Hundred and Tenth Annual 
Meeting of The American Psychiatric Asso- 
ciation was held in St. Louis, Missouri, at 
the Kiel Auditorium, May 3 through May 7, 
1954. The official opening meeting was 
called to order by Dr. Kenneth E. Appel, 
President, at 9:40 a.m. on Monday, May 3. 
The Reverend Dr. Wesley Hager, president 
of the Metropolitan Church Federation of 
St. Louis and Rabbi Julius Gordon of 
Temple Shaare Emeth gave invocations. 
Mayor Raymond R. Tucker welcomed the 
members on behalf of his city and Dr. Ethan 
Shapley, Chancellor of Washington Univer- 
sity, added a few further words of welcome. 

Dr. Appel, with a few words of congratu- 
lations, introduced the President-Elect, Dr. 
Arthur Р. Noyes. Dr. Noyes expressed his 
thanks and stated that his election is really 
a tribute to his position as a mental hospital 
superintendent and a tribute to the 38 апеп 
who founded the APA, all of whom were 
likewise medical superintendents of mental 
institutions, The seventh annual report of 
the Medical Director, Dr. Daniel Blain, was 
given and received with interest and appre- 
ciation, Dr. Edwin Gildea, Chairman, re- 
ported for the Arrangements Committee giv- 
ing an outline of diversional programs for 
members and for the ladies. Dr. David A. 
Young, Chairman of the Program Com- 
mittee, expressed appreciation to all who had 
been helpful in advice and suggestions in the 
preparation of the program. He called at- 
tention to the fact that the deadline for 
papers, films, etc. for the next annual meet- 
ing is October 24, 1954. 

Dr. R. Finley Gayle, Jr., Secretary, read 
a word of greeting from the World Federa- 
tion for Mental Health and then reported the 
total membership as 8,347, including 2,201 
Fellows, 4,475 Members, 1,206 Associate 
Members, 279 Life Fellows, 32 Life Mem- 
bers, 23 Honorary Members, 84 Correspond- 
ing Members and Corresponding Fellows, 


and 47 Inactive Members. Dr. Gayle pointed 
out that this number did not include members 
to be elected at this annual meeting. The 
total membership in 1953 was 7,609 so that 
there is an increase this year of 738. The 
next matter of business was the report of the 
Treasurer, Dr. Howard W. Potter, for the 
fiscal year ending March 31, 1954. This re- 
ports appears separately as a part of these 
Proceedings. 

President Appel introduced the officers 
and councillors of the Association who were 
seated on the platform. He then delivered 
the Presidential Address on “The Present 
Challenge of Psychiatry.” This splendid and 
interesting address was received enthusias- 
tically by the audience and praised by Dr. 
Noyes in his response. Following this ad- 
dress, the membership rose while the Secre- 
tary read a memorial to deceased members. 
The Reverend Е. Н. Behrman, director of 
Psychological Services of the Archdiocese of 
St. Louis, closed the meeting with a few 
words on psychiatry and religion. 

At the next business session for members 
on Tuesday, May 4, Dr. Crawford Baganz, 
Chairman of the Board of Tellers, gave the 
result of the mail ballot for the election of 
Officers and Councillors as follows: Presi- 
dent-Elect, Dr. К. Finley Gayle, Jr. ; Secre- 
tary, Dr. William Malamud ; Treasurer, Dr. 
Jack R. Ewalt; Councillors, Dr. Douglass 
W. Orr, Dr. George N. Raines, and Dr. 
Raymond Waggoner ; and for Auditor, Dr. 
Joseph С. Sutton. He stated that total bal- 
lots mailed were 6,373, that 3,792 were re- 
turned, and 25 were illegal. Dr. Baganz also 
reported on the referendum ballot on the 
purchase of a permanent home for the Asso- 
ciation: on the question, “Do you support 
Council action that Central Office of APA 
be located in Washington, D. C. with re- 
gional offices in New York and Toronto?” 
3,360 ballots were cast, 17 illegal, 2,265 
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approving, and 1,063 disapproving. To the 
question, “Do you authorize Council to pro- 
ceed with negotiations for acquiring office 
space for a central office in Washington with 
the understanding that (a) negotiations shall 
not be entered into for the purchase of any 
property that calls for an investment of more 
than $150,000; (b) that no final commit- 
ment to purchase a property shall be entered 
into without further official vote of the Mem- 
bers?” 2,116 voted approval and 1,055 voted 
disapproval. 

Dr. Winfred Overholser gave the report 
of the Committee to Investigate Office Facili- 
ties in Washington, stating that this Com- 
mittee did not think it feasible to construct 
an office building, and that after extensive 
investigation they have found a property at 
1704 18th Street, N.W., which appears to 
meet all requirements. Dr. Overholser gave 
a detailed description of this property and 
showed slides of it. Dr. William Terhune, 
Chairman of the Building Fund Committee, 
discussed the program for raising the neces- 
sary $200,000 and asked the members to 
support his committee in raising this fund 
as quickly and inexpensively as possible. 

At the business session on Wednesday 
morning, Dr. Gayle presented to the mem- 
bership for acceptance the following district 
branches: Indiana District Branch, Suffolk 
County (N.Y.) District Branch, Maryland 
District Branch, Massachusetts District 
Branch, Northern California District Branch, 
Connecticut District Branch and Metropoli- 
tan Washington (D.C.) District Branch. 
Each of these district branches were voted 
upon separately and all were accepted. Dr. 
Gayle then presented the application of the 
East Bay (California) Psychiatric Society 
for the status of an Affiliate Society of the 
APA which was duly approved. Following 
this Dr. Gayle reported to the membership 
important actions of Council during the past 
year which were adopted and ratified by the 
membership. These appear separately as a 
part of these Proceedings. 

Dr. Henry P. Davidson, Chairman of the 
Committee on Constitution and By-Laws, 
read the following proposed amendments to 
the Constitution and By-Laws which will be 
voted upon by mail ballot: 

Proposition No. 1: That Section 3, Article VIII, 
of the Constitution be amended as follows: 

Section 3—After a proposed amendment (no 
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matter how originated) is read at an Annual Meet. _ 
ing, the text therefor shall be published in the 
Journal (or otherwise made known to the member- 
ship) not later than January т. The proposed 
amendment(s) to be submitted to the membership 
by mail for mail ballot at the time of: and in the 
manner provided for in the By-Laws for voting for 
candidates for office of the Association, All Fellows, 
Life Members, Life Fellows and Members shall be 
eligible to vote. If more than ro per cent of the 
eligible voters return properly marked ballots; and 
if more than two-thirds of such ballots are favora- 
ble to the proposed amendments, then the proposal 
shall be considered adopted and the Constitution 
amended accordingly. (Final sentence eliminated, 
which reads as follows: “A date for the counting 
of the ballots shall be indicated in a memorandum. 
sent out with each ballot; this date shall be not less 
than 21 nor more than 60 days after the mailing, 
and all proper ballots received prior to the date of 
counting shall be tallied.") 

Section 3a of Article VI of the By-Laws is 
amended to read as follows: 

Secrion 3a—“After a proposed amendment to 
the Constitution or By-Laws has been circularized 
or published in the Journal pursuant to Article УШ 
of the Constitution, ће Secretary of the Association 
shall prepare an official verbatim text of the pro- 
posed amendment or the proposed new By-Law, 
preceded by extracts of the portions of the Constitu- 
tion and By-Laws that would thereby be amended. 
Under this text matter, there shall be printed the 
phrase ‘Are you in favor of this proposed amend- 
ment?’ and the words ‘Yes’ and ‘No’ on separate 
lines with space to indicate the voter’s choice.” 
(Remainder of sub-section and sub-section 3b 
eliminated.) 

Section 6 of Article VI is amended to read as 
follows: i 

Certification.—After the tally of each mail poll, 
the Tellers shall prepare a written certificate, indi- 
cating the number of ballots counted, the number of 
votes cast affirmatively and negatively and for ea 
candidate, the number of ballots disqualified and the 
reasons therefor, and the net results of the election. 
(Following deleted: “Except in the case of candi- 
dates for office, the complete text of this certificate 
shall be published in the next issue of the Journal. 
In the case of elections of candidates for office. 2) 
The full text of this certificate shall be published in 
the first issue of the Journal to go to press after 
fhe Annual Meeting at which the election results 
have been announced. 

Proposition 2. Auditors. 1 

Article IV, Section 4 of Constitution: Abolish 
entire Section, retitle Article IV, Section 3. З 

Article VI, Section 1: Delete the words "one 
auditor” to read “the President-Elect, the Secretary 
the Treasurer, and the appropriate number of Coun- 
cillors shall be elected annually by mail ballots a5 
provided in the By-Laws and in accordance with 
Section 7 of this Article.” hap 

Article VI, Section 2: Delete “and auditors 
from sentence 2, which shall now read “councillors 
shall serve for 3 years.” 
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Article VII, Section 4: Delete entirely. Substi- 
tute “The Council shall employ a firm of profes- 
sional auditors to audit the accounts of the associa- 
tion and the council shall present a statement of 
the same in its annual report to the members.” 

Article VII, Section 6: In addition to “The 
Council shall control the funds in the possession of 
the association” insert “and shall designate the de- 
positories in which the treasurer shall keep these 
funds.” The rest of the Section continues as un- 
changed. 

Proposition 3: Article VII of the By-Laws is 
hereby deleted and in its place the following is 
inserted : 

1. The Council upon its own initiative or upon 
the application of not less than 20 Fellows or Mem- 
bers or Associate Members may present to the As- 
sociation a proposal for a section which shall have 
its own special program. Upon approval of the 
Association the following plan shall be adopted : 

a. A section of the American Psychiatric Asso- 
ciation shall be established and appropriately named. 

b. A section chairman and secretary shall be 
elected by the section. The chairman shall be a 
Fellow of the American Psychiatric Association. 

2. A section may be dissolved by recommendation 
of the Council and approval of the Association or 
by the majority vote of the section and approval of 
the Association. 

Proposition 4: Amends the Constitution and By- 

Laws as follows : 
‚ “a. Article II, Section 1, of the Constitution 
is hereby amended by substituting the words Hon- 
orary Fellows and Corresponding Fellows, in 
place of Honorary Members and Corresponding 
Members. n 

b. Article III, Section 2, of the Constitution is 
hereby amended by substituting the words Honor- 
ary and Corresponding Fellows in place of Honor- 
ary and Corresponding Members. 

c. Article IIT, Section 7, of the Constitution is 
hereby amended by substituting the words Honor- 
ary Fellows in place of Honorary Members. 

d. Article III, Section 11, of the Constitution is 
hereby amended by substituting the words Corre- 
sponding Fellows in place of Corresponding 
Members, 

е. Article V of the Constitution, is hereby 
amended by substituting the words Honorary Fel- 
lows and Corresponding Fellows in place of Honor- 
ary Members and Corresponding Members.” 

Proposition 5: Article V, Section 2 of the By- 
Laws is amended as follows: « py 

The last three sentences of the Section beginning 
with “The Assembly shall consider . . .” and end- 
ing with “. . , the Annual Meeting of the Associa- 
tion” are deleted and in their place insert the 
following : " 

"The Assembly shall consider matters referred 
to it by Council and advise Council thereon; and 
Present to the Council suggestions and recommen- 
dations on any other matters pertaining to the 
objectives of the Association." 


The recommendations of the Committee 
on Membership, as approved by Council, 
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relative to the election of new members and 
changes of status of certain members was 
read by Dr. Herbert S. Gaskill, Chairman, 
and duly accepted. Dr. Gayle then an- 
nounced that the total registration was 2,388, 
including 1,400 members, 588 guests, and 
400 ladies. 

The annual banquet, held on the evening 

of May 5, was a most enjoyable affair. At 
this time, the President, retiring officers, 
councillors, and committee chairmen were 
presented with Certificates of Commenda- 
tion, and the President’s Badge was awarded 
to Dr. Kenneth E. Appel. The Isaac Ray 
Lectureship Award was presented to The 
Honorable John Biggs, Jr., Chief Judge of 
the U. S. Court of Appeals, Third Circuit, 
Wilmington, Delaware. The Mental Hos- 
pital Awards were made as follows: First: 
State Hospital South, Blackfort, Idaho (Dr. 
J. O. Cromwell, Superintendent), with the 
following citation: 
In 1947 there were 136 discharges from this hospi- 
tal, which had been called “A medieval horror cham- 
ber.” In 1953, 716 patients were discharged and the 
hospital met up to 88 percent of APA standards. 
This was in part the result of a nonpartisan board’s 
being set up by the legislature which at the time 
specifically forbade political interference with the 
operation of the hospital. 


Second: to Modesto State Hospital, Cali- 
fornia (Dr. David B. Williams, Superin- 
tendent), with the citation : 

As recently as 1951 townspeople believed that all 
the patients were in restraint and were dangerous. 
Today more than 1,000 patients work in the town 
while living under hospital supervision with selected 
landladies in “half-way houses.” . . . Local organi- 
zations, the local press and the Chamber of Com- 
merce help in publicizing job training and job 
finding for these rehabilitated patients. 


Third: Parsons State School, Parsons, 
Kansas (Dr. Howard V. Bair, Medical 
Superintendent) for a dramatic 3-year 
change in the character of the institution 
from an antiquated institution for epileptics 
to an active-treatment hospital for mentally 
retarded youth, returning many patients to 
their homes able to live and work comfort- 
ably in the community. Honorable Men- 
tion went to Verdun Protestant Hospital, 
Montreal, Canada, Юг. George E. Reed, 
Superintendent; УА Hospital, Perry Point, 
Maryland, E. P. Brannon, Manager-superin- 
tendent; and to Central State School, Nor- 
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man, Oklahoma, Dr. Harold В. Witten, 
Superintendent. Following the presentation 
of these awards, there were entertainment 
and dancing. 

At the business session on May 7, the 
Secretary, Dr. Gayle, reported important ac- 
tions of Council at its meeting on May 6. 
These were approved and ratified by the 
membership. These actions appear sepa- 
rately as a part of these Proceedings. 


RESOLUTIONS 


The following Resolutions were offered 
by Dr. Paul E. Kubitschek, Chairman of the 
Committee on Resolutions. 


1. Resolved, That the President, Members, and 
Fellows of The American Psychiatric Association 
do hereby express their appreciation to His Honor, 
Raymond R. Tucker, Mayor of the City of St. 
Louis, for his cordial welcome to our Association, 
convened in St. Louis for its rroth Annual Meeting. 

2. Resolved, That the Association does hereby 
record its very real gratitude to its beloved Presi- 
dent, Kenneth E. Appel, for the wise and far-seeing 
leadership with which he has guided the member- 
ship and the affairs of the Association during the 
past year, and especially for his untiring and fruit- 
ful efforts to interpret to the membership and to 
the country at large the Association's programs 
and policies. 

3. Resolved, That the Association expresses its 
thankfulness, to the Officers, Members of Council, 
and to Section and Committee Chairmen and Secre- 
taries for the devotion with which they have pur- 
sued their duties, making possible the successful 
functioning of the Society throughout the year and 
during the 110th Annual Meeting. 
2^4 Resolved, That the Association acknowledges 
its debt of gratitude to Dr. Daniel Blain and to 
Mr. Austin Davies for their never-failing services 
on our behalf, and to their generally unseen staffs, 
whose labors ensure the smooth carrying-on of the 
Association's business. 

5. Resolved, That the Association is ever con- 
scious of its indebtedness to Dr. Clarence Farrar 
for his long years of fruitful work as Editor of the 
American Journal of Psychiatry and for his never- 
ending efforts to maintain the high standards of the 
Profession of psychiatry. 

6. Resolved, That the Association hereby openly 
expresses its appreciation to the members of the 
Working Press, who over the year and especially 
at the Annual Meeting have so fairly interpreted 
the aims, endeavors, and accomplishments of our 
profession to the American people and to the world, 

7. Resolved, That the Association renders its 
thanks to the Committee on Arrangements, and to 
its Chairman, Dr. Edwin Gildea, for the hospitality 
we have enjoyed during our stay in his city, a hos- 
pitality which has made our meeting pleasant and 

productive. 
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8. Resolved, That the Association hereby con- 
veys to Dr. Margaret Gildea and Mrs. Ellen Lee 
Brashear, Co-Chairmen of the Ladies’ Committee, 
and to the other ladies of that committee, its en- 
thusiastic appreciation for the many time-consuming 
activities in which they have engaged to make our 
stay so memorable a one. We also wish to make 
known our thanks to the St. Louis Mental Hygiene 
Society for their aid in facilitating our arrange- 
ments. 

9. Resolved, That the Association hereby records 
the debt of appreciation it owes to Messrs. Thomas 
С. Barrett of the Statler Hotel and Gregory Lucy 
of the Jefferson Hotel for their success in watching 
over our creature comforts and in facilitating the 
meetings of Council, Assembly, and Committees, 
and to Mr, Fred Rein, of the St. Louis Convention 
Bureau, whose work so helped us. Special thanks | 
are also due to the Gray Audograph Corporation, - 
whose kindness and efficiency made possible the - 
recording of the meetings. 

то. Resolved, That the heartfelt appreciation of 
the Association be again extended to the Commit- 
tee on Program and to its Chairman, Dr. David i 
Young, for the informative and challenging pro- 
gram which we enjoyed, and for the excellent or- | 
ganization of that program. 

11. Resolved, That the warm gratitude of the 
Association also go to the Budget Committee, un- - 
der the Chairmanship of Dr. Robert Felix, whose | 
unsung and often unappreciated efforts are here all - 
too briefly acknowledged. E 

12. Resolved, That the Association likewise ex- 
presses its sincere appreciation to the Committee 
on Public Information and to its Chairman, Dr. 
Wilfred Bloomberg, and also to Mr. Robert L. 
Robinson, for their successful efforts to develop à 
better public understanding of psychiatry and | 
problems which it encounters and seeks to overcome - 

13. Resolved, That the gratitude of the Associa- 
tion be expressed to the Committee to Investigate | 
Office Facilities in Washington, D. C., for their 
perseverance in endeavoring to find us a permanent 
home, and for the time and labor they have Ш" 
grudgingly devoted to their work. Ne 

14. And finally, Resolved, That the Association 
has watched with great interest the efforts of Dr” 
Joseph Abramson, first Speaker of the Assem 
of District Branches, to organize the Assembly 
bring about its first meeting at this Annual Meet- 
ing, and we therefore express to him the Associa- 
tion’s unending gratitude for the fruition of Lis 
labors. : 


Dr. Appel, with appropriate words, pre 
sented the gavel of office to Dr. Arthur P. 
Noyes, who was greeted by applause, as he 
assumed the Presidency of the Association 
He thanked the members for the honor co” 
ferred upon him and for their assurance 0 
confidence and assistance during the coming 
year. He then adjourned the business meet - 
ing of the rroth annual meeting of 
American Psychiatric Association. 
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LIST OF DECEASED MEMBERS AS READ AT THE 1954 


ANNUAL MEETING 


Charles T. La Moure, Windham Center, Conn.............. Died Feb. 
James R. Bloss, Huntington, W. Va...... ..Died April 
Florence Meredith, Watertown, Mass. 
Edward T. Gibson, Kansas City, Mo.. 


Albert Н. Dollear, Jacksonville, Ill. Died Oct. 
Algot Astrom, Stockholm, Sweden... Died Feb. 
John A. Pritchard, Ogdensburg, N. Y. Died Mar. 
Doris T. Braislin, Rutland, Vermont. Died April 
Harold I. Gosline, Ossining, N. Y.... Died July 
Sylvia B. Simon, New York, N. Y...... Died Oct. 
James M. Lasley, Greystone Park, N. J. Died Nov. 


Walter G. Miles, Chattahoochee, Fla.. 


Anita M. Muhl, La Jolla, Calif....... Died Dec. 
Charles Mayos, E. Moline, Ill.. Died Dec. 
Ralph T. Hinton, Payson, Ill....... Died Dec. 
Frank F. Williams, Jr., Patton, Calif. .. Died Dec. 
D. W. Griffin, Norman, Okla...... ..Died Dec. 


Baxter B. Fair, Detroit, Mich.... 
Alfred Gordon, Philadelphia, Pa... . 
Morris S. Wheeler, Austin, Texas.... 
Beatrice M. Hinkle, New York, N. Y. 
E. VanNorman Emery, St. Louis, Mo. 
Robert Barry Bigelow, Lincoln, Miss. 
Franklin C. Wagenhals, Columbus, Ohio 
Paul Plowitz, Elmira, N. Y. 
Isabel A. Bradley, Claremont, Calif. 
Middleton L. Perry, Topeka, Kan.. 


..Died Feb. 

.. Died Mar. 
..Died Mar. 
..Died Mar, 
..Died Mar. 
.. Died April 
..Died April 


Joseph L. Fetterman, Cleveland, Ohio ..Died April 
G. Leonard Harrington, Kansas City, Mo.. ..Died April 
Robert V. Seliger, Baltimore, Md.... ..Died April 
Clinton P. McCord, Albany, N. Y.. ..Died May 
Joseph Fulep, Dannemora, N. Y.... ..Died May 


. Died June 
. Died June 
.Died June 
.Died June 
Died June 
.Died June 
.Died June 
.Died July 
.Died July 
. Died July 
.Died Aug. 
.Died Aug. 
.Died Aug. 
. Died Sept. 
. Died Sept. 
. Died Sept. 
. Died Sept. 
.Died Sept. 
. Died Sept. 
. Died Sept. 
.Died Sept. 
. Died Sept. 
. Died Oct. 
. Died Oct. 
.Died Nov. 
. Died Dec. 
. Died" Dec. 
«Died Dec. 
. Died Dec* 
..Died Dec. 


Alberta W. Dudley, Oklahoma City, Okla.. 
Perry W. Wagley, Pontiac, Mich... 
Walter Goldfarb, New York, N. Y. 
Emanuel D. Friedman, New York, 
Victor S. Falk, Madison, Wis...... 
Herbert A. Wiggers, New York, N. 
Frederick Hiller, Chicago, Ill. TM 
Ludolf Nicholas Bollmeier, Hot Springs, Ark.. 
Felix E. Hoffman, New York, N. Y... 
Vayle S. Briden, Fresno, Calif... 
Isra T. Broadwin, New York, N. Y.. 
Richard H. Young, Omaha, Neb.. 
James S. Hammers, Lancaster, Pa 
Maurice C. Ashley, Poughkeepsie, N. Y.. 
Robert Gaupp, Stuttgart, Germany. . 
Nathan Savitsky, New. York, N. Y.. 
Merrill O. Parker, Auburn, N. Y.. 

Frank H. Barnes, Stamford, Conn... 
Arthur M. Thompson, Cherokee, Iowa. 
James W. Doles, Knoxville, Iowa. 
Appleton H. Pierce, Miami, Fla... 
Edward L. Brennan, Hartford, Conf... 
Vanderveer T. Carr, Uhrichville, Ohio. . 
John Cramer Kindred, Belle Meade, N. J.. 
С. Е. Menninger, Topeka, Kan.. um д 
Merle О. Howard, Fort Steilacoom, ash. 
Eugene F. Bogen, Los Angeles, Calif....... 
Abraham C. Barhash, Newark, N. ds 
Forrest C. Tyson, Augusta, Maine. ..... 
Dudley H. Neustein, Fort Campbell, Ky. 


17, 
21, 
16, 
18, 
30, 


1950 
1951 
1951 
1951 
1951 
1952 
1952 
1952 
1952 
1952 
1952 
1052 
1952 
1952 
1952 
1952 
1952 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1958 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
1953 
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SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE 
COMMITTEE MAY 1953 TO MAY 1954 


This report is of necessity limited to a brief sum- 
mary of principal activities and important actions of 
the Executive Committee and Council. No refer- 
ence is made to the many routine matters that re- 
quire attention at every meeting. Only actions of 
the Executive Committee that do not require the 
approval of Council are reported under Executive 
Committee meetings since matters that require 
approval are reported from Council. 

Executive Committee meeting, June 14, 1953.— 
Tabled a suggestion made by Dr. Toomey that 
presentation of certificates to Life Members and 
Life Fellows might be appropriate. At the request 
of the Committee on Public Information, asked Drs. 
Potter and Bloomberg to approach the Field Foun- 
dation for funds for this Committee. With regard 
to the matter of States and institutions where po- 
litical influence is damaging, the Executive Com- 
mittee (1) appointed a Committee to look into the 
formulation of a project in this regard and the se- 
curing of an impartial survey of this situation by 
some foundation; (2) asked the President to make 
contact with the Council of State Governors with a 
view to some official liaison between this body and 
the APA; (3) authorized the Medical Director to 
make discreet inquiry concerning a situation re- 
ported in a certain state. Requested the President 
to write the President of the AMA regarding the 
establishment of liaison between the APA and the 
AMA as a whole. Authorized the Committee on 
Research to attempt to secure outside funds from 
certain industries with the understanding that any 
such action would be coordinated with the Com- 
mittee on Industrial Psychiatry, Appointed Dr. 
Eugene Ziskind as delegate to the U. S. Member 
Societies, World Federation for Mental Health, 
held in Vienna, August, 1953. Asked Dr, Farrar 
not to print an article on Orgone Therapy in the 
JOURNAL since this therapy is being acted upon by 
the Federal Government in regard to its relation to 
cancer. Granted a request of the NAMH to use 
the Mail Pouch to solicit funds for a campaign 
during Mental Health Week. 

Executive Committee Meeting, September тод, 
1953.—Dissolved the Committee on the Membership 
Directory, since it had made its recommendations, 
and asked the Executive Assistant to implement 
these recommendations as far as practicable. Ap- 
pointed a Committee to Study the Raising of Funds 
for a Permanent Home. Requested that Minutes of 
meetings of Council and the Executive Committee 
be sent to the Secretary of the Assembly of District 
Branches Appointed an ad hoc ittee on En- 
dowment Fund with Dr. Terhune as Chairman. 
Authorized the placing of approximately 20 ap- 
proved science writers on a free mailing list to re- 
ceive the JOURNAL, the names to be determined by 
the Committee on Public Information and the Medi- 

cal Director. Determined it was proper to issue a 
Certificate of Commendation to Dr. George Johnson 
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covering retroactive service, Denied a request from 


the American Psychoanalytic Association that the 
APA Membership Directory indicate membership 
in this organization on the basis that all organiza- 
tions could want the same. Referred to the Com- 
mittee on Medical Education the question of pub- 
lishing and financing a pamphlet listing books of 
importance to psychiatrists. 

Council Meeting, October 31, November 1, 
1953.—Authorized a committee to arrange for na- 


tional coverage in malpractice and health insurance | 


and offer this to the membership. This was done, 
and both types of insurance are being purchased by 
the membership. Approved a budget allowance to 
the Committee on Public Information to bring all 
its members to the Fall Meetings. Approved а 
Brochure and Forms of Bequest for use in solicit- 
ing funds for endowment. Authorized a fund, not to 
exceed $1,800, to be used for financing the Joint 
Conference of the AMA and APA with organiza- 
tions in the field of psychiatry, held in Washington 


in October 1953. Established an ad hoc Committee | 
on Education in Public Hospitals in liaison with the 


American Psychoanalytic Association. Determined 
that the matter of multiple or single nominations 8 
a matter for the discretion of the Nominating Com- 
mittee and that Council has no constitutional аш 
thority to instruct the Nominating Committee of 


this matter. Authorized the payment out of the 


Contingency Fund of customary annual dues to the 
National Health Council, World Federation for 
Mental Health, and the Research Organization to 
Fight Anti-Vivisection. Accepted the invitation to 
act as co-sponsor and to participate in the Fou 

National Conference on Health in Colleges and ap- 
propriated $50 from the Contingency Fund for this 
purpose. Approved the application for the Metro- 
politan Washington (D.C.) District Branch, af 
proved the application of the East Bay ( California) 
Psychiatric Association to become an Affiliate 50: 
ciety, and approved enlargement of the Centr 
California District Branch to include certain cou" 
ties on its northern boundary. Received the геј 
of the Treasurer. Accepted with thanks the тер 
of the Medical Director and the Executive Assistan 
and voted that these reports should be distribut 
to the membership through the Mail Pouch. Re- 
ceived the report of the Central Inspection Boat 
and underwrote the operation of this Board ult 
June 30, 1954, at an operating level of $3,600 р 
month. Approved in principle the preparation 0% 4 
maiiual on psychiatric first aid by the ad hoc с 
mittee on Civil Defense as requested by the Fede i 
Civil Defense Administration. Approved the pur 
chase of a Permanent Home with the understanding 
that the present regional offices would be maintat 

and others established as needed, unanimously 2 
proved Washington as the site of this permane 
home, voted that the approval of the membership 

these matters be sought through mail vote, and 
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up ап ad hoc Committee to determine ways and 
means of taking the matter to the membership. 

Approved the Rules and Regulations, the Certifi- 
cate and the Application Form to be used in the 
certification of mental hospital administrators as 
worked out by the Committee on Certification of 
Mental Hospital Administrators. Received a report 
of the Committee on Clinical Psychology to the 
effect that pressure continues for the certification 
or licensure of psychologists, endorsed the proposal 
to make efforts to acquaint physicians and the public 
with the difference between psychologists and psy- 
chiatrists, approved a plan to work with the Ameri- 
can Psychological Association to promote effective 
collaboration between that organization and the 
APA. Adopted a recommendation of the Long 
Term Planning Commission that the By-Laws be 
amended to provide that the Assembly of District 
Branches may consider matters other than those 
referred to it by Council. Adopted and acted upon 
2 resolutions presented by the Committee on Vet- 
erans, as follows: (1) that a letter be sent to the 
Chief Medical Director of the VA reaffirming the 
policy of opposing unsupervised psychotherapy by 
psychologists and expressing confidence that the VA 
is enforcing its regulations to this effect; (2) that a 
letter be sent to the Administrator of the VA rec- 
ommending that the salaries of physicians be raised 
to assist retention and recruitment of competent 
doctors. Adopted a resolution of the Committee on 
International Relations that ways be explored to 
make available in English translation distinguished 
psychiatric works, and asked the Committee on In- 
ternational Relations to proceed with investigation 
of such means, Endorsed the recommendationeof 
the Committee on Medical Education that it be em- 
powered to recommend to the National Board of 
Medical Examiners and to examiners in the various 
states that a separate examination in psychiatry be 
included in examinations. Endorsed a recommenda- 
tion of the Committee on Public Information that 
a press release be used with regard to the stand of 
the APA on political interference with state hospi- 
tal administrations. 

Council went on record as being very much in 
favor of having a broad study made by sociolo- 
gists of the programs and administration of mental 
health in the States. Approved a recommendation 
made by the Committee on Public Health that it 
seek financial support for a conference on infectious 
causes of mental defects. Authorized the Committee 
on Research to proceed with arrangements for hav- 
ing the Director of the National Opinion Research 
Center, University of Chicago, make a study of the 
effectiveness of communications at the Annual 
Meeting at no cost to the APA. Requested the 
Executive Assistant to look into the matter of hav- 
ing the Fall Committee Meetings in some place 
away from the distractions of a city. Adopted a 
Policy to the effect that Council believes emotional, 
nervous, and mental illness should have the same 
Coverage in health insurance as physical illness, and 
asked the Medical Director to negotiate with the 
Blue Cross Commission on this point. Authorized 
the Committee on Economic Aspects of Psychiatry 
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to send out questionnaires under APA auspices to 
obtain information as to income, working hours, 
etc, in order to pursue its study of the economic 
Status of private practitioners. Received a report 
that the Hospital Architecture Study project was 
under way with a grant of $140,000 from the Rocke- 
feller Foundation and $15,000 from the Division 
Fund in Chicago and that it is under the supervision 
of 4 architects appointed by the American Institute 
of Architects and a committee of psychiatric con- 
sultants. Approved and authorized the publication 
of a Manual of Operations for the Association. 
Approved a request from the NAMH that the 
APA be co-sponsor, with this Association, of Men- 
tal Health Week. Voted to place a memorial plaque 
in Walter Reed Hospital to Colonel Halloran, and 
appropriated $300 for this purpose. 

Executive Committee Meeting, December 9, 
1953.—Endorsed the principle of more rapid circu- 
lation of minutes of Council and Executive Com- 
mittee meetings, and authorized the Medical Direc- 
tor and Secretary to explore means of having the 
minutes done by a special secretarial consultant or 
by other means. Tabled a request from the Colo- 
rado District Branch to have its area and name 
changed to include New Mexico, Wyoming, and 
Montana pending further information. Received 
the report of Dr. Malamud, Chairman of the coor- 
dinating Committee on Technical Aspects of Psy- 
chiatry, of his conference with Dr. Keefer of the 
U.S. Department of Health, Welfare and Education 
with regard to the APA's position on Executive 
Order 10450 insofar as it pertains to the security 
risk of government employees with mental and neu- 
rological disorders, and his report that the outlook 
is good for eventually implementing the position of 
APA on this matter. Received a report of the CIB 
to the effect that it is conducting inspections in Illi- 
nois and Ohio and will soon begin in Massachu- 
setts; that the CIB had its first meeting with the 
Joint Commission on Accreditation of Hospitals; 
that hospitals approved will be announced by the 
Commission and that certificates issued will show 
that work has been done in cooperation with APA. 
Heard the report that the AMA Committee on 
Mental Health plans a conference of State Medical 
Officers in the future. Discussed the matter of un- 
favorable publicity regarding psychiatry following 
the “Ginsberg Report” on psychiatry in World 
War II, but decided to take no action on this 
matter. Referred to the Committee on Public In- 
formation the idea of publishing a pamphlet for 
the APA similar to the AMA pamphlet This is 
Your AMA. 

Referred to the Committee on Medical Rehabilita- 
tion the question of establishing an APA committee 
for liaison with religious groups as suggested by 
Dr. Earl Loomis, Vice-Chairman of the. National 
Council of Churches. Decided not to contribute 
funds to set up an international relations center as 
requested by the Cooperative Research Foundation 
since such a center would not be of any special 
utility to psychiatry. Expressed interest ina project 
suggested by Dr. Fox, Counselling Psychologist at 
the University of Colorado, to raise funds to estab- 
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lish a Foundation for Research in mental and emo- 
tional disorders. Later corrected through the News- 
letter statements of Dr. Fox that the APA had 
endorsed his project. Approved the recommenda- 
tion of the Commission on Long Term Policies 
that the Flicker proposal regarding the Assembly 
of District Branches (whereby the Assembly would 
become a sort of House of Representatives) be not 
adopted. Authorized the Medical Director to seek 
funds from the National Institute of Mental Health 
to hold a conference on psychiatric’ nursing prob- 
lems under the auspices of the APA. 

Executive Committee Meeting, January 16, 1954. 

—Requested the Assembly of District Branches to 
discuss and prepare recommendations to Council on 
the problem of proportionate representation of the 
members and the division of the country into appro- 
priate districts for district branches. Received Dr. 
Blain’s report of his recent trip around the world 
as an individual consultant for W.H.O. on behalf 
of the National Institute of Mental Health in Japan. 
Received his report that 1,800 of the 2,000 desk 
appointment books had been sold. Asked Dr. Blain 
to prepare a memorandum outlining his proposal to 
set up a meeting of APA Committee Chairman and 
representatives of leading foundations to review 
Progress and current directions of psychiatry today. 
Requested Dr. Henry Davidson to review actions 
of Council with regard to the difficult question of 
district branches not wanting to accept as mem- 
bers all persons who are members of APA in their 
areas and to review the constitutions of the district 
branches with a view to clarifying this matter, 
Voted to hold a full-day training seminar at St. 
Louis for members and local physicians, the Com- 
mittee on Medical Education to advise the office of 
the Medical Director in carrying forward this plan. 
Referred to the Committee on Membership the sug- 
gestion of Dr. Schillinger that residents in first year 
training be voted into the Association, their admis- 
sion to be post-dated so that they enter on July 15% 
(when they have fulfilled the requirements of one 
year) instead of May. Approved the publication in 
the Journat, subject to Dr. Farrar’s editorial deci- 
sion, of a paper by a pre-medical student at Cornell 
on Orgone Therapy. Received the report of Miss 
Ogilvie, Nursing Consultant, that a grant was re- 
ceived from the U.S. Public Health Service for 
holding a conference of psychiatric nursing con- 
sultants on the state level. Discussed the use of 
promotional material used by the Macmillan Com- 
pany with regard to the Autoperceptive Therapy. 
It was felt to be unethical and undesirable, and 
Dr. Noyes was asked to convey this opinion of the 
APA to persons in the Medical Department of the 
Macmillan Company. It was also suggested that the 
APA communicate with doctors whose names have 
been used, such as Drs, Appel, Kraines and others, 
and get statements from them disapproving this 
material and to use this as a lever against the 
company, 

Executive Committee Meeting, March 7, 1954. 
—Received Dr. Overholser's report of the meeting 
of the International “Preparatory Commission in 
Zurich in January and his discussion of the Articles 
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of Association of the International Society for the 
Organization of the World Congresses of Ру 
atry. Approved the publication and distribution @ 
members, in the Mail Pouch of the APA, stat 
of opinion regarding state medical practice acts, but 
decided to hold up any press releases on this роў 
tion until after Dr. Cotton's campaign on this mat- 
ter, which begins next year. Received the announce: 
ment of a more recent joint statement from the 
APA Committee on Clinical Psychology, the AMA 
Committee on Mental Health, and the American’ 
Psychoanalytic Association concerning the practi ce 
of psychotherapy by nonmedical personnel, and 
offered certain suggestions to be sent the APA 
committee in this regard. Authorized the Medical 
Director and the President to explore the possibility | 
of securing funds to make a social study of treat 
ment, management, costs, community services, elc. 
in mental disorders. Voted to proceed with a p n 
suggested by the NAMH, for a tour of psychiatric 
installations for research and treatment by out- 
standing science writers as being a good public re- 
lations move. 

Council Meeting, May т, 2, and б, 1954.—À- 
pointed a Steering Committee of the ad Лос Com= 
mittee on Endowment Fund with Dr. William: 
Terhune as Chairman, which is to develop plans 
and organization for raising funds for a permanent 
home. Approved a suggestion of this Committee 
that the President appoint ап ad hoc Committee t? 
be called the Building Fund Committee and author 
ize this Committee to spend up to $500 charge" 
against money in the Building Fund to draft a ро 
gram for raising funds. Approved in principle 4 
pension plan for APA employees, referring the 
question to the ad hoc Committee on Perso! 
Practices for study and recommendation. Author 
ized the publication of the report of the ad hot 
Committee on Civilian Defense entitled, “Psych 
logical First Aid in Community Disasters.’ Vo 
to hold the 1956 Annual Meeting in Dallas, T 
April 30 through May 4. Approved contracts un 
consultation service by the Medical Director, 
assist states, provinces, federal agencies, or fore 
governments to make surveys of their mental hea 
needs and resources for a fee plus expenses, 
authorized the Medical Director to expend funt 
received for such services to employ additional pet 
sonnel as necessary for a period not to ехсеё d 
year. It was understood that the final report ii 
such surveys and the responsibility for them b^ E 
fall on a survey committee of professional lea 
in each state. It was decided that notice 0! is 
availability of this service should be sent to 
Council of State Governors and included in À 
JourNAL with an introduction by the Pres 
bcoklet telling about this service was approve um 

Authorized the President to appoint from ant 
APA membership a number of volunteers to 81 | 
as “non-voting affiliate members” of commit | 
the number of affiliate members not to exceed "E 
number of regular ones; no one to be арр | 
who is not acceptable to the chairman of the К 
mittee concerned; appointments of volunteers t0 ™ | 
for one year renewable terms. | 


| 
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Decided to use the name of “Central Office” in 
referring to the Washington office. Voted to resign 
from membership in the National Health Council 
on the basis that it is not an appropriate type of 
organization for APA support. Authorized a cable 
address for the Association to be “Psychiatry 
Washington.” Appointed Dr. Paul Hoch as Asso- 
ciate Editor of the Journat to fill the place vacated 
by the resignation of Dr. Theophile Raphael. Passed 
a resolution of appreciation and thanks to Dr. How- 
ard W. Potter who goes out of office as Treasurer 
after 7 years’ service, and appropriated funds from 
the treasury to provide a token of gratitude to 
Dr. Potter. Voted that the members of Council 
constitute a Speakers Bureau on organizational 
problems of the APA and that they be at the dis- 
posal of the Medical Director for such speaking 
assignments. Appointed Dr. C. H. Hardin Branch 
as representative of APA on the American Board 
of Psychiatry and Neurology to fill the vacancy 
created by the expiration of Dr. Appel’s term. 
Passed a resolution with regard to Orgone Therapy 
to the effect that an editorial on this subject be 
written for the Journat, that letters be sent to 
persons who practice this therapy inviting them to 
present to Council their position and beliefs as to 
this therapy, and that when these letters are re- 
ceived, Council shall make a final evaluation of this 
therapy. Voted to recommend to the membership 
the establishment of the following district branches, 
Northern California, Massachusetts, Maryland, and 
Indiana. Received a report from the Committee on 
Certification of Mental Hospital Administrators 
that as of February 1, the closing date for the first 
applications for certification, 165 applications had 
been received. Since the mail referendum conoern- 
ing the purchase of property in Washington, D. C. 
for a permanent home for the APA had been fav- 
orable, the ad hoc Committee on a Permanent 
Home asked and was given authority to negotiate 
for such a Home with the understanding that any 
final commitment to purchase a specific property 
would be submitted to the membership for vote by 
mail ballot. Voted that an option be taken on the 
property at 1704 18th Street, N. W. up to $2,500 
and at a price not over the limit of $150,000. — 

Voted that the 1955 Annual Meeting be held in 
Atlantic City, May 9 through 13. Received the 
report of the ad hoc Committee on Building Fund 
that $200,000 is set as the goal, $150,000 for the 
purchase of property, $30,000 for alterations, mov- 
ing, etc., and $20,000 for the expense of raising the 
funds. They do not, however, Blan to use a profes- 
sional money-raising firm. On the recommendation 
of the Assembly of District Branches, voted to rec- 
ommend to the membership that а constitutional 
amendment be passed giving the Assembly the 
power to present to Council suggestions and rec- 
ommendations on any matters pertaining to the 
objectives of the Association. Unanimously went 
on record as disapproving the making of charges 
by psychiatrists for single visits or for short-term 
therapy in the case of physicians or their immediate 
dependents and directed that this statement be pub- 
lished in the Journat with a statement that a study 
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is under way on the entire matter of fee charging. 
On recommendation of the ad hoc Committee for 
Liaison with the AMA, Council voted to name 
representatives to participate in a conference with 
Chairmen of Committees on Mental Health of State 
Medical Societies to be held in Chicago in Septem- 
ber; voted to name a committee once again to work 
on plans for a joint AMA-APA conference of 
agencies interested in mental health; decided to 
permit publication in the J.4.M.A. of the pamphlet 
entitled “Psychological First Aid in Community 
Disasters.” Adopted the recommendation of the 
Co-ordinating Committee on Technical Aspects that 
semiannual and annual reports of each standing 
committee be prepared and copies sent to the Medi- 
cal Director’s office, to the President, and to the 
Chairman of the Coordinating Committee, Went on 
record as recommending that a commemorative 
stamp be issued on the occasion of the centennial of 
St. Elizabeth's Hospital, bearing the likeness of 
Dorothea Lynde Dix, and requested that a copy of 
this resolution be sent the Postmaster General. On 
recommendation of the Committee on Clinical Psy- 
chology, voted that Council authorize the Executive 
Committee to engage on a temporary basis a suit- 
able person to work out of the Medical Director's 
office in close cooperation with the Committee on 
Clinical Psychology to provide expert staff assist- 
ance in co-ordinating and developing programs con- 
cerning the relationship between the professions of 
psychiatry and psychology; that among his func- 
tions, he shall collect and disseminate information 
and initiate and carry out activities pertaining to: 
(1) medical practice acts, (2) certification and li- 
censure, (3) relations with the public and legisla- 
tures, (4) with the medical profession and (5) with 
psychologists. Granted the Committee on Clinical 
Psychology an additional sum of $2,000 to continue 
meetings with representatives of the American Psy- 
chological Association. Approved the "Joint Reso- 
lution on the Relationship of Psychotherapy to 
Medicine" to be issued by the APA, the American 
Psychoanalytic Association, and the Committee on 
Mental Health of the AMA. Authorized the Presi- 
dent to call a conference of appropriate organiza- 
tions to discuss the possibility of support in prin- 
ciple by these organizations of the inspection and 
rating service for mental hospitals as established by 
the APA and approved by the Joint Commission 
for Accreditation of Hospitals, and to explore ways 
and means of financing this service, Approved the 
recommendation that the President send a letter to 
the Secretary of Defense incorporating a report on 
“Brainwashing” prepared by the Committee on 
Military Psychiatry. 

Council approved Part II of “Standards for Psy- 
chiatric Hospitals and Clinics," entitled “Standards 
for the Organization and Operation of Private Psy- 
chiatric Hospitals,” and Part III of these Standards 
entitled “ Standards for the Organization and Op- 
eration of Psychiatric Services in General Hos- 
pitals,” prepared by the Committee on Psychiatric 
Hospital Standards and Policies. Received the re- 
port of the meeting of the Assembly of District 
Branches, and at its suggestion, voted to send a 
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recommendation to the Committee on Membership 
that this Committee obtain a report from the appro- 
priate district branch on each applicant for mem- 
bership before such applicant is recommended for 
membership in the APA. Dr. Duval reported that 
the Assembly had adopted a Procedural Code in 
which it is provided, among other things, that one 
yote shall be cast in the Assembly for each 20 
members of each district branch, that the U. S. and 
Canada are provisionally divided into 5 areas, each 
area to send one delegate to a Policy Committee, 


the Deputy Speaker, and the Recorder. Referre 
to the Committee on Ethics the project of present 
ing a series of recommendations to Council on 
hearing and disposition of ethical grievances, Ар 
proved a change in the conditions for the gran 
of the Isaac Ray Lectureship Award to the effec 
that when the recipient is over the age of 8 
delivery of the lectures personally or through а 
speaker designated by him will be within the terms 
of the award. 


REPORT OF TREASURER FOR YEAR ENDING MARCH 31, 1954 


I. Income (Excluding restricted funds) 


Source "This year Last year Difference 
Membership Dues ....................... $149,065 $137,170 +$12,495 
Май Pouch—Newsletter ..... К . 12,480 7,120 + 5360 
JOURNAL лады tay as А 48,195 41,510 + 6,685 
Biographical Directory .................. 1,175 3, — 1885 
Mental Hospital Service and Inst... 44,970 42,580 + 2390 
Miscellaneous паалан УГЕ 7125 2,125 + 5000 
Membership Directory «. 2,675 2,955 — 20 
Interest ......... Ж 2,045 2,170 + 775 

ОРАУ 1,210 500 TU 
seee 18,205 23,285 — е 
x + 2,530 1,285 + 1,24 
Endowment and Building Fund. y V 700 -— + 700 
Mental Hospital Admission Certificates. . 5,000 -— + 5,000 
State Mental Health Survey 700 Um + 700 
Miscellaneous Joo. Е Е ТИ 5 140 245 = S 
$264,005 +$33,710 
Last year Difference 
$20,175 +$12,285 
51,360 t pe 
33,000 ToU 
7,530 + 10,060 
61,085 + 5875 
43,705 ai is 
9,270 niic 
ceret ++ 11,510 
— + 1,415 
S + 2780 
22,245 — 5065 
aa + 8095 
a. + 145 
Total ams 
HE 7797 $257,370 +$42,090 
IIL Assets (Excluding restricted funds) 

Surplus (April т, 1953)....... M 5 $90,795 

ian a over repu CAR Seca ENUUUUS 
Surplus (March 31, 1054). sm (Ават О ОНЫК MEME : 29 


IV. Special Purpose Nonrestricted Funds 
A. AMERICAN JOURNAL ОР PSYCHIATRY 
Balance April т, 1953...... 
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Receipts 
Subscriptions .. 
Advertising . 
A.P.A. Treasury . 


Miscellany 
"Total "sess cure oo Ee Salas SEND CES WES WM Uti amie c E IN $70,105 $70,195 
Grand. Товони VV CERES VES eov е wes $76,925 
Expenditures 


Printing and Distribution 
Rent and Communication. 


Personal Service . 6,670 
Advertising Commi: 3,480 
Editorial Work .... 2,550 
Office Supplies, etc.. 1,235 
Тош. оао КАЧА ona sevens aes sens $66,960 — $66,960 
Balance March 31, 1954......- en n ИДЕ n $9,965 


В. Mental Hospital Service and Institutes 


Balance April 1, 1953 
Receipts 


Institute Enrollments .... Rae GE E ога a oe $13,005 
Service Subscriptions . .. 18,425 
Nomenclature Manual .. 9825 
Advertisements ...... .. 1,2255 
Sale of Publications 2170 
Miscellaneous 285 


Expenditures 


Personal Service ..... essen ehem $15,300 
Printing ............ 1.7 18,380 
Information and Films 2,330 
Тгауеї .....:-:-..: 800 
Office Supplies, ete. 2,130 
Rent and Communication. 1,805 
Advertising ....... 1,165 
Postage ... 1,145 
Award .. 


Miscellany .... 


$43,810 
Balance March 31, 1954--s+++rcsenserserssrersecetsnssecetsnececs ste $16,210 
C. Biographical Directory 
Balance April I, 1953-++++++++ ООО —$10,620 
Receipts i $ 
Sale of Directories. seners eeee retireer eniai tuerais $1,175 


Expenditures ...* 
Balance March 31, 1954-«« «eter 
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D. Membership Directory 


Expense to AP A Gast year) ы Сз ж КЫА КААДА Рен анана $6,315 
Receipts (current year) n 
Salovot Directoryo e Sie КУЙ USES Re ЛА i bha Ne a o 2,675 


Expenditures (current year) 
Personal Service 


$7,205 


Expense to A P AW (éürtentzyent) o О A E EL ЛЕП $4,620 


E. Newsletter and Mail Pouch 


Expense {о A.P.A. (last year) 

Receipts (current year) 
Advertising ... 
Classified Noti 
Subscriptions 
Miscellany .. 


$410 


otal es see ЧЫНА АЫ ec ccu ш Se Lis $12,480 — $12,480 
Expenditures (current year) 
Personal Service . 
Printing ... 
Postage .. 
Miscellany . 


| 
F. Annual Meeting Account (Los Angeles, May, 1953) 

Balance July т, 10$52...'................. $1,060 
Receipts re Los Angeles Meeting. . 18,205 
Total $19,265 
Expenditures re 17,180 
Balance July т, 1953 $2,085 

$ 


G. Mental Hospital Administrator Certification 
Balance April ШЕ ОЗ CDS д ANATS заа е S, с 
Кесеїрїз 
Examination and Certification 


Total. УЫ? 
Expenditures 


Printing and Publishing. 
Postage .. 
Miscéllany . 


$1415 | 


е: Ч dos Am баре $3,585 
H. State Mental Health Survey Service 


Balance April т, 1953 
Receipts. 
Fees for Survey 
E 
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Expenditures 
Personal Service $1,850 
Travel ония 465 
Communication .. 30 
Office Supplies ... 390 
Miscellany 45 
Тоа ats SEO PET ODE $2,780 $2,780 
Balance March 31, 1954............. AO АУА EI Oi IE E RET — $2,080! 


1Contracts amounting to $10,000 plus expenses are in effect. 


V. Restricted Purpose Funds 


These are funds granted or given to the Association for specific projects; none may be used 
for the support of the operation of A.P.A. In most instances, the Treasurer is required to submit 
an audited account of these funds from time to time, to respective grantors or donors, The bal- 
ance on hand as of March 31, 1954, is reported herein for information of Council and the 
membership. 


A. Hospital Architectural Study—Rockefeller Foundation Grant Matec 
B. Commonwealth Fund Grant for Study of Committee Operation...... 
C. Therapy Evaluation Conference—U.S.P.H.S. Сгап................ 
D. Conference of Psychiatric Nursing Consultants—U.S.P.H.S Grant.. 6,750 
E. Conference on Mental Hospital Construction—Chicago Fund Grant. . 9 
F. Hoffheimer Prize Award Fund.. e 

С. Isaac-Ray Lectureship Fund 
H. Inspection and Rating Service Fund 


Balance April 1, 1953... 


Income 


Inspected Hospitals ... 
МАМН 8 
A.P.A. Treasury 


$0,380 


° $31,600 $31,600 
$40,980 


Grand Total ......- cce einen ne ssi E E Л» ИАЕА inia n n RE 


Expenditures 
Personal Service 
Printing ... 
Travel ТО 
Rent and Communication. 
Office Supplies ..... 
Miscellany 


Balance March 31, 1954........ ЖКТО. oi 


It is to be noted that funds of the A.P.A., to the extent of $8,095, had to be gt о support ше 
work of the Inspection and Rating Service this past year. At its күү HR De tgs 
Otncil went on record to support the work of the Inspection and к m ay acu 
$3,600 a month through June 1954 should such support be ee 4 a ape 
| last year, there will be $1,150 received for services completed up to March 31, 19. 


VI. Investment Fund t 


By approval of Council, the Treasurer has transferred over $65,000 of d owed de. 
Investment Fund managed by the Chase National Bank. Upon the advice of ү ixi иса 
as Inc, the Chase National Bank was authorized to dps chet Bi а salik of these 
cost of stocks and bonds owned by the A.P.A. comes to $65,733.62 while the mar! * 


Securities as of March 31, 1954 was $72,517-50- 


o — 
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VII. Annual Operating Balance and Surplus Over the Past Eleven Years 


? Mental Hospital service and institute funds released by 
use by Association; this amount, $15,050 thus becomes thi 


Surplus 

at End of 

Ораван enol 

«+ -+$9,200 $40,900 
+ + 3,150 44,050 
+. + 1,350 45,500 
+» — 2,650 42,750 
++ +421700 85,450 
++ —20,000 65,450 
+ —19,150 46,300 
+ 5,900 52,200 
+16,800 69,000 

- + 6,750 75,750 + 15,050 ? 90,800 
— 1,750 89,050 

Howarp W. Porter, M. D., 
Treasurer 


y Commonwealth Fund to nonrestricted special purpose 
ie property of the Association, 


REPORT OF THE BUDGET COMMITTEE 


To the President and Council: 


Your Committee on Budget submits herewith esti- 
mates of income and expenditure for The American 
Psychiatric Association for the year April т, 1954- 
March 31, 1955, and recommends the adoption of 
this Budget. 

The anticipated income to the Association from 
all sources is $524,155, Of this amount $88,900 are 
in restricted funds, divided as follows: 


Administrators 


Se ee e 5,000.00 

Totali ied EADAR TR + $88,900.00 

The recommended expenditures of the Associa- 
tion from all sources is $523,882. 


The significant items of increase in expenditures 


аге: 

For Council and Committee Activities—from 
$24,150 to $41,500. 

For survey of State Mental Health Programs— 
from о to $15,000, 

For Board of Examiners for Hospital Adminis- 
trators—from $1,000 to $5,000, 

New Total .. CHORO er e AS $61,000.00 

Other increases are modest i i 

re, Mii E increases їп salary, 


From the standpoint of A.P.A, Programs and 
policies, the most significant item of increase is the 


to be divided among the Committees and expended 
at the discretion of the Coordinating Committee 


Chairmen. This amounts to almost a fourfold in- 
crease for these activities from a total of $6,650 
this year to $24,000. It has been repeatedly pointed 
out to your Committee that the funds appropriated 
in the past were insufficient to call even one meet- 
ing a year of each of the committees and permitted 
at most a very restricted program in the assigned 
areas. Our Committee is convinced that the partici- 
Pation of the membership in the activities of the 
committees is the most important and significant 

ion of the Association. In past years your 
Committee has pointed out that the funds for Com- 
mittee activities were decreasing to provide for 
other functions, even though income to the Asso- 
ciation was increasing, In this estimate we have 
Presented this problem to the Council for policy 
decision by deliberately increasing the funds for 
committees first and allocating the remaining funds 
Subsequently. We feel that if the Association is to 
remain creative and to assume its proper place of 
leadership in our field, it must be done primarily 
through committee activities, 


Recommendation 


Each of the Coordinating committee chairmen 
Presented the criticism that he did not know the 
amount of his appropriation which was unobligated 
or unexpended. To meet this justified criticism 
it is recommended: 

A. That the Coordinating Committee Chairmen 
notify in writing the Chairman of each committee 
in his group of his budget allocation, reserving а 
sum for contingencies and new, promising projects. 
A copy of this notice shall be sent to the Treasurer 
and shall be the Treasurer's warrant to expend 
Association funds appropriated for this purpose. As 
funds in the appropriation reserved for contingen- 
cies are released to committees, similar notification 
Shall be sent to the Treasurer. 


4 
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B. The Executive Assistant shall notify bi- or obligated and of the remaining unobligated 
| monthly each Coordinating Chairman of the amount balances, 
_ of his appropriated funds that have been expended 


Jack R. Ewarr, M.D. Frepertck W. Parsons, M. D. 
Lawson G. Lowery, M. D. Cuartes G. Ѕтоюсп, M. D. 
Winrrep ОуЕВНОІЅЕВ, M. D, Howard W. Роттев, M. D. 
Ковквт H. Fzrix, M. D., 
Chairman. 


ANTICIPATED INCOME 


1952-53 
ата ERN 
1. General Account Estimated Actual Entiaated Estimated 
Membership Dues ............ eere $140,000.00 $142,360.80 $153,000.00 $175,000.00 
Sale of Membership and Fellowship 
Certificates 900.00 1,360.00 1,500.00 1,500.00 


Sale of Membership Lists. . 
Sale of Biographical Directo: 


300.00 3,286.60 3,000.00 4,000.00 
1,500.00 2,803.73 2,500.00 3,000.00 


Rent and Services, N. Y. Office, ourna! bs 300.00 500.00 500.00 500.001 
Interest on Bonds and Savings..... ыл, 900.00 833.91 625.00 575.00 
Dividends .........- ЕИО 2,250.00 2,600.00 
Fee for Certification of Hospital Adm... ASAA EAT 1,000.00 5,000.00? 


$143,900.00 $151,145.04 $164,375.00 $191,675.00 
Annual Meeting Account....... eee enne 18,000.00 18,202.69 22,850.00 ^ 24,500.00 


П. American Journal of Psychiatry 
Subscriptions .. $16,859.65 $23,000.00 $27,000.00 
Advertising .... 2404108 2500000 2800000 
Sale of Back Numbers and Miscellaneous. ^ 500.00 411.28 50000 24000 
Miscellaneous .. 50.00 160.46 50:00 ШИ 
Transfer from Member: 20,770.00? 20,770.00 22,000.00% 2400000 


ip Account. 


$39,550.00 ‘$41,473.04 $48,550.00 $55,550.00 


F Ш. Ofice of the Medical Director 


Sale of Committee Reports $3,000.00 $1,811.35 #300000 ЧИ 
Mail Pouch . 350000 951526 ^ ғ... $2 000.00. 
Conference and Semi 2,000.00 2027 Y SY 
Transfer from Conf. Account Salary item. 4,000.00 3990.84 HHT See Pub, Re- 
istis from MHS Account—Salaryitem. ^ 1,000.00 1,000. UN d OR 
eimbursement—Telephone Service...... 0.001 
Mental Hospital Service... . 500.00 499.92 pupa ор: 
Central Inspection Board. 200,00 19052 100.00 100.001 
" Nursing Consultant Service. 100,00 T 
eimbursement for Rent...... 1,200,001 
Mental Hospital Service. 120000 1,2 sa 12050 1,500.00% 
Central Inspection Board. . ааа уг j 


540.00 53976 540.00 d 


$uzi8ooo $19,876.02 $7,390.00 $2,000.00" 


Nursing Consultant Service 


ТУ. Public Information Office 
id ous from MHS Ако Б sees $1,000.00 $1,000.00! 
tem 


_ V. Information Service (Newsletter and Mail 


Бом) E ET OAS SS as $8,000.00 — $11,000.00 
Advertising .............seee ЖАККА qu NEUN * 2,500.00 3,000.00 
Classified Notices ....... 3 MA VN 300.00 300.00 

ewsletter Subscriptions ......--з б 200.00 200,00 


Sale of Publications. ......... 
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Reimbursement for Printing, Official Estimated Actual NA d i 
vj Announcements, etc........... 1,500.00 — $1,500.00 
diu, Й (Items іп IV, У, and VI 
in earlier years listed 
under Office of Medi- ` 
cal Director) 
ЕА АКС СҮ; $12,500.00 — $14,500.00 
VI. Publications 
Sale of Books, Pamphlets (e.g. Conf. on 
Psy. Ed. desk calendars, appt. books, 
etc.) Dor rr ONE etse eo dosis e TM ие а $5,000.00 $5,000.00* 


УП. Mental Hospital Service and Institutes 
Mental Hospital Subscriptions........... $25,000.00 $21,080.00 $22,500.00 $30,000.00 
Sale of other publications. 10,000.00 10,648.43 6,000.00 6,000.00 
Advertising ... 2,800.00 1,175.32 6,000.00 3,600.00 


15,500.00 ^ 12,395.00 ^ 10,000.00 10,000.00 
5,000.00 — 11,243.79 T e». 


$58,300.00 $56,542.54 500.00 — $49,600.00 
Payment for Hospital Architecture Study e 


Grant for Architects’ Page in “Mental 
Hospitals" ., 


LEXIC XA SEIS $1,500.00! 
УШ. Central Inspection Board 
Mesi e and Receipts from States and 
Other: Sources ло ДАДЫ: ++ $36,000.00 1,071.31 12,000. 62,000.00 
Accounts Collectible and Anticipated from Im = 
Зе... sees. 26,500.00 ,..., 25,430.00 25,430.00 
A Н $62,500.00 $31,971.31 $87,430.00 $87,430.00 
IX. Grants 
General 
Mog aad piri on Psy. Educ, (No. 
2 Psy. = pires 1 19,800. m 
Carry-over from Previous $5 LR en eons $3,500.00 wu 
Sic TARA o Meri $5,000.00 M 
Foundation) ..... COOPER RENS RS 
Hospital iecur] Study (МЫЛО ГК ЕКнын. $63,900.00 
Division Fund) , à 15,000.00 
Total Grants ., 


$38,526.56 $8,500.00 $78,900.00 


X. Contract Surveys of Mental Hygiene 
Programs in States 


Grand Totis, ie sree seein oun tanh Se $15,000.00? 
oan ES 
$359,230.00 

Bookkeeping transfer; not actual income to Associati, $357,737.20 $402,095.00 452415500 ^ 
sae item, subject to Council approval, А 
д ы pe. includes non add transfers -MHS.CIB.NC. 


2 Carry over from USPHS #1 and #2, 
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APPROPRIATION FOR EXPENDITURES 
1952-53 j н 
I. Orrice or MEDICAL DIRECTOR Estimated resto ка ec 
A, Salaries: 
Medical Director . $17,000.00 $16,999.02 $17,000.00 $17,000.00 


Office Manager ... 
Secretary to Medical Director 
Information Chief and Editor of 


4,500.00 4,500.00 2,250.00 


3,400.00 4,396.76 380000 3,800.00 


Newsletter 3,600.00 3,319.82 (See Item III) ..... 
Typists ....... 4,400.00 ОИСЕ 
Membership Secretary d aeu eese ERO Eme 3,100.00 3,300.00 
Stenographer LEE rige es rm Seri tes 2,900.00 2,900.00 


Telephone Operator (shared with other 


Offices) „диои 2,800.00 2,899.84 2,050.00? 1,680.00 
Clerical Assistance (Membership) .... 1,500.00 1,977.23 1,500:00 1,500.00 


Secretary-Stenographer (shared with 


Nurse Consultant). ОЯУ Е 1,020.00 1,120.00 


Honorarium for Legal Assistance *.... — ^ ..... 


$37,200.00 $37,835.78 $34,720.00 $31,500.00 


Employment of Assistants to Med. 
Dir. for State Contract Surveys 
(contingent upon income from 


contracts); 2. ОЈО ЕЕ КОКА: MASS vea s.s.. $15,000,001 


B. Office Expense: 
Rent and Utilities (shared with other 


Offices); stiene УЙДЕ . $6,330.00 $6,220.53 $6,800.00? $3500.00 


Telephone and Telegraph 


1,500.00 1,603.96 1,500.00 1,500.00 


Postage- e serana ОЕ : 1,200.00 1,519.33 1,400.00 1,400.00 


Office Equipment 250.00 234.41 250.00 
Travel 
Office Supplies .. 


Printing and Postage for Mem 


500.00 


1,000.00 1,200.52 1,000.00 1,000.00 
1,000.00 ^ 1,312.25 1,500.00 1,500.00 


> 50000 * 580.60 700.00 1,000.00 


Drive 
Miscellaneous ....ss.ccsccesccedeweres 1! seeee 483.78 100,00 ое 
Conference and Seminars. ....... 2,000.00 tense rts ,0004 
G — Medical 
БЕЛКИ ОТ: FER UAE $13,780.00 $13,245.38  $13,4000 $12,700.00 
$50,980.00 $51,081.16 $48,060.00 $59,200.00 


1 New item, subj i 
Mncludes талебе MIS CIE NOU 


П. PUBLIC INFORMATION 


А. Salaries: 
Publi i fficer and 
Adis dut. с. fioc SogpoB. Фаро? Sure 
Secretary to Public Inf. Officer. . "Era Md eset uns p REUNIR 
$10,000.00 $9,999.84 $13,600.00 $12,600.00 
B. Office Expenses: Я $1,000.00 
Consumable Supplies "боо.оо 
Telephone and Telegraph. . 1,000.00 
Postage .. 1,000.00 
Travel . 2,000.00 
Printing . "180.00 
Purchase of Reference Materials. ....- эе 300.00 
Entertainment of Distinguished Guests. +, 
z ч $6,050.00 
тоа. $18,650.00 


ат Grand Total—Public Information. $10,000.00 lic Ed. gnd Relations. 
3 i | gn З 
CB 1952-53 estimate included under, Office of Med. Dir. as Asst. to Med. Dir. on Public Ed. $ 


STnchortionate share of this salary borne by this activity. 
acude transíer--MHS (Salary item). 
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III. INFORMATION SERVICE, NEWSLETTER AND Estimated Actual Estimated 
Мап, Pouce 
A. Salaries; 
Oar Sere К ЛҮ... ИА. $3,400.00 
B. Office Expenses : 
Newsletter—Ptg. and Publisher. . $1,800.00 ^ $1,125.66 1,800.00 
situs AUT NES 1,800.00 
3,200.00 2,717.90 4,000.00 
ШКУ ЕЛА АЗАГА 3,500.00 
Seon ЛАЗА» 450.00 
| 25 : 1,500.00 
| .. $500000 $8,843.56 $13,050.00 
Grand Total—Information Service, $5,000.00 $8,843.56 $16,450.00 
IV. Pustications (Revolving Fund) КЫА AR $5,000.00 
V. Nursinc CONSULTANT SERVICE 
A. Salaries: 
Nursing Consultant ................. $5,050.00 ^ $5,350.00 
Secretary (shared with Med. Dir.).... 1,429.92 2,040.00 
Telephone Operator (shared with Med, 
Dit) vides eerie oe De deo ARTT AD ly 100.08 100.00 
РУ Осе Ереба DU SABINI Л АМТ ли 3749000 
pesos dt $539.76 ^ $540.00 
Office Supplies ... i qus 
M j 83.39 80.00 
Printing and Mimeo, (incl. 101.28 125.00 
сочи and Telegraph. 99.70 100,00 
Office Equipment р eno 
А tee 49.50 50.00 
Miscellaneous ...., PUTA 206.63 100.00 
Grand Total--Nursing Consultant — 9287839 $2,595.00 
АЕ ie suk elastic ТЫ ЖЫЛАРЫ Nes $9,458.39 $10,085.00 
VI. CeNTRAL Inspecrion Волкр 
А. Salaries; 
Chief Inspector 
Inspectors (3)* . 3 
Statisticians ..., t 
Clerk Typists (2)... eae 
o Orel wu CON Or AMO ор uen 
Telephone бошо ык As UAM cc AE AON 
Ж eit asea IE AT 
EE ane AT t n PP NERONE 199.92 200.00 
B. Office Expenses $41,930.00 $20,492.54 $66,040.00 
Rent ......, 
Travel $1140.00 $04236 $1,500.00 
» Board es ,. rem YER 8,000.00 
Office Supplies and F. " рова 4-40 500.00 
Office Supplies....... t 220000 124035 | 7... 
Ове Бао Е о 1,500.00 
tinting AAE оиа а NT 1,000.00 
Communications 750000 1,970.90 7,000.00 
» : 349.66 300.00 


0 At rate of $13,200. 
7j time salary ($1,430) Sec, to NC. 


[Sept 


1954-55 
Estimated 


$3,600.00 


1,800.00 
1,800.00 


4,000.00 
3,500.00 
450.00 


1,500.00 


$13,050.00 


$16,650.00 


$5,000.00 


$5,400.00 
2,080.00 


90.00 


$7,570.00 


$504.00 
100.00 
80.00 
125.00 
100.00 
1,500.00 
50.00 
100.00 


$2,559.00 


$10,129.00 


20 
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1952-53 
1953-54 1954-5 
Estimated Actual Estimated Saad 
Contingencies .... ocena. aerO $700.00  ..... $305.00 $690.00 


$20,040.00 $7,122.17 $20,105.00 $20,490.00 
Grand Total—Central Inspection 


Board ...:: 5:29 925 5. И $61,970.00 $36,614.71 $87,045.00 $87,430.00 


VIL MENTAL HOSPITAL SERVICE AND INSTITUTES 
A. Salaries: 
Service Advisor ..... $1,000.008 $1,000.08 $1,000.00 $1,000.00? 
Chief, Editorial Dept 4,000.00 3,099.84 4,500.00 5,000.00 
Editorial Assistant .. 3,200.00 3,199.92 3,400.00 3,600.00 
Advertising and Administrative Asst... ..... O ..... 3,000.00 3,300.00 
Office Assistant (accounts) == .....  .... 2,900.00 3,200.00 
Telephone Operator (shared with other 
APA offices) ........... 
Typist (full time)? 
Business Manager . 
Clerical Assistant i 
Allowed for Reallocation of position: 
and salaries ............... КЕРЕЛУ 


эө 700.00 


$14,000.00 $13,781.83 $16,050.00 $18,600.00 

B. Office Expenses : 
Rent ........ 9 4:09 9] 4 0 20 DOO $1,200.00 — $1,238.28 $1,500.00 $1,200.00 
Mental Hospitals (Bulletin) .. A 6,000.00 5,430.43 6,000.00 8,000.00 
Postage ... 3,300.00 1,178.60 1,000.00 1,000.00 
Supplementary Mailings . 


Office Equipment ........ à j 500.00 168.25 500.00 500.00 
Supplies ...... m 500.00 666.88 750.00 750.00 
Miscellaneous .....-. «c Ae SURE Т neath eae 750.00 750.00 
Stationery ... 50000 . 50248  ..... 500.00. 
Advertising НОА 1,000.00 , 1,000.00 


Film Service .. 


Printing and distribution of other 
publications 


Promotion , Membership) 1,000.00 244.75 1,000.00 500.00 
Mental re he Тен: . . 13,500.00 8,295.73 6,300.00 10,000.00 
Contingent ........... : 500.00 212.00 50000 ..... 
Addressograph ... 500.00 395400 а oed 
Reference Library .... 200.00 10620 ..... 
Est. Carry-over from ’51-52 budget. 5,000.00 500000 ..... 


$44,300.00 $31,132.34 $28,450.00 $32,500.00 


С — ital 
берү qme tamus fave Seem 


$ Salary it i 
B tem—Public Relations Budget 1953-54- 
Proportionate share of salary for this adii 


уш. Executive ASSISTANT'S OFFICE 


Salaries : 

Executive Assistant ............ » $10,500.00 $10,500.00 piae ied 
Bookkeeper ........ 2900.00. PEE d DO 3 110.00 
Asst. Bookkeeper 260000. i = 2,041.59 ял j 2,850.00 
Telephone Operator ...... 2,600.00 ое к 2,850.00 
Secretary ... eee 2,860.00 оеро 1,100.00 
Temporary Help ..........-.- ... 1,000.00 о 2,500.00 
Clerical Membership Оїгесбогу........ 90 +... 0c PELIS d 


$23,460.00 $23,382.50  $2446000 $28,110.00 


1952-53 
Actual 
$6,000.00 


1,250.23 
1,056.10 


Office Supplies ..... 
сае and Telegraph. 


C. Publications : 
Membership Directory .. vy $5,300.00 $5,831.05 
Fellowship Certificates .. 300.00 356.82 
600.00 ‚187.8; 
D. Miscellaneous Items: Ў "Sd 
$600.00 $450.00 
700.00 401.06 
200.00 


1,500.00 131 57 
$3,000.00 $2,167.63 
E TS MENR se $45,910.00 $44,029.50 


IX. AMERICAN JOURNAL ОР PSYCHIATRY 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


1953-54 
Estinaved 


$6,000.00 
1,200.00 
700.00 
300.00 
900.00 
1,000.00 
2,200.00 
100.00 
100.00 
400.00 


$12,900.00 


$4,500.00 
400.00 


$4,900.00 


$700.00 
700.00 
200.00 
1,500.00 


$3,100.00 


$45,360.00 


A. Printing and MA A ARS. $46,000.00 — $56,465.0311 $54,000.00 


B. Advertising Commissions . 


Осени $3,200.00 $3707.65 


Editorial Assistant .......„.......... $3,500.00 $3,850.90 
Secretary—N. Y. Office. d^ ] 177. 

| A iscsi T ЖЕЛЕ PES 

450.00 450.00 

$6,550.00 $6,478.38 

$84400 $90324 

600.00 628.57 

300.00 300.00 

200.00 200.00 

550.00 363.19 

200.00 266.09 

300.00 290.80 

100.00 90.43 

300.00 88.01 


$3,394.00 $3,130.33 


Total (Am. Journal of Baychiatey), $e о 929085 


» Val $70,073.14 
? Includes 455 of preceding year. 
X. Grants è i 
General: 


Conf. on Psychiatric Educati 
scis (Grant 18 (No. SP 


Conf.) expires’ 10/31/83)... conc 34,326. 
For printing, promotion and publication M rad 
of the Rebt. of the 1952 Conf. on 
Psy Ed. 


$3,700.00 


$6,750.00 


$1,080.00 
800.00 
300.00 
200.00 
700.00 
400.00 
400.00 
100.00 
300.00 
1,000.00 


$5,280.00 
$300.00 
$70,030.00 
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1954-55 
Estimated 


$4,680.00 
1,300.00 
700.00 
300.00 
1,100.00 
1,000.00 
2,200.00 
100.00 
500.00 
800.00 


$12,680.00 


$5,500.00 
400.00 


$60,000.00 
$4,000.00 


$3,500.00 
3,200.00 
2,700.00 
450.00 


$9,850.00 


$1,083.00 
800.00 
300.0019 
200.00 
700.00 
400.00 
600.00 
150.00 
300.00 
100.00 


$4,333.00 


$1,000.00 
$79,183.00 


Conf. on Therapy Evaluation, USPHS Estimated Actual 
Special Grant—Expires 5/31/53. For 

preparation of final rept. of the Conf. 

and such follow-up studies as sub- 

mitted to and approved by USPHS.. estes PAM 


Personnel, professional рат 
architect, engineer) .... TA 
Personnel, administrative Сес 
stenographic, draftsmen) . 
Consultants’ Fees ..... ou 
ravel л... eee 


Supplies and Special Equipment. . 
Postage, Telephone,and Telegraph.... КЕЗЕ HER 
Printing and Publishing..........+-++ өө nee 


m эө m 


Grand Total—Grants .. 
р OF EXAMINERS OF HOSPITAL 


Operation and Expenses. . 


UNNUAL MEETING 4 $17,122.73 


UNCIL AND COMMITTEES 
ecutive Committee and Council... 
ngent Fund ...essesere. d us 


$10,000.00%2 $10,957.18 


eeping Committees : 


Membership .. 


Nominating ... 200.00 237.59 
Program ..... VANS 1,000.0012 1,207.57 


$14,820.00 $5211.67 
Civilian Defenses ccu TEAMS $200.00 “5% 


Eo» and Training Бе 

mission on Long Term Policies 

the Association 250.00 M Sopa 
Contingent Fund y 


$2,450.00 $1,965.23 


бала тоа. Соте аа angana Фуа 


appropria 
g only; recommend unexpended bal. be reappropriated as а 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


$12,000.00 '$10,957.18. 


Budget $100.00 $56.89 
Constitution and By-Laws 50.00 COEM 
[Ethics 5.5 coment anaes . 200.00 5466 


PM. ti 


6,000.00 
2,000.00 
SENS c 4,000.00 
4 1,500.00 
paint 2,000.00 


seers $5,000.00 


$22,850.00 $22,850.00 


$10,000.00? $10,000.00 
2,000.00 2,000.00 


$1200000 $12,000.00 


$250.00 $250.00 
50.00 50.00. 
150.00 150.00 
800.00 800.00 
250.00 250.00 


100000 ^ 1,000.00 


nnnm 


$2,500.00 $2500.00 
$2,650.00 $8,000.00 
1,5000 8000.00 

205000 8000.00 


$6,650.00 $24,000.00 


1,000.00 ЖР 
2,ооо.оо1+ — 3,000.00 


$3,000.00 $3,000.00 


' $24,150.00 — $41,500.00 


є 
“по year” basis, i.e., available until 
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XIV. AssEMBLY 
Expenses: 


TOTAL EXPENSES ................ 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 
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295258 1953-54 1954-55 
Estimated Actual Канша Estimated 
oss eo oe OS $1,500.00 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


In conformance with the request of The American 
Psychiatric Association, the American Medical As- 
sociation, and the American Neurological Associa- 
tion, we are submitting the following account of the 
activities of the American Board of Psychiatry and 
Neurology, Inc., since the last report to the Asso- 
ciations by letter dated April r, 1953. 

The Board consists at present of the following 
members : 


Appointed by The American Psychiatric Associa- 
iiem Kenneth E, Appel (term expires December 
Dr soa A. Boyd, Jr. (term expires December 
Б [A W. Brosin (term expires December 
De Wiliam Malamud (term expires December 


USUS by the American Neurological Associa- 
í p. Bernard J. Alpers (term expires December 
Dro ox’ Finley (term expires December 
Dr. Конн M. Forster (term expires December 
Dr А І. Yakovley (term expires December 
1954) 


Appointed by the American Medical Association: 
Dr. Russell N. DeJong (term expires December 
1954) 
Dr. Francis J. Gerty (term expires December 
1955) 
Dr. Frederick P. Moersch (term expires Decem- 
ber 1956) 
Dr. pw N. Raines (term expires December 
1957. 


At the annual meeting of the Board in December 
1953, the following officers were elected: Dr. Ken- 
neth E. Appel, president; Dr. Frederick P. Moersch, 
vice-president; Dr. David A. Boyd, Jr., secretary- 
treasurer, 

When the Board met in San Francisco, Calif., in 
May 1953, 219 candidates were examined. Of this 
number the Board certified 136 in Psychiatry, 7 in 
Neurology, and none in Neurology and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December 1953. At this time, 
274 candidates were examined by this Board. Of 
this number, 143 were certified in Psychiatry, 12 
in Neurology, and 2 in Neurology and Psychiatry. 

Since its inception, the Board has received 6,028 
applications. Some of these are still under consid- 
eration. The total number of diplomas issued by 
the Board to date is 4,803. Of this number, 3,542 
are certified in Psychiatry, 308 in Neurology, and 
953 in Neurology-and Psychiatry. 

David A. Boyd, Jr., M. D., 
Secretary-Treasurer 
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Although the July issue of the JournaL 
contained the official report of the Secretary 
covering the proceedings of the Association 
at its 110th Annual Meeting at St. Louis, 
there may yet be other matters in which the 
membership is interested or concerning 
which they would be glad to have more com- 
plete information. 

Early in its meeting the Council received 
the report of the Assembly of the District 
Branches. Since the geographical distribu- 
tion of the District Branches is now so wide 
and such a large percentage of members 
therefore belongs to some Branch, it is 
scarcely necessary to remind the reader that 
each Branch elects a representative and that 
these representatives, in the aggregate, con- 
stitute the Assembly. Upon receipt of the 
Assembly report, Council invited suggestions 
аз to how the District Branches may be 
brought into closer participation in the offi- 
cial affairs of the Association. Since it is 
obvious that this requires that they be fully 
informed concerning matters discussed and 
actions taken by Executive Committee end 
Council, it was voted by the latter that copies 
of the minutes of both bodies be sent to the 
President, Secretary, and Assembly repre- 
sentative of each Branch. Copies of the min- 
(d both of the Council meetings in St. 
| ouis and of the Executive Committee meet- 
ried of June 13 have already been sent to 
ae officials, accompanied by a letter from 
; е President calling attention to the more 
portant items therein. These copies will 
| їшзыу be read at the next meeting of 

€ respective Branches. 

a a great satisfaction to the officers and 
m ers of Council that there is now a defi- 
$ еше whereby the membership may 

wha Pt informed of Association affairs—of 
ud your elected agents are doing to pro- 
dts Your professional interests, your organi- 
br п, апа the knowledge and applications 
pora In order, too, that the Assem- 

the and through it the District Branches and 
T members, may have every opportunity 


to acquaint themselves with all matters re- 
ceiving attention between meetings of Coun- 
cil, the Executive Committee at its meeting 
on June 13 invited the Speaker of the As- 
sembly to attend all its meetings. 

Members who were not present at the An- 
nual Meeting in May will, we believe, be glad 
to learn of a proposed amendment to the 
By-Laws read at that meeting. Article V, 
Section 2, of the present By-Laws states: 
The Assembly shall consider only matters referred 
to it by Council, and advise Council thereon. 


Council unanimously voted to recommend to 
the membership the adoption of an amend- 
ment to the By-Laws altering this Section to 
read: 
The Assembly shall consider matters referred to it 
by Council and advise Council thereon, and present 
to the Council suggestions and recommendations on 
any other matters pertaining to the objectives of the 
Association. 
In January, 1955, members will be asked to 
vote by mail on the adoption of this amend- 
ment. If, as is hoped, this proposed change 
receives a favorable vote, members, through 
their District Branches and the Assembly, 
will find an established procedure through 
which to submit suggestions and recom- 
mendations to Council for consideration. If 
adopted, this amendment will not only pro- 
mote democratic processes in the transaction 
of the Association’s affairs but will facilitate 
the task of Council by reason of the fact that 
many matters referred to it will have received 
study and consideration by District Branches 
and Assembly before reaching Council. 
From the foregoing it is seen that not 
only is a closer participation of the District 
Branches in the official affairs of the Asso- 
ciation rapidly taking place, but also that a 
desirable integration with the Association is 
being established. While Council has been 
watching with much satisfaction the increas- 
ingly definite place of the District Branch in 


the organization of the Association, it has 
rn as to the place of the 


felt a growing coneern as lace ‹ 
‘Affiliate Societies. At its meeting in St. 
е a 
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Louis it therefore voted to create an ad hoc 
Committee of Council, with representatives 
from the Assembly and from Affiliate So- 
cieties, to study the role of these societies in 
the structure of the Association to which 
many of them have shown great loyalty. An 


PRESIDENT'S PAGE 


[Sept. 
Fe ee eee eee RENTS PAGE [Sept 


important task has been imposed upon the 
Committee which, we hope, will suggest 
some method whereby a relationship that is 
both closer and of mutual benefit may be 
established. 

Artuur P. Noyes, M. D. 


GOVERNMENT 


I was driven to affirm, in praise of true philosophy, 
philosophy was it possible to take a correct view of 
cordingly the human race would never see the end 
should come to hold political power, or the holders 


appointment, become true lovers of wisdom. 


that only from the standpoint of such 
public and private right, and that ac- 
9f trouble until true lovers of wisdom 
of political power should, by some devine 


—РгАтО 


——Y— RAM M—Pr——oic———— RESP 


COMMENT 


ORGONE THERAPY 


Members of The American Psychiatric 
Association may wish to know about the ac- 
tivities of the Wilhelm Reich Foundation 
and its claims for orgone treatment, in view 
of the recent Federal court order in Maine 
regarding this group. 

Wilhelm Reich’s early work in psycho- 
analysis in Austria and Germany was gen- 
erally accepted by psychoanalysts as an im- 
portant contribution. Hig collected papers 
on character formation, published in book 
form in 1933, were considered a pioneer 
clinical study of ego psychology and the 
techniques of character analysis. But Reich’s 
concepts seemed to change suddenly. In his 
paper read at the International Psychoana- 
lytic Congress in 1934 he described character 
as biophysical behavior, to which he applied 
his orgasm theory. That same year, accord- 
ing to the translator’s preface to the second 
edition of Character Analysis, Reich was 
excluded from the International Psycho- 
analytic Association, allegedly because “he 
had become too well known as an gnti- 
fascist,” 

He went to N orway, where he claimed dis- 
covery between 1936 and 1939 of “a visible, 

+. ubiquitous cosmic energy," and began 
fo publish a magazine on sexual economics. 

bout 1940 he came to this.country. 

The Wilhelm Reich Foundation was es- 
tablished at Orgonon, Rangeley, Maine. 
Here Reich concentrated on “orgone bio- 
Physics and , . . orgone therapy." The or- 
ie energy accumulator, equipped with 
S'Octer, was made, which was represented 
to collect, accumulate, and use “Life En- 
о :-- for scientific, « educational and 
ny Purposes,” As pictured, the device 
5a Bus a telephone booth. An orgone en- 
E Cus was made for bed patients. Use 
à ш ег device was claimed to greatly bene- 
E the patient with various diseases, from 
i ncer, brain tumor, and severe sexual stasis, 
colds or hay fever, 
me though supposedly self-regulating, treat- 

nt and its results could be judged only by 


use of Reich blood tests and by “authorities 
in the field of orgonomy." Individuals were 
allowed to use the device in their own homes 
by contributing a monthly fee “to the Orgone 
Research Fund.” 

Various publications of the Foundation 
and the Orgone Institute Press include, from 
1942, The Discovery of the Orgone, two edi- 
tions of Character Analysis, the third with a 
new section on orgone therapy, and People 
in Trouble. 

For some time leading psychiatrists in this 
country have felt that evidence brought for- 
ward in favor of the so-called orgone theory 
is unconvincing, and that orgone treatment 
is scientifically unsound. 

The United States as plaintiff in the U. S. 
District Court, Maine, enjoined the Wilhelm 
Reich Foundation, Wilhelm Reich, and Ilse 
Ollendorff, defendants, from further alleged 
violations of the Federal Food, Drug, and 
Cosmetic Act, under terms regarding mis- 
branded and adulterated articles. The de- 
fendants, served on February 10, 1954, with 
a summons and copy of these complaints, 
neither appeared nor answered the com- 
plaints within the allotted time. When they 
were served with a copy of requests for ad- 
missions, they again defaulted in answering 
these requests. ai 

Then by a decree of injunction (civil 
action no. 1056), issued on March 19, 
1954, the defendants and all their associates 
were “perpetually enjoined and restrained 
from doing any of the following acts, di- 
rectly or indirectly,” in violating certain sec- 
tions of the Act, “with respect to any orgone 
energy accumulator device, in any style or 
model, any and all accessories . . . pur- 
ported or represented to collect and accumu- 
late the alleged orgone energy." 

The decree further ordered the defendants 
to recall all such devices shipped oi a rental 
or similar basis in interstate commerce and 
to destroy or dismantle them; to withhold 
all publications déscribing these devices or 
their use or to delete all such passages; to 
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destroy all printed or written instructions 
regarding the devices and their use; to stop 
further dissemination of all this material; 
and to permit employees of the Food and 
Drug Administration to have access to perti- 
nent files and records and to interview offi- 
cers or employees of any defendant. 

In a public statement Reich, together with 
К. С. Delacey and R. М. Tieger, claimed to 
answer the injunction. Reich denied that 
either the Federal Drug Administration or 
man-made law is empowered to deal with 
orgonomy because it is a branch of “Basic 
Natural Science" that explains “Basic Natu- 


ral Law.” He therefore refused to appear in 
court, and urged dismissal of the case. De- 
lacey and Tieger maintained that Reich’s 
publications are open records justifying his 
work; and that irresponsible action by civil 
authorities seriously endangers “the search 
for truth” and threatens the freedom and 
survival of “responsible citizens.” 

The present status is that a decree of in- 
junction has been granted against the Wil- 
helm Reich Foundation, after the defendants 
refused to answer either the legal summons 
or the requests for admissions. 

K. M. B. 


DREAMS 


At my nativity my ascendant was the 


watery sign of Scorpius; I was born in the plane- 


tary hour of Saturn, and I think I have a piece of that leaden planet in me. I am no 


way facetious, nor disposed for the mirth 


and galliardise of company; yet in one dream I 


—Sm Tuomas Browne, 
Religio Medici. 


NEWS AND NOTES 


Dr. С. Kirsy Солев. —Тһе death of 
Dr. Collier occurred at his home in Roch- 
ester, N. Y., June 18, 1954, at the age of 75. 

Born in Wilmington, N. C., Dr. Collier 
received his degree in medicine from the 
University of Maryland. Early in his medi- 
cal career he served for a period on the staff 
of Craig Colony for Epileptics at Sonyea, 
N. Y., eventually becoming assistant medical 
superintendent. His-interest in the convul- 
sive disorders dates from that period, and he 
developed expert competence in that field, 
publishing numerous research studies on the 
subject of epilepsy. 

Another special field to which he devoted 
attention throughout his professional life 
was alcoholism. He was founder and presi- 
dent of the Rochester Rehabilitation Center 
and a member of the Research Council on 
the Problems of Alcohol. In 1951 the Roch- 
ester Academy of Medicine presented to 
Dr. Collier the Albert David Kaiser Medal, 
the citation describing him as “one of the 
first physicians to insist that alcoholism is a 
disease and as such deserves study and treat- 
ment like any other disease.” ° 
„Ог, Collier made his home in Rochester 
Since 1919 and he was the first private prac- 
titioner of psychiatry in that city. He was 
also staff consultant to Strong Memorial, 


Highland, St. Mary’s, Park Avenue, Monroe 


Ошу, and Rochester State ‘Hospitals, as 
ET as to Craig Colony. He served as psy- 
Cuatrist to the Rochester Board of Edu- 


Cation, 


He was affiliated with many professional 


Societi, Е 
. «Societies and agencies, among them the 


merican Academy of Neurology, American 
cademy of Forensic Sciences, and Ameri- 


- тап College of Surgeons. He was a Life 


ea of The American Psychiatric Asso- 
b: Оп. In that fellowship he was highly 
“етей and his loss is keenly felt. 


E Карн М. Еклозуз.—Оп June 20, 
Мер occurred the death of Dr. Fellows, 
As “tng Director of the Milwaukee County 
yum, Milwaukee, Wis. 
7. Fellows was a graduate of the Uni- 


versity of Missouri and received his medical 
degree from New York University and 
Bellevue Medical College. He took graduate 
work in psychiatry at Pennsylvania Hospital, 
Boston Psychopathic Hospital, and the Men- 
ninger Clinic. During World War I he 
served as first lieutenant in the 2oth U. 5. 
Army Infantry. 

He entered the Milwaukee County service 
in 1940 and on January r, 1943, was ap- 
pointed medical director of the asylum. This 
position he held till the time of his death. 
During this period the population of the 
hospital almost doubled. Dr. Fellows con- 
stant interest in training programs for the 
hospital personnel was rewarded by recogni- 
tion by the National Association for Mental 
Health of members of his staff for outstand- 
ing services. Four times he had made a 
nomination and four times the award was 
made. 

At the annual meeting of the Milwaukee 
County Society for Mental Health, May 20, 
1954, Judge Harvey Neelen presented the 
society's aunual civic award to Dr. Ralph M. 
Fellows in recognition of his fine administra- 
tive career and his fruitful work for the bet- 
terment of mental health in the community. 


De PauL Hosprrat.—Announcement has 
been received from Dr. Walter J. Otis, 
neuropsychiatrist-in-chief, that the hospital 
under the direction of the Daughters of 
Charity of St. Vincent de Paul in New Or- 
leans, and known hitherto as De Paul Sani- 
tarium, has been officially designated as De 
Paul Hospital. ў 

Prior to 1937 this institution had a closed 
hospital staff, but since that date it has been 
an open staff hospital.- This change was 
looked upon favorably by all concerned and 
has met with excellent cooperation by the 
hospital authorities and the psychiatrists in 
New Orleans and the South. : 


Courr Psycutarry—New York Ситү. 
—As “a historic step," and a pattern for 
other cities to follow in combatting “the ris- 
ing tide of juvenile delinquency,” the Board 
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of Estimates of New York City, on July 22, 
voted an appropriation of $661,610 to en- 
large probationary and psychiatric services 
in 3 city courts—the Court of Special Ses- 
sions, the Court of Domestic Relations, and 
the City Magistrates’ Court. Of the total 
appropriation, $120,000 was designated to 
provide an additional $40,000 psychiatric 
unit in each of the 3 courts. 


Memoria To SiemuNp Freup.—On the 
anniversary of the birth of Sigmund Freud, 
May 6, 1954, in the presence of about 200 
guests, including the 2 Deputy Mayors of 
the City of Vienna, the Rector of the Uni- 
versity, and the Dean of the Faculty of 
Medicine, a memorial plaque was unveiled 
on the outer wall of 19 Berggasse, Vienna, 

During the sixth annual meeting of the 
World Federation for Mental Health, in 
Vienna, in August 1953, a number of people 
who made a pilgrimage to see this house 
discovered that it was not marked in any 
way and spontaneously made the suggestion 
that the whole group subscribe toward the 
cost of a commemorative tablet. The Aus- 
trian Society for Mental Hygiene contributed 
the balance of the funds and made all ar- 
rangements for the erection of the plaque. 
The inscription reads: 


“In diesem Haus lebte und wirkte Sigmund Freud, 
in den Jahren 1891-1938, der Schópfer und Be- 
gründer der Psychoanalyse. Gestiftet von 6. 
Jahresversammlung der World Federation for 
Mental Health im August, Wien, 1953. 


Professor Н. C. Rumke, of Utrecht, presi- 
dent of the World Federation for Mental 
Health, attended the ceremony and gave the 
first address, followed. by Professor Hans 
Ной, professor of psychiatry in Vienna and 
chairman of the Austrian Society for Mental 
Hygiene. 

On the evening before the unveilin g. 
Winterstein, president of the Austrian zn 
heaps du Association, at a special meet- 
ing, read a er on the i 
Freud and arde к beeen 


Савве REsEARCH GRANTS.— This new 
development in the U. S. Public Health 
Service grants program was initiated in 
1953-54, upon recommendation of the Na- 
tional Advisory Mental Health Council, to 
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assist in the opening of research careers to 
quali&ed young psychiatrists and scientists 
in related disciplines. The intent is to enable 
highly qualified young men or women to 
spend from 3 to 5 years in full-time research. 
Three awards have already been made this 
year. 

The closing date for receipt of applications 
for a mental health career investigator grant 
for the coming year is November r. Infor- 
mation and application blanks may be ob- 
tained from the Research Grants and Fellow- 
ships Branch, National Institute of Mental 
Health, Bethesda 14, Md. 


INFANTILE, PARALYSIS RESEARCH 
Grants.—The National Foundation for In- 
fantile Paralysis has announced the award 
of grants and appropriations totaling 
$2,486,244, effective July 1, 1954, for re- 
search and professional education in polio- 
myelitis and related fields. Grants went to 
30 different medical schools, universities, 
hospitals, research institutions, and educa- 
tional organizations in the U. S. and in 2 
other countries. 

A total of $74,000,000 has been provided 
since 1938 for research in virology and epi- 
demiology, prevention and treatment of after- 
effects of poliomyelitis, clinical studies in 
medical care, polio prevention, and aid to 
professional and public education. Since 
1938 the National Foundation has expended 
an additional $174,700,000 in meeting costs 
of treatment for patients needing help. 


ADMINISTRATION OF STATE PSYCHIATRIC 
SERVICES—A 2-year study by the National 
Association for Mental Health has shown 
that most states run their mental hospitals 
and other mental health services in ways that 
are “archaic, inadequate, and ill-fitted to the 
job to be done.” 

A report of the study, recently released, 
stresses that the effectiveness of such services 
in preventing and treating mental illness de- 
pends largely on the kind of setup the states 
provide for their administration. The most 
desirable system for most states would be 
separate, coordinati f menta 
ioe е department о 

Ошу то states have such departments. In 
the remaining states, many different kinds of 
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administrative systems are in operation, most 
of them hold-overs from the mid-nineteenth 
century, when the “insane” and “indigent” 
in jails and almshouses were taken over by 
the states. 

The study here reported was conducted by 
Raymond С. Fuller. Copies of the report are 
available through the state mental health 
association in your state or through the Na- 
tional Association for Mental Health, 1790 
Broadway, New York 19, N. Y. Single 
copies are 50 cents, with progressively lower 
tates for larger quantities. 


5іхтн MENTAL HOSPITAL INSTITUTE:— 
Dr. Arthur P. Noyes, president, announces 
the convening of this institute, to be held at 
the Hotel Nicollet, Minneapolis, Minn., Oc- 
tober 18-21, 1954, under the auspices of The 
American Psychiatric Association Mental 
Hospital Service. 

‚ This institute, not designed to take “offi- 
cial action” on controversial issues, but to 
seek solution to common problems in a spirit 
of cooperative investigation, invites all staff 
members of hospitals for mental patients, 
schools for the deficient, and the central ad- 
ministration offices of Canada and the United 
States to attend. Members of other profes- 
Sions concerned with the mental hospital 
Problem are also invited. 
; The enrollment fee, which covers daily 
Uncheons, the annual party and banquet, a 
Second informal party, trips to local hospital 
installations, and other items, is $50. For 


f "ormation concerning application write the 


А Mental Hospital Service, 1785 Massa- 
usetts Avenue, N.W., Washington 6, D. С. 


Course on Minnesota MULTIPHASIC 
wn NTORY.—The University of Minnesota 
of E urat а continuation course in the use 
the МРТ, October 14 to 16, 1954, under 

rof rection of Dr. Starke R. Hathaway, 

“lessor and Director, Division of Clinical 
р оку. The course is intended pri- 

Ty for clinical psychologists but will be 
who to psychiatrists and other physicians 
Murr” be interested in the use of the 
err Guest faculty will include Drs. 
5 oe Welsh, department of clinical psy- 

CEN » University of North Carolina, and 

tson Gough, department of psychology, 
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University of California. The remainder of 
the faculty will be drawn from the Univer- 
sity of Minnesota. 

Lodging and meal accomodations are 
available at the Center for Continuation 
Study, on the campus of the University of 
Minnesota, 


NonrH SHore Lecrure Smnms.—The 
North Shore Health Resort, Winnetka, Ill., 
announces -its fifth annual lecture series, 
titled “Treatment in Psychiatry—IL," to be 
held at their hospital at 225 Sheridan Road, 
in Winnetka, at 8:00 p.m., the first Wednes- 
day of each month, from October through 
June (except October, when the lecture will 
be held on the second Wednesday). There 
is no admission charge. 

The list of lecturers for the series includes : 
Drs. F. C. Redlich, Stewart G. Wolf, Jr., 
Edwin F. Gildea, Fritz Kant, D. Ewen 
Cameron, Lawrence C. Kolb, Raymond W. 
Waggoner, Louis B. Shapiro, and Jacob E. 
Finesinger. 


AMERICAN MEDICAL ASSOCIATION.—At 
the recent annual meeting of the Association 
in San Francisco, Dr. Francis J. Braceland, 
Psychiatrist-in-Chief of the Institute of Liv- 
ing, Hartford, Conn., was elected chairman 
of the Section on Nervous and Mental Dis- 
eases of the American Medical Association. 


AMERICAN PSYCHOSOMATIC SOCIETY.— 
The twelfth annual meeting of the Society 
will be held at the Claridge Hotel in Atlantic 
City on Wednesday and Thursday, May 4 
and s, 1955. This meeting will be immedi- 
ately preceded by those of the American So- 
ciety for Clinical Investigation and the Asso- 
ciation of American Physicians. It will be 
followed by the meeting of the American 

oanalytic Association. 

E аа Committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration for the program no later than 
December 1, 1954. Time allotted for the 
reading of a paper will be 20 minutes. The 
committee is interested in investigations in 
the theory and practice of psychosomatic 
medicine as applied to adults and children in 
all the medical specialties, and in contribu- 
tions in psychophysiology and ecology. 
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Abstracts should be submitted in duplicate, 
and should be sent to the Chairman at 551 
Madison Avenue, New York 22, N. Y. 


Grour "THERAPY CONFERENCE.—The 
twelfth annual conference of the American 
Group Psychotherapy Association will be 
held at the Henry Hudson Hotel in New 
York City, Friday and Saturday, January 14 
and 15, 1955. 

The Friday afternoon session will be de- 
voted to workshops dealing with the use of 
group therapy in child guidance, in private 
practice, and other related themes. Scientific 
papers will be presented on Friday evening, 
and on Saturday morning a series of panels 
will be held dealing with group psycho- 
therapy in the treatment of psychosomatic 
disorders, of psychotics, and addictions, its 
use with art, and other aspects of therapy. 
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The conference closes with 2 sessions on 
Saturday afternoon at which the reporters 
and chairmen will present papers on special 
aspects of group psychotherapy and work- 
shops and panels. 


NEUROPSYCHIATRIC SOCIETY OF VIRGINIA. 
—At the spring meeting of the Society the 
following officers were elected for the coming 
year: Dr. Granville L. Jones, president; 
Dr. R. W. Garnett, Jr., vice-president ; and 
Dr. George S. Fultz, Jr., secretary-treasurer. 


DELAWARE PSYCHIATRIC Sociery.—At 
the last annual meeting of this Society, held 
May 25, 1954, the following officers were 
elected; Dr. Fritz Freyhan, president; Dr. 
Jerome Kay, vice president; and Dr. Wil- 
liam A. Byrne, secretary-treasurer. 


THE LIE DETECTOR 


There is nothing magical about the instrument and to trade on the fear and the ignorance 
of suspects by assuring them that the lie detector never lies because it is some mysterious 
and infallible invention of science is a reprehensible way of dealing with a person whose 
guilt is in doubt, АП that one can say definitely is that an emotional reaction is a physio- 
logical event. It is a non-specific event; there is no special reaction peculiar to guilt. The 
NT ks lie detector is misnomer, perhaps a deliberate misnomer to help the purposes of 

police. A better term would be stress detector—and to detect stress is all that the “lie” 


detector can honestly claim to do. 


Е. R. Ames, M. D. Ca. B, 
Journal of Forensic Medicine. 
(Oct.-Dec. 1953). 


HücHsTBEGABUNG: IHRE ERBVERHALTNISSE SOWIE 
Jure BEZEHUNGEN ZU PsycHISCHEN ANO- 
MALIEN. By Adele Juda (with an introduction 
by B. Schulz). (München-Berlin: Urban & 
Schwarzenberg, 1953.) 


1 This unassuming but valuable monograph is by a 
former senior member of Rüdin's research staff at 
the Max Planck Institute in Munich. It is a ju- 
diciously condensed version of a manuscript which, 
їп all its essential details, was completed by the 
author a few years before her untimely death on 
October 31, 1949. The editorialework was done by 
Dr. Bruno Schulz, an old friend and highly com- 
| petent colleague of the author. Thus the book has 
become a fitting monument to her life of devoted 
‘Scientific endeavor, and, at the same time, sym- 
bolizes the hardships of those many nameless re- 
л workers whose investigations are encum- 
red by adverse political circumstances. 

What is now available of the findings of this 
father unique genealogical study, which took 12 
Years to complete (1028-1040) and may never be 
| duplicated, is a wealth of factual data, presented 
ES а minimum of hypothetical inference but not 
. p ely consistent with a preliminary report pub- 
“lished in this JounNAL in 1949 (Vol. 106, pp. 296- 
307). The data are based on a thorough study of 
ОЛЕН of outstanding intellectual or creative 
го (181 scientists, 113 artists). Their personal, 
ў ES and genealogical histories are analyzed, 
N E compared with those of a less thoroughly 
5 control group of 115 scientists and 

iy ча with only ordinary professional 

Bi Жа CoM aces Essential facts regard- 
М КА] ighly or moderately gifted family units 
Crick. ated in such a manner that, apart from 

тфу Md the points made in the text, they can 

ES. be used for further analysis by other 
B. [ске in the subject matter. 
the m aborate procedure employed in ascertaining 
б ES cases—all of whom were men except for 
идеа fet and one poetess—depended on the fair- 
= operation of numerous academic and ar- 
bie E and apparently the method functioned 
described 4 - The essentials of the procedure are 
i E the first section, of the book without 
e had Dt to minimize the difficulties which may 

a limiting effect on the completeness or 
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8.000 01 earlier than 1650. Of the more than 
бу 4 5 atives of highly gifted probands who fell 
М pd and possibly too ambitious scope 
Derso, у, approximately 5,000 were available 
am nal interview. Since 44.2% of the artists 
) 150% of the scientists were born before 
a because of the tendency of artists to 

und more freely than is possible for scien- 
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tists, the number of “insufficiently investigated fam- 
ilies” was higher in the former group than in the 
latter, 

Psychiatric classifications of the probands and 
their relatives, mating characteristics, and fertility 
statistics form the main part of the book, together 
with 44 tables. The most pertinent results are 
summarized in 14 carefully formulated conclusions 
of such length that they cannot be discussed here 
in detail. Some of the principal findings have been 
interpreted as showing that the formative processes 
interacting in the production of a "genius" are 
highly complex and rest on diverse factors, both 
genetic and nongenetic. 

The important but not otherwise specified part 
played by genetic mechanisms in the determination 
of outstanding talents is inferred from the observa- 
tion of unusual ability in the forebears of most of 
the highly gifted probands studied, as well as from 
a remarkably high number of intellectually superior 
persons among their children and grandchildren. 
The observed rate of subnormal intelligence was 
very low in the descendants of both scientists and 
artists, However, the families of the two groups 
showed significant differences in the distribution of 
schizophrenic, manic-depressive, and psychoneurotic 
symptoms. On the whole, schizoid traits were more 
frequently diagnosed among the artists and cycloid 
traits among the scientists, especially, among those 
from the natural sciences. Only in the group of the 
artists was the verifiable schizophrenia rate sig- 
nificantly increased (27%). Nevertheless, the 
author is emphatic in her conclusion that mental 
disorder is not prerequisite for the development of 
outstanding intellectual or creative ability, thus re- 
futing the popular theories of Lombroso, Lange- 
Eichbaum, and others. In the author's opinion, the 
families of highly gifted persons are distinguished 
from those of average people by the increased 
tendency to outstanding intellectual ability rather 
than by the increased expectancy of mental illness. 

Another interesting fact is that both groups of 
more fertile than their sib- 


comparatively less fertile than the scientists and 
their families, Also, the artists had a shorter life 
span, higher celibacy and divorce rates, and a 
greater number of illegitimate children than was 
true for the scientists. Only the relatives of the 
scientists were found, however, to have had a re- 

roductive rate sufficient in quantity to insure sur- 
vival of highly gifted families. Mentally abnormal 
probands seemed to haye the most pronounced 
tendency to infertility. 

Contrary to popular belief, the mates of probands, 
especially those of the scientists, were also found 
to have been of superior quality and extraction, 
ently were such excellent marriage part- 


and арраг‹ n t 
ners that the majority of the marriages were classi- 
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fiable as happy. Many of the wives were reported 
to have contributed directly or indirectly to the 
accomplishments of their husbands. 

These and other major conclusions seem to be 
consistent with the data compiled and are presented 
in such a way as to remain on the side of under- 
statement. In any case, the assemblage of such a 
mass of valuable family data classifies this book 
as highly commendable to workers seeking informa- 
tive source material rather than a few sparkling 
theories or simple formulas to explain the phe- 
nomenon of genius. Beyond question, even those 
readers who may be inclined here or there to be 
critical, either of the investigative procedure used 
or of some conclusions drawn, will certainly agree 
that the work accomplished by Adele Juda was 
prodigious and of such a fine quality as to deserve, 
posthumously, the highest recognition and respect. 

Franz J, KALUMANN, M. D, 
Gordon ALLEN, M. D., 
New York State Psychiatric Institute. 


Recurrent MALADIES IN SCHOLARLY WRITING. By 
Eugene S. McCartney. (Ann Arbor: Univer- 
sity of Michigan Press, 1953. Price: $2.50.) 


Everyone who writes for publication should read 
this book and heed the good advice given. The chap- 
ter titles give a good idea of its contents and a care- 
ful perusal of the text will bring home to the reader 
the value of simple, clear, and easily comprehended 
writing. 

There are 9 chapters, titled: The Studied Avoid- 
ance of Simplicity ; Doth not the Ear Try Words?; 
Illogicality ; Saying it with Flowers; Some Parti- 
ciples I Have Met; Oddities in Measuring and 
Counting; Such Rackers of Orthography; The 
Tautological Phrase of Specification; Is Scholar- 
ship Always Scholarly? These are followed by a 
list of Works on Scholarly Writing, and an index. 

The author emphasizes his point and also affords 
Some amusement by citing some "horrible exam- 
ples" He also quotes freely from what other au- 
thors have said of the values of good writing. 

Some may not agree that all the objections are 
valid. For example, he considers “elaborate labora- 
tory facilities" as offensive to euphony, but admits 
that "Investigate before you invest" is couched in a 
form not easily forgotten, 

6 Не Em criticises the current extensive use of ab- 

reviations, an opinion with which m. will agree. 
Also, "The reiteration of cognate И іп different 
parts of speech convicts authors of hastiness.” Ex- 
amples ; "One end of an egg ends in a rounded 
point" (noun and verb) ; "This locality is located to 
the north” (noun and verb) ; “The following formu- 
las follow regularly” (adjective and verb). 

The above may indicate that many of the author's 
criticisms are well founded and that manuscripts 
should be carefully inspected before being sent for 
publication. 

As editor for the publications of the Universi 
of Michigan Press for 30 years the author es 
a wide experience and deserves credit for sharing 
his observations with others and for stimulating an 
interest in better writing. A lighter note is injected 
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by the inclusion of many pictures with captions 
gleaned from various publications, most of them 
humorous. ; 
Again we urge writers to read and study this 
excellent book. 
W. R. D. 


L'Homme ET LA МАС. By Dr. A. Aubin. (Paris: 
Desclée de Brouwer & Cie, 1952. Price: 175 
fr.) 


Concepts and practice of magic, characteristic of 
so-called primitive peoples, common also in children 
of more sophisticated communities, are not absent 
from adult life in any civilization. Belief in miracles 
persists in intellectual levels not categorized by low 
IO's. Small wonder that magical beliefs and atti- 
tudes should find expression, under stress of mental 
disorder, in persons who in health have not con- 
spicuously displayed them. р 

The author of this book is a practicing psychia- 
trist who devotes himself mainly to child psychiatry. 
Formerly he had many years’ experience in the 
French colonial medical service during which he 
accumulated data on the mentality and psychopa- 
thology of so-called primitive peoples. This material 
he published in a series of monographs on special 
topics. All this is recapitulated in the present work 
which amounts to a comparative study of the mind 
of the primitive, of the child, of the healthy adult, 
and of the psychiatric patient. 

Such a survey as that here offered, bringing the 
findings of cultural anthropology into a clinical 
setting, offers an excellent introduction to the study 
of, psychiatry. The author is not bound down by 
the prejudices of system or school. In the reactions 
of his mental patients in North Africa he was able 
to identify magical components, as would of course 
be inevitable. On the basis of a carry-over of such 
ancient and deep-seated habits of mind the rationale 
of many features of the psychotic behavior of “civil- 
ized” patients may emerge. Psychotic concepts 
contamination, rites of purification, ideas of pos- 
session, the power of prophecy that seem absurd 
to the lay observer of mental patients become less 
strange anthropologically considered; the magic of 
the spoken word, the personal name, tabu prohibi- 
tions, spells and influences, all throw light on con- 
temporary psychiatric problems. ў 

In infantile behavior and in certain personal rit- 
uals, superstitions, compulsions, and phobias of the 
adult the author speaks of a “biopsychological con- 
ditioning” of prehisioric origin and perpetuated 
from generation to generation. Such psychic deriva- 
tives he compares with the archetypes of J ung. 

This scholarly synthesis of viewpoints, derived 
Íroin different disciplines, in the interpretation o! 
human behavior both normal and pathological might 
well be given an English translation. 

CB. P 


Tue Year Book ор NEUROLOGY, PSYCHIATRY, AND 
Neurosurcery (1953-1954). Edited by Roland 
Р. MacKay, M. D. (Neurology), Nolan D. С. 
Lewis, M.D. (Psychiatry), Percival Bailey, 


AN 
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M D.and Oscar Sugar, M. D. (Neurosurgery). 
(Chicago: The Year Book Publishers, Inc., 
1954. Price: $6.00.) 


The Year Book, which is as old as this century, 
reviews each year a representative selection of the 
more important reports of new work in the several 
fields covered that have been published during the 
twelvemonth. The grouping of topics in each of the 
three divisions indicates the current status of these 
disciplines. 

Under Neurology, there are 10 groups: neuro- 
physiologic mechanisims, pathology, exogenous tox- 
ins, infectious diseases, vascular disturbances, de- 
generative diseases, metabolic disorders, convulsive 
disorders, cranial and spinal nerves, diagnostic and 
therapeutic methods. 

Treatment in neurologic disorders has never been 
а very encouraging business, and’ nothing spectacu- 
lar is reported this year. New methods and new 
drugs are constantly being experimented with how- 
ever and this at any rate is salutary. Refinements 
in the pharmacologic treatment of the various types 
of epilepsy are reported. The editor warns against 
the hazards of spinal anaesthesia, myelography, and 
especially cerebral angiography. 

, The section on psychiatry illustrates the increas- 
Ing nosographic uncertainty of this branch of medi- 
Cine, There are two groups dealing respectively 
With general topics and child psychiatry; the re- 
mainder of the field is covered under these head- 
185: schizophrenia, affective disorders and miscel- 
anéous psychotic reactions; organic diseases and 
die. reactions ; psychoneuroses and psychosomatic 
lers, 
i ТА 15 notable, as has been the case for some years, 
is reported tissue pathology in mental disorders 
purely limited to gross brain damage or dis- 
Tu In the present Year Book only two papers 
alan Significant histopathology of the cortex 
еке. In one, biopsy material from several 
in With presenile dementia gave evidence of 
ied cimer’s disease. In the other, 12 patients who 
in delirium tremens all showed chronic toxic 
ua in the cortical elements. à 
ment in psychiatry is represented by 3 
phamunications, Nearly all deal with physiological, 
three оов саЇ methods or psychosurgery. Only 
ih тов оп psychotherapeutic methods аге 
Eu poate a sobering study of deaths ae 
Wales апае а 5-year period in England 
surgery еге were 329 cases. Of these, psycho- 
eat AES held responsible for 180 deaths, con- 
ks Treatment for 67, insulin for 44. Tabular 

D s ОЁ these three categories are given. Maclay 

бе "s the grave responsibility of those using 

Н orms of therapy. 
new dedFOSürgery the editor notes that the main 

їп к ортеп is better control of bleeding in 
drug, у, SCY by lowering body temperature, use of 
hemostatie duce blood pressure and more effective 

С agents, 
"е are abundant reports on the diagnosis and 


EY of brain tumors, also considerable material 


Vascular lesions. trauma, surgical measures to 


relieve pain, and the treatment of herniated discs. 
The inclusion of psychosurgery in this division as 
well as in the psychiatric section gives a fair survey 
of current techniques and results. 

Other group topics in this section are: infections, 
malformations, epilepsy, dyskinesias, the sympa- 
thetic, the hypophysis, together with technical pro- 
cedures, including roentgenology. 

C. B. F. 


Intensive Group PsycHoruerary. By George R. 
Bach, Ph. D. (New York: The Ronald Press, 
1954. Price: $6.00.) 

This voluminous work explores, it would seem, 
practically every conceivable contingency to be en- 
countered in the practice of group psychotherapy. 
The author has addressed his work to those prac- 
ticing group psychotherapy and those contemplating 
its practice, With a wealth of psychodynamic ex- 
position the book is simply and understandably 
written. It is set up in 3 large divisions: Part I 
deals with clinical technique; Part II explores par- 
ticipation; Part III examines the group dynamic 
forces that influence the therapeutic process in the 
individual. P j 

Group psychotherapy as a new and distinct dis- 
cipline may possibly be in the process of erecting 
its own professional defenses and barriers, quite 
unconsciously built to emphasize its distinctness, its 
own disciplines. This tends toward hypothetical 
elaborations; and therefore toward "laws," behests, 
and injunctions, which one may transgress only on 
pain of being relegated to the pale. Eventually only 
time and the labors of numerous workers will sub- 
ject each formulation to the acid test of practice, 
and what is actually fundamental and valid will 
remain. ^ 

But it is to be noted—and this note does not in 
itself invalidate the practice of group psychotherapy 
—that if the conditions for its practice are narrowed 
down to a very minute range, its usefulness is cor- 
respondingly reduced. The criteria for the selection 
of patients for intensive group therapy used by Dr. 
Bach, for example, excludes psychotics, those with 
culturally deviant symptomatology, the monopolist, 
the patient with psychopathic defenses, those in the 
state of acute reaction to their personal problems, 
etc, etc. With such relatively severe conditions 
i on its practice group psychotherapy takes 
on somewhat the same impracticality as psycho- 
analysis as far as time and expense are concerned. 

Mine may be a prejudiced point of view; but with 
possibly an unconscious bias the importance of 
certain “do's” and “don'ts” are thus established 
with a semblance of eternal verity. Groups con- 
stituted precisely as suggested by the author may 
show the phenomena elucidated in this book, but 
it will be no secret that interpretations of the same 
phenomena may differ rather widely with different 

ists. у ; 
jog connection the author casually mentions 

“pet techniques.” In the great number of variables 

encountered in psychotherapy in general and in 

group psychotherapy in particular, it is possible to 
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believe tentatively that what the author alludes to 
as “pet techniques” are not altogether a matter of 
whim on the part of the many therapists involved. 
A tenable conviction, and one that adds much to 
the value of group psychotherapy if it be true, is 
that this is a method of application to wide varieties 
of patients. For example, there has been mention 
of group therapy with alcoholics, with delinquents, 
with relatives of psychotic patients, and so forth. 
Perhaps not only differences in therapists necessitate 
variations of technique, but also the kind of groups 
one deals with. Thus the literature already lists 40. 
different kinds of approach to group psychotherapy. 
Are the variations due only to idiosyncrasies of the 
therapists, or are they also due to the nature and 
variety of groups with which they work? 

Perhaps in the end what will be required is a 
number of monographs on the therapy of well- 
defined special groups, e.g., alcoholics or regressed 
psychotics, 

But from the vantage point of the conditions set 
up by Dr. Bach this book is amazingly complete, 
exploring а wealth of facets in the treatment of 
patients meeting those specific conditions. "There is 
an impressive plethora of protocol of various ses- 
sions illustrating the points made by the author, 
who appears to have dealt with most questions that 
could conceivably come up in connection with the 
kind of patients stipulated in this work. From this 
book the practitioner of group therapy is bound to 
get help with many obscure questions of manage- 
ment of the group, and the therapist contemplating 
this new fascinating form of treatment cannot fail 
to find it a very reliable springboard for his venture. 

e J. W. KraruaN, M. D. 
Chicago State Hospital. 


PROFESSIONAL PROBLEMS IN PSYCHOLOGY. By Robert 
S. Daniel and С. М. Louttit. (New York: 
Prentice-Hall, 1953. Price: $5.50.) 


Many psychiatrists have had little opportunity to 
get an adequate foundation in academic psychology 
and do not have an appreciation of the extent of 
scientific work that is being done in this field. This 
book was prepared primarily for the graduate stu- 
dent working towards a professional status in psy- 
on into further re- 


on written communication, 


Physicians who today plan to specialize in psy- 
^ 


chiatry are required to undergo various types of 
training, and there is no doubt that most of them 
will obtain some instruction in the functions of the 
professional psychologist. The individual who really 
studies the practice of psychiatry will gain insight 
into the contribution that the graduate psychologist 
can make in the handling of human behavior, but 
seldom are the skills learned when first needed, and 
the over-all results may lead to some inefficient 
habits. 

To the psychiatrist this book will serve as a 
ready reference to a variety of professional activi- 
ties, and it will also be of value to reference libra- 
rians and others who have need of an information 
Source concerning the profession of psychology. 
This is not a book to be casually read as a pastime, 
but can be recommended as an addition to the psy- 
chiatrist’s library. 

James L. McCartney, M.D., 
Garden City, N. Y. 


Tue Авплтз OF Bages. A Study in Mental Meas- 
urement. By Ruth Griffiths, Ph.D. (New 
York: McGraw-Hill, 1954. Price: $6.50.) 


Dr. Griffiths is an educational and clinical psy- 
chologist who has had a wide experience with chil- 
dren of all ages, both in Great Britain and Aus- 
tralia, and her book, The Abilities of Babies, is a 
definite contribution to the understanding of the 
measurement of intelligence and ability in babies up 
to 2 years of age. The work of Dr. Gesell opened 
up a great field of endeavor, and this book is a fur- 
ther contribution to the unique problems presented 
by babies. Not infrequently, psychiatrists are re- 
qüested to evaluate the intelligence of babies, es- 
pecially those coming up for adoption, and it is 
sometimes difficult to make an accurate estimation 
of the child's innate intelligence. 

In this study Dr. Griffiths has included both nor- 
mal and exceptional children, and she presents nu 
merous tables and charts, reporting on her statistical 
findings. She describes the various tests used, the 
testing environment, and gives examples of the ap- 
plication of the various tests. The book is divided 
into 3 parts, the first being, "Criteria for a New 
Technic for Testing Infants," the second, “Stand- 
ardization of the Scale and Diagnostic Implica- 
tions,” and the third, “Administering the Scale: 
The concluding portion of the book presents detailed 
case histories of babies of different ages. 

At the end of the book Dr. Griffiths presents а 
chart entitled, “Тһе Griffiths Mental Development 
Scale, Complete Inventory of Test Items,” and she 
lists these items by the month for the 2-year period. 
The 5 columns are entitled, “Locomotor,” “Per 
sotial-Social,” “Hearing and Speech,” “Eye and 
Hand,” and “Performance.” This serves as a handy 
guide for the psychiatrist who wishes to check the 
Various points in the subject before him. Lastly, 
she gives an extensive bibliography. 

James L. McCartney, M. D. 
Garden City, №. У. 
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SOCIAL BEHAVIOR AFTER TREATMENT : 
RALPH S. BANAY, М.р, New York Спү 


А dismal foreboding and sense of failure 
hang over any attempt to treat delinquents. 
This is not confined to the lay public, but 
affects the legal authorities and the medical 
profession as well. The courts, their pro- 
bation departments, and the correctional 
organizations have certain reservations to- 
ward the outcome of any attempted therapy. 


| Therefore, the very inception of treatment 


is handicapped by the negative attitude of 
people who have seen many.ventures in the 


- treatment of criminals come to failure. The 


therapist himself may ask, “Ат I doing 


— right —wasting time or only paying lip serv- 


ice to any effort that may be exerted?" We 
have heard many times that some delinquents 
have not benefited from their earlier ex- 


| perience and are unapproachable to insight 
_ therapy. i 


The situation is that delinquents can be re- 
claimed, but present penological practice is 
Unequal to the task of social salvage. Only 
by total treatment of the individual, with the 
full range of the community’s resources, can 
We hope to bring effective therapy to bear 


| qn the complex and variable difficulties 
àt cause men to offend society. 


2 We once believed that crime could be 
Teated by punishment. That method, after 
а trial of some 5,000 years, has failed, 


though we still practice it without believing 


iit. Then we came to believe that crime is 
gely psychogenic and that psychotherapy 


Would be a magic wand for its alleviation. 


E hat method also has fallen short of expec- 
ations, It is not enough. 

At this time perhaps we are under the 
4 ell or hypnosis of a philosophy of the 
и of the subconscious. We may be 
aa With a form of psychological tunnel 
E n, which leads us to concentrate unduly 
m Psychogenic elements and to overlook 
bU the somatic factors. We need to 
-—umber that psychiatry has not yet pro- 


1 * 
uM in the Section on Legal Aspects of 
Amer at the rroth annual meeting of 
May <2" Psychiatric Association, St. Louis, Mo, 
Y 3-7, 1954. 


gressed to the point where we can place 
complete confidence in mechanized diagnosis 
or therapy. For some time the art and 
science of clinical observation has been rele- 
gated to second or third place, so bemused 
have we become with measurements and the 
utilization of instruments. I have seen clinics 
established for the treatment of delinquency 
operating solely upon the psychological level, 
without thought of physical examination. 

The manifestations of delinquency are 
primarily motivated by subconscious sources, 
conflicts or rebellion. However, our purview 
is in danger of being incomplete or mis- 
guided if we look for them there alone. 
Experience shows that complex emotional 
difficulties often may be traced to obscure 
physical conditions that have remained un- 
discovered under incomplete methods of ob- 
servation and procedure. These may be 
remnants of physical diseases that affect the 
brain and nervous system. What may be 
labeled as behavior problems of children, for 
example, may be disastrously overlooked. 
Scrutiny may show the existenge of sub- 
clinical encephalitis, petit mal, a history of 
chorea or long periods of unconscious state 
as a complication in measles, scarlet fever, 
or diphtheria, These may be the primary 
cause of the behavior disturbance, which. 
changes from one pattern to another. There- 
fore we would be well advised to continue 
to think in terms of the soma, and not of the 
psyche alone, if we are to avoid misadventure 
and failure. ^ 

In attempting therapy for a maximum of 
benefit, it is imperative that the material be 
sifted, even in minor emotional valuations, 
and that the relationship between therapist 
and patient be established before the therapy 
is begun. This applies much more seriously 
to a sector of emotional disturbance that has 
proved under certain circumstances, to be 
dangerous to society. That is to say, the 
delinquent’s rapport with society, of which 
the therapist is a member, is handicapped, 
and it is more difficult for the therapist to 
establish himself with a prospective patient 
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of this kind than with patients who have no 
delinquent trend or history. 

One needs to ask these questions: 

1. Is the individual suitable for therapy? 

2. Is he suitable for therapy with this 
particular therapist. 

3. Does the therapist have the profes- 
sional skill and experience for this type of 
treatment, which cannot be compared with 
the treatment required by nondelinquent 
emotionally disturbed people? Intensive ex- 
perience with a large number of offenders 
for a considerable length of time is needed 
to give adequate background, knowledge, and 
skill to deal with this form of maladjustment. 

"There must be careful evaluation of the 
total personality of the prospective patient 
under total environmental conditions. This 
is similar to any problem in medicine where 
certain symptoms have to be interpreted and 
evaluated from the physical as well as the 
psychological standpoint. 

The impression that the patient creates 
in the scientifically trained observer becomes 
especially important when the delinquent 
shows such marked difficulty in total cere- 
bration as most of them do. Their inability 
to evaluate their act and their belief that they 
can always get away with it, in spite of the 
fact that they are caught again and again, 
show profound impairment of their intel- 
lectual function and judgment, an automa- 
tism and deficiency of feeling toward them- 
selves as well as toward other individuals of 
the community. Neither of these symptoms 
alone would be determinate. When we have 
а series of symptoms of this type we have 
to consider the possibility that the root of 
this illness is deeper than the psyche. There 
seems to be a failure of total cerebration. 
These persons are sometimes boldly and au- 
tomatically urged to a criminal act so that 
the deed is an involuntary one without the 
concurrence of a directing mind. 

Whereas there is an over-all direction of 
the mind, we believe that all these things are 
propelled by the power of the subconscious, 
although there are conscious segments of the 
working of the brain. In certain individuals 
the consciousness is weakened to such a de- 
gree that it permits just the criminal tenden- 
cies to come through without judgment, in- 
sight, sense of reality, or evaluation of the 


consequences. Criminality impairs the intel- 
lectual or reasoning powers and perverts the 
normal faculties. I feel that this is a malady 
that really should be defined and perhaps 
classified as an entity within the large group- 
ing of emotional disturbances ; a malady that 
should be designated and separated from the 
large group of other emotional disturbances, 
All we are doing now with these profoundly 
disturbed persons is to house them in institu- 
tions, which provide nothing but a means 
for the policing and custody of these danger- 
ous subjects, rather than relief of suffering 
and promotion of recovery. 

A person may recover fairly well under 
therapy; but the impulse that carried him 
to the hostile act still requires continuous 
sustained effort on the part of the therapist 
and a somewhat protective environment, 
which also has to be trained, instructed, and 
adjusted to be suitable for the therapeutic 
Process. It is an extremely difficult thing, 
since most of the members of the environ- 
ment are hostile because of the implication 
that they have partial responsibility toward 
the delinquent act, which they shun. 

The following is an illustrative case with 
which I am familiar, 


A young girl set fires several times in her office 
аза form of rebellion against repression and for 
the release of sexual drives, She lived with her 
widowed father, who did not allow her to leave the 
house except to work, did not permit young men 
to visit her, and subjected her to abuse if anyone 
attempted even to telephone to her. The possessive 
relationship became so unbearable to the girl that 
she wanted to purify herself for the suppression of 
unchannelized aggression. She was symbolically 
trying to destroy or punish her father, who had 
been instrumental in her frustration. The father 
would Not accept responsibility for his role in her 
difficulty and even did his utmost to interfere with 
the psychiatric treatment of his daughter, forbidding 
her to continue it, although it involved no family 
expense, coming under research financed by uni- 
versity funds. This is typical of the interference 
or noncooperation on the part of the family, which 
often inhibits or handicaps the treatment of of- 
fenders. The case itself contained indications that 
were obscure in the beginning, but became manifest 
later. The psychogenesis was effected on an already 
weakened structure, This girl had been subject to 
frequent syncopes prior to her delinquent act. 


The following is a curiously similar case. 


. A girl of 18 identified herself with Joan of Arc 
in a symbolic act of arson. Working in a hospi 
аз a nursing aide, she was pathologically impresse 


witnessed the delivery of a baby. Soon 
she set a series of fires in the hospital. 
case, too, the arson appeared to have been 
ic gesture of self-destruction and purifica- 
developed that she had a massive cerebral 
ge, caused by an abnormal vascular 


is additional evidence of the way in 
ї somatic symptoms can underly and 
cause delinquent manifestations. It is 
of the many frequent reminders of the 
for total perception if diagnosis and 
ment are to be accurate and effective. 
luctions are possible from a study of 
than 100 cases of delinquency, starting 
the year 1942, referred by courts and 
agencies for psychiatric examination 
tment. The records include burglary, 
lifting, armed robbery, forgery, fraud, 
sexual offenses, homicide, and arson. 
f of these cases, legal dispositions and 
ОЁ individual cooperation made it im- 
ible to carry out therapy. However, 50 
ffenders continued systematic total therapy, 
cal and psychological, over a period of 
5 years, after which follow-up studies 
е carried out. Four to 5 years after dis- 
uation of their treatment, 30 of these 
remained socially adjusted without 
ing further offenses. 

servation of these reclaimed offenders 
shown that severe physical complications 
ibuted to the causation of their delin- 
. Many symptoms point to the fact 
gnized or subclinical involvement 
central nervous system, of encephalitis, 
tent epilepsy, of disturbed glandular 
ons, childhood complications, or un- 
hosed incipient schizophrenia had been 
int unknown heretofore. An overwhelm- 
‘Majority of the cases under treatment 
апу schizophrenic manifestations and 
ited active physiological therapy. An 
cally induced comatose state, not con- 
With convulsions, was used. The tech- 
and results of this therapy have been 
ed elsewhere, indicating effectiveness 
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in releasing aggression, panic, and paranoid 
states. 

The primary purpose of this paper is to 
disprove the unjustifiable pessimism that has 
been associated with unsuccessful therapy in 
the field of delinquency. To be conducted 
successfully, treatment requires an adequate 
milieu and a prolonged period of supervision, 
perhaps 3 to 5 or more years, to establish 
stability and the skill and experience of the 
therapist, since the demand upon his time 
is greater than for patients not associated 
with delinquency. The therapist should be 
warned by his experience that delinquents, 
aggressive, rebellious, and cunning, rarely 
are desirable personalities for treatment. 

The offender who has severed his tie with 
the community through his aggressive act 
requires community therapy to be readjusted, 
We have seen individual efforts for sporadic 
therapy by the correction officer, the teacher, 
the industrial foreman, the chaplain, the psy- 
chologist, and the psychiatrist. Each in his 
turn has attempted a little in a more un- 
suitable and unsound atmosphere for ther- 
apy, within the walls of a prison. Even if 
brutalities are eliminated, the disciplinary 
environment invokes new rebellion in those 
least suited for discipline. 

Our present attempt to briffg a unipolar 
focus upon psychogenesis as an all-embrac- 
ing etiological factor is the cause of many 
failures in the treatment of criminals. One 
might call it a form of psychological tunnel 
vision, concentrated upon the psychic and 
oblivious of the somatic. With full vision 
restored for attentive comprehension of the 
many possible causative factors and their 
often complex interrelationship, we should 
be able to make real progress not only in 
recognizing and understanding these poig- 
nant social burdens, but in successfully treat- 
ing and eventually preventing them. 

Tt will require total treatment of the 
individual and his environment to achieve 
maximum results. 


THE USE OF GROUP PSYCHOTHERAPY IN 
POSTHOSPITALIZATION TREATMENT 


A Симса, REPORT »* 


DAVID BLAU, M.D. Амр JOAN J. ZILBACH, M.D. 
Boston, Mass. 


Groups have been used for therapeutic 
purposes in many ways. This paper repre- 
sents our experience in group treatment of 
psychotic patients following their hospitali- 
zation. This period is often thought of as a 
time of difficulty for “recovered” psychotic 
patients. A review of the literature shows 
that little organized group psychotherapy has 
extended beyond the gates of hospitals. At 
Boston State Hospital group psychotherapy 
has been extensively used for hospitalized 
patients since 1946, yet no group work has 
been done with them after discharge, There- 
fore, some exploration of this problem 
seemed warranted. 

Outpatient group psychotherapy was be- 
gun at Boston State Hospital in November 
1952. Most of the patients in this group had 
several previous hospitalizations, and a few, 
on the basis of their past histories, had a 
rather poor ‘prognosis. It was felt that, in 
the transition from hospital to community, 
adjustment would be difficult and that group 
psychotherapy could help these patients with 
some of their problems in this critical period. 
Since contact with this portion of a patient’s 
life is ordinarily minimal, outpatient group 
treatment also offered an opportunity to in- 
vestigate some of the difficulties that patients 
encounter and to explore them with the 
group. 

With these objectives in mind, 8 female 
patients were started in a group, which met 
weekly for 1 hour over a I-year period. 
The analytically oriented technique, as re- 
ported in previous papers from Boston State 


1 Read at the rroth annual meeting of Th 
American Psychiatric Association, St. ln Mo, 
May 3-7, 1954. i 

? This study was done at the Boston State Hos- 
pital, Boston, Mass. The authors wish to acknowl- 
edge the supervision and assistance of Dr. James 
Mana, Clinical Director, Boston State Hospital. 
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Hospital by Mann, Semrad, et al.(1), was 
employed. This has been described in a paper 
by Standish and Semrad(2), as follows: 
The investigative technique . . . in general, makes 
use of productions and interplay in the group, while 
the therapist maintains a neutral role. 


One of the authors of the present paper was 
the group leader and the other the recorder. 
The patients ranged from 24 to 55 years of 
age. The diagnoses included, schizophrenic 
reaction, catatonic and paranoid types; 
manic-depressive psychosis, both manic and 
depressive types; involutional psychotic re- 
action ; and chronic alcoholism with psychotic 
reaction. 

The original plan was that the group would 
meet weekly for free discussion of their 
problems. In the initial meetings, following 
discharge from the hospital, the members 
tried to deny their feelings about their ill- 
ness, their fear of rehospitalization, and the 
problems they had returned to after dis- 
charge: they talked about jobs, housework, 
and church affiliations in a very superficial 
way. One member stated the feelings of the 
group, “We're here to discuss problems for 
those who have strength enough.” Certain 
problems such as difficulty in meeting people 
outside and feelings about their families 
were briefly mentioned. Difficulty in meeting 
old friends was ascribed initially to memory 
impairment resulting from electroshock treat- 
ment; but after many meetings, when the 
patients were able to discuss their fears more 
directly, they recognized that the difficulty 
actually was due to their conflict about re- 
vealing their hospitalization to people. 

Even quite early in the meetings there 
were fragmentary indications of the deeper 
problems of home adjustment. Only gradu- 
ally, with the support, encouragement, and 
development of a sense of mutual difficulties, 


q 
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did the core of their problems emerge. For 
example : 

P.A., in early meetings, described how independ- 
ent her son was of her. Much later she described the 
mutually dependent relationship that existed and 
how threatened she felt when he was about to be 
drafted or mentioned marriage; the son in turn 
felt threatened when his mother began seeing 
another man. 

Another member, L.J., became depressed and 
confused after 3 meetings. The group members 
supported her by their assurance that they too had 
similar sad feelings and that all of them had 
problems after leaving the hospital. It became ap- 
parent to the group that this member had returned 
to the community with many unsolved problems 
about her relationship with her husband. During 
8 weeks she became increasingly despondent, was 
unable to care for her children or home, and began 
to express hostility toward her husband who wanted 
to return her to the hospital. The husband was 
seen briefly prior to group meetings and was told 
only to continue bringing his wife to the meetings. 
With group support, the patient improved and 
functioned quite well at home for the next 8 months. 

After the preliminary meetings in which 
the group members became acquainted with 
one another, it was felt that their fears had 
diminished sufficiently to enable them to 
focus on the problem of what they were 
there for. The leader then redefined his 
tole in the group, and they rediscussed their 
Teasons for being there. The leader poifited 
Out that he was there to understand and 
clarify problems arising in the group and 
that he would contribute at appropriate times. 

€ also encouraged the members to feel free 
to discuss anything they wished at these 
Meetings, 
` This redefinition of roles, which made in- 
creased demands upon the members, pro- 
Yoked great hostility. The group demanded 
€ss frequent meetings, refused to sit at the 
table with the leader and recorder, and ig- 
Bored the leader, A discussion followed in 
Which several members revealed their de- 
Pendency on key figures in their lives and the 
Do they felt when these relationships were 
ned. It is possible that, by helping to 
я ucture the situation, the leader set limits, 

iter which the members could more freely 

Seuss recurrent problems that had not been 
atred before, 

9 month later, a new member was taken 
au, 5701р (E.G.). At the first meeting she 
che ed, the group quickly questioned her 

ut her hospitalization and her family. 
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This was in marked contrast to early meet- 
ings where members had been very hesitant 
to question one another about personal mat- 
ters. Their feelings about her entrance were 
expressed by one of the older members 
(L.J.) who wanted to diet and become a 
blonde to compete with the well-dressed, 
blonde, new member. 

In the next month the group mentioned 
fears about coming to the meetings and dif- 
ficulties in getting along with men. The com- 
petitive feelings for the leader increased, and 
when one member went on a long trip for 
the purpose of attracting a man, the other 
members of the group ignored her descrip- 
tion of the trip. These competitive feelings 
and their methods of handling them were 
reflections of the patients’ attitudes toward 
key people outside the group. For instance, 
(L.J.) who envied the blonde, new member, 
and wanted to be like her, was very uncertain 
of her husband’s affections and saw other 
women as in competition for her husband. 

By the end of 8 months, the group had 
become extremely important to the members. 
This was obvious when the leader announced 
a coming vacation. In the following 6 ses- 
sions, preceding the vacation, the anxiety 
level was very high, Members expressed 
fear that the group would terminate at vaca- 
tion time. As the level of anxiety grew 
higher, many traumatic events of childhood 
were recalled, such as the death of parents. 
Other members graphically described the 
feelings they experienced at the onset of 
their psychoses. ‘This separation, although 
temporary, provoked an intensified separa- 
tion anxiety among these patients for whom 
separations, real and fantasied, were very 
crucial events. The fantasy of possible sepa- 
ration from the group also evoked fears of 


becoming а, 
‘After the vacation the members indicated 
their feeling that they were going to be re- 
jected by the leader and that he would soon 
terminate the group, although such a state- 
ment had not been made. This problem was 
a combination of unworked-through separa- 
tion anxiety, increased by the rapidly ap- 
proaching termination of the trial visit period 
for these patients. This led to extreme ex- 
pression of hostile feelings, where all of 
the members united in attacking the leader. 
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At the end of this meeting one member 
expressed relief that, "We're still alive after 
the battle." Expressing these feelings and 
coming out unscathed, was very helpful and 
important. In the last few meetings the 
members expressed positive feelings and 
said they would return for further help if 
they needed it in the future. 

Tn trying to assess the effectiveness of this 
group therapy experiment, we have com- 
pared the posthospital adjustment of the 
8 group members with their previous adjust- 
ment. We have used for this comparison 
the records of their present and previous 
hospitalizations and information gathered 
from group meetings. Five showed marked 
improvement in the area of increased sociali- 
zation; 7 showed improved understanding 
of their relationships with their families; 
2 were able to make marital plans ; and 2 of 
the 4 working members made a marked im- 
provement in their job adjustment. All 8 
were discharged at the end of the trial visit 
period. (In Massachusetts, patients who 
leave the hospital enter the community on a 
trial basis for 1 year and are discharged at 
the end of this time. This is called the "trial 
visit period.") à 

Other significant improvements are to be 
seen in the clinical descriptions which follow. 
It should also be noted that these changes 
occurred in patients, most of whom had, 
within the past few years, been discharged 
from previous hospitalizations without mak- 
ing such improvements. This section will 
deal with brief clinical descriptions of the 
members and their changes. 

A.A., a 28-year-old, single woman, di 

, M er 
concerned her dependent Б КОШ son gd 


mother. In the course of the group treatment, she 


discuss the relationship. She tolerated a separati 
from her mother and at the same time ponies ee 


in the group her fear about th i 
sistent with Pkt A E 


was very bitter against her ex-hus| 
devoted her life to her son. "For 7 ae p d 
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treatment, she became aware of her loneliness and 
isolation from everyone except him. She discussed 
the threat of losing her son via draft or marriage. 
By the end of the sessions she had a boy friend and 
was contemplating marriage herself. For the first 
time in 7 years she attended social gatherings, had 
made new friends, visited with them, and gave a 
party for members of the group. 

S.E., a 24-year-old woman, separated from her 
husband, had a diagnosis of schizophrenic reaction, 
catatonic type. She had 2 hospitalizations in 1 year. 
For the previous 2 years she had not supported her 
child or taken responsibility for establishing a home. 
When the patient first attended the group she was 
noisy and dressed in sloppy, mannish clothes, In 
the course of the meetings she gradually changed; 
her conversation became more appropriate; and 
she began to wear neater, more feminine dress, She 
went to work, supported the child, and made a 
home for herself and him. 

E.G., a 44-year-old woman, was separated from 
her husband. Diagnosed as an involutional psy- 
chotic reaction, she had one hospitalization and a 
previous history of outpatient therapy. For many 
years she had no friends, and for 1 year prior to 
admission had been unable to do her housework. 
Prior to hospitalization, she had been advised to 
have a D. and C. and had been unable to enter the 
hospital because of her emotional difficulties. While 
attending group meetings she began to visit other 
members of the group, but also expressed anger 
about having to do housework. Later her house- 
hold functioning improved. She was able to return 
to a general hospital for evaluation of her men- 
strual difficulties. 

OM., a 55-year-old single woman, diagnosed as 
manic-depressive, manic type, had 2 admissions over 
a period of 18 years. In the group she assumed the 
role of the motherly observer. She did not become 
emotionally involved with the group. Although she 
had worked as a nurse prior to hospitalization, she 
did not return to her profession, but instead kept 
house for her sister. By the end of the year she 
realized that she participated to a lesser degree than 
the other members. Her other interests, such as 
RESA activities, had returned to their previous 
level. 

T.E., a 40-year-old, divorced woman, a chronic 
alcoholic with psychotic reaction, had 4 hospitaliza- 
tions for alcoholism and depression in 4 years. She 

ad been a severe alcoholic for то years, had no 
friends, and had not taken care of her child for 
5 years. For a year, while attending group meet- 
ings, the patient did not drink, After a few months 

group meetings, she assumed full responsibility 
for her child. She became friendly with another 
member of the group and began visiting her. 

LJ, a 37-year-old, married woman, with a 
schizophrenic reaction, paranoid type, had 3 hos- 
Pitalizations in 5 years. This patient had been 
depressed for то years since the death of her 
Parents. She had no friends and for the past 5 years 
had not participated in any social activities. Thougl 
there was considerable friction with her husband, 
he completely dominated her life and she was unable 
to express any resentment toward him. Early in the 
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group she became quite depressed and was unable 
to take care of her home and children. At this 
time her husband pressed for readmission but was 
encouraged to keep her at home and bring her to 
the group meetings. During the next few months, 
she gradually expressed in the group open anger 
about her husband. Outside the group she became 
more independent, went to social events, became 
friendly with another member, and finally was able 
to express direct hostility to her husband. Her 
housework and care of the children significantly 
improved, 

‚СЕ, a 45-year-old, single woman, manic-depres- 
sive, depressed type, had been first hospitalized at 
age 16, and had 9 other hospitalizations from 1947 
to 1952. This patient made numerous attempts to 
stay out of the hospital and usually remained out 
only 3 to 4 months. During this 5-year period she 
was on electroshock treatment, ‘except for a brief 
Period of 34 months. She lived with her sister, 
had no friends, and was particularly frightened of 
men, She had worked only sporadically at part- 
time jobs, spending her time reading or at the 
movies. After 2 months of group therapy, she 
voluntarily ceased electroshock treatment and has 
now been without it for 14 months. In the group 
she became friendly with another member and 
began to visit her. Later she began to take adult 
education courses for the first time and took a 
Part-time job. A few months later she began to 
work full time and has now been working steadily 
for 7 months, the first time since 1928. 


SuMMARY 
ө 


Eight patients on trial visit were treated 
for 1 year in group psychotherapy. During 
this time none of the members was rehos- 
Pitalized and all were discharged, though 
many had had numerous previous admissions 
e had been unable to remain out of the 

Ospital during the 1-year trial visit period. 
d The group therapy meetings have been 

"scribed. In these meetings certain phe- 
nomena were outstanding. We have de- 
iu the early group attitude; and the 
"sequent redefinition of the leader's role 
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and the role of the group. This structuring 
of the group was very important in facilitat- 
ing free expression of feelings by the group 
members. 

Tt was clear that the members expected 
retaliation to follow the expression of hostile 
feelings. We have described the group ses- 
sions in which this exploration and testing 
was done. As a result of being able to ex- 
press more freely their feelings in the group, 
the members could examine more clearly 
their relationships with key figures in their 
lives. 

We have also compared the pre- and 
posthospitalization adjustment of the group 
members, We find that there have been 
significant improvements in socialization, 
marital and job adjustment. Improved 
socialization should be particularly noted 
since some of these patients had a history 
of only the most meager experience in inter- 
personal relationships. Perhaps this was 
possible in the controlled situation of the 
group, because there they learned about some 
of the real feelings of themselves and of 
other people. This seems to have facilitated 
the development of more meaningful rela- 
tionships with people in general. — 

The evaluation of clinical proceedings is 
always very difficult. However, the promis- 
ing results of this preliminary study open the 
possibility of working through some of the 
difficulties that the psychotic patient faces 
when leaving the hospital. 
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In studies of physiological and psychologi- 
cal concomitants of psychiatric illness, it is 
customary to contrast the findings on a group 
of patients with a group of “normal” con- 
trols. Such control groups are usually se- 
lected from the standpoint of convenience 
and often consist of individuals from a single 
source, such as college students or hospital 
attendants. In demonstrating or refuting the 
hypothesis that no difference exists between 
control and experimental groups with respect 
to the variable under investigation, it is com- 
monly assumed that the selection of controls 
is random with respect to the factors affect- 
ing this variable. Such an assumption, how- 
ever, is open to criticism, Secondly the sup- 
position is often made by research workers 
that certain responses are predictive of a 
pathological adjustment merely because they 
are known to occur in an abnormal popula- 
tion and despite the fact that thé incidence 
of such responses in the “normal” population 
as a whole has never been determined. 

This paper presents empirical data which 
bear directly on the commonly made assump- 
tions: (т) that selection of a "normal" 
group from any convenient source is a ran- 
dom sample and thus will serve as a norma- 
tive or a control sample, and (2) that certain 
responses can be adequately defined as patho- 
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logical by mere virtue of their frequent oc- 
currence in an abnormal population. 

The errors produced by making the above 
assumptions affect investigators of several 
disciplines in the field of neuropsychiatry. 
Thus the clinical psychologist must often 
evaluate an experimental sample by means of 
tests developed and standardized on a dis- 
similar group of individuals and for which 
the variation with cultural, social, and intel- 
lectual factors is unknown. The need for 
careful definition of the characteristics of a 
control sample is frequently overlooked by 
research psychiatrists, though it has been 
pointed out by several investigators(2, 7, 15) 
that various segments of the “normal” popu- 
lation selected on the basis of religion, cul- 
tural background, socio-economic status, ог 
profession may have particular personality 
attributes, conflicts, and symptoms. Even in 
the case of more objectively obtained physio- 
logical data, such as in research dealing with 
the electroencephalogram, the percentage of 
abnormal records can be affected by selection 
of control groups with respect to certain be- 
havioral criteria(9). Thus, the common pro- 
cedure of selecting a control population solely 
on the basis that its members have no psy- 
chosis or gross neurological disease does not 
imply that such controls are random with re- 
Spect to other factors affecting the electro- 
encephalographic tracing. 

This paper proposes to illustrate the need 
for careful selection and definition of a con- 
trol sample by presenting and contrasting the 
data obtained from several subgroups of à 
heterogeneous control group and a patient 
group with reference to psychological, psy- 


сае and electroencephalographic уапа- 
ез. 


METHOD 
SUBJECTS 


One hundred and ninety-one subjects, 
whose ages ranged from 17-36, were sub- 
divided into 5 groups. Group I (MIS, as it 


ег be designated), consisted of 59 
(median age 21.78 years) drawn 
ich miscellaneous sources as National 
Units, a class of recruits enrolled in 
Finance School, civilian applicants 
Ur Force cadet status, and members of 
t discussion group in a local church. 
‘of the subjects (32) came from the 
е, and were combined with the 
oups which were too small to be 
separately. All members of group 
"were employed full time in local in- 
в with the exception of the recruits 
lad recently been drafted from civilian 
Group II (CM) (median age 30.5 
consisted of 15 career military per- 
I3 sergeants and 2 commissioned 
"Group III (UNIV) was composed 
Students from an urban university 
ап age 20.42) and Group IV (SEM) 
age 22.86) consisted of 39 students 
in either their third or last year in 
1 seminary. Members of Groups I-IV 
paid volunteers with no history of psy- 

illness, who had been informed that 
were aiding in the development of 
ng tests for the Air Force. Group V 
) contained до patients (median age 
referred by 14 different staff psychi- 
} common to all patients was the te- 
lg psychiatrists’ recognition of manifest 
y as the prominent feature in the clini- 
ture. The working diagnoses, how- 
‘included not only anxiety neurosis 

"character disorder and ambulatory 
phrenia. Members of Group V (PTS) 
for the most part, neither paid nor 
of the experimental nature of the 
"dings. 


IG PROCEDURE 


ects were examined by psychologi- 
hiatric, and EEG methods; the de- 
these procedures will be given below. 
Obtained from psychological, psy- 
and electroencephalographic meas- 
ere collected and evaluated by 3 
ors working independently; com- 
of the results arrived at in these 3 
as not made until each investigator 
pleted his evaluations and drawn his 
clusions, : 


А. L. BROCKWAY, С. GLESER, С. WINOKUR AND С. A. ULETT 


249 


Psychological Examination.—The psycho- 
logical tests were administered by one psy- 
chologist in the following order: 

1. Short Form of Stanford-Binet Vocabu- 
lary(18). 

2. Rorschach Test(8, 10). 

3. Figure Drawing (a projective tech- 
nique for investigating personality dynam- 
ics). 

4. Insight Scale(6) (a questionnaire de- 
signed to reveal the subjects recognition of 
his motivations and feelings). 

5. Selected items from the MMPI(17) 
(“Taylor Scale") combined in questionnaire 
form for assessing the amount of manifest 
anxiety. | 

6. Saslow Test* (a pencil and paper in- 
ventory dealing with the development of so- 
matic disorders under stressful conditions 
(14). 

All tests, with the exception of the Figure 
Drawing Technique, were scored by refer- 
ence to previously published normative data 
(6, 8, 10, 14, 17, 18). The Rorschach proto- 
cols, scored for location and form level ac- 
cording to Hertz(8) and for other determi- 
nants according to Klopfer(10), were rated, 
with reference to both anxiety (19) and mal- 
adjustment(13), utilizing an 8-point scale 
such that 1-3 represented normal, 4-5 bor- 
derline, and 6-8 pathological. The Figure 
Drawing Technique was clinically evaluated 
for evidence of maladjustment and rated on 
a 3-point scale such that a rating of o indi- 
cated normal, 1 borderline, and 2 malad- 
justed. Each subject was also rated as to the 
amount of anxiety manifested during the 
test, with a score of o indicating absent, 1 
minimum, 2 moderate, and 3 maximum. | 

Psychiatric Interview.—1n his evaluation 
of subjects, the psychiatrist conducted an in- 
terview only so far as to obtain sufficient 
information to rate each subject, with refer- 
ence to a list of environmental factors and 
personality symptoms, on a 3-point scale 
(absent, present, and strongly present). 
Samples of such rating sheets for 2 subjects 
from the control group are given in Table 1. 
One of these оа was considered well 
adjusted, the other showed pathological per- 


sonality maladjustment. 


4 Administered immediately prior to the EEG 
examination by the office setretary. 
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The psychiatrist was a single, 26-year-old 
male with no military experience and with- 
out preferred religious affiliation. He had 
completed 23 years of residency training, 
two of them in a psychoanalytically oriented 
center that was considerably influenced by the 
concepts of H. S. Sullivan. The following 
statements and definitions reveal the rater’s 
approach to each of the environmental fac- 
tors and personality symptoms investigated 
in the interview. Among the environmental 
factors, parental overprotection was defined 
as preventing the subject from taking normal 
tesponsibility or making decisions, such as 
not allowing him to play away from his own 
block, giving him no chores, exhibiting con- 
stant worry and solicitude as to his health. 
Rejection was scored when one or both par- 
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ents seemed cold towards the subject, show- 
ing little interest in his achievements and re- 
buffing attempts to gain parental affection. 
Psychiatric difficulties in the family referred 
to psychoses, psychoneuroses, or prolonged 
character defect in parent or sibling. Inse- 
curity in the home included both economic 
and emotional deficiencies and conflicts be- 
tween or with parents with the resultant lack 
of support during developmental years. Sib- 
ling rivalry was considered present when 
there were severe differences between sib- 
lings which resulted in repeated punishment 
by the parents or constant evidence of domi- 
nance-submission relationships among the 
children, Orgariic handicaps and illness were 
considered significant if developmental de- 
fect or severe illness interfered with the sub- 


TABLE 1 
SAMPLE PsvcHrATRIC EVALUATION FORM WITH THE RATINGS ACCORDED A WELL-ADJUSTED 


AND A PATHOLOGICALLY 


Environmental factors 

1. Parental overprotection 
2. Rejection by parents..... 
3. Psychiatric difficulties in family 
4. Insecurity in the home. . 
5. Sibling rivalry ...... 
6. Organic ‘handicaps and illness 


MALADJUSTED CONTROL 


Psychiatric rating 


Psychiatric rating. 
for maladjusted control 


for normal control 


uam eria is A SSS 
o I 2* o I 2 
о E 2 о І 2 
о І 2 o I 2 
о І Ty о І a 
9 I 2 o I 2 
9. I 2 о ї 2 
vy I 2 o т 2 
o I 2 ° I a 
5 І 2 о І 2 
9. 1 2 o т 2 
o 1 2 о X 2 
о ne 2 o I 2 
° т 2 о І 2 
2 I 2 o 1 2 
ү А I 2 о І 2 
2 I 2 o I 2 
9 1 2 о І 2 
9 I 2 о І 2 
о I 2 o T 2 
2 1 2 o I 2 
2 1 2 o I 2 


“This is a 20-year-old 
boy from a broken 
home. He seems to 
have been at one 
time quite depen- 
dent on his mother 


“This is a very inse- 
cure young man 0 
20 who was brought 
up in an atmos 
phere of rejection 
and depreciation 


but appears to have He has strong 4 
adequately severed fective componen 
the tie.” and acts out com 


_{есЁз normal living. As to the symptoms 
rated, anxiety was defined on the basis of a 
_ history of the concomitants of anxiety, i.e., 
palms sweating, tremors, G-I disturbances, 
or subjective feelings of apprehension in the 
absence of realistic danger. Depression was 
considered as a change in mood (sadness) 
‘inappropriate to life stress, accompanied by 

| tearfulness, feelings of helplessness, and 
. Sleep and appetite disturbance. Nightmares 
| Хеге defined as dreams that awakened and 
disturbed the person. Insomnia referred to 
апу difficulty in sleeping (it was necessary 
here, however, to take into account environ- 
! mental factors such as the examination peri- 
ods of the university and seminary stu- 
dents). Phobias were defined as abnormal 
- fears. Restlessness, lassitude, weakness, and 
ifritability were symptoms that often ac- 
“companied anxiety, and their presence, other 
“than in an agitated depression, contributed 
tothe decision that anxiety was present. Ob- 
E Sessions were defined as ideas that persisted 
despite attempts to dispel them. Compulsions 
1 Were forced, repetitive acts for which no ob- 
71005 reason could be found. School, voca- 
_ tional, and occupational difficulties did not 
include unhappiness in the task but rather 
“Inability to get along with superiors, obvi- 
ously poor adjustment to the work, and?ina- 
bility to remain long in one place of employ- 
“Ment, Anorexia and loss of weight were 
Often interpreted as indices of anxiety and 
“depression. Inferiority feelings might be de- 
So ed as dissatisfaction with the self; much 
| More weight was given to this if it caused 
“се person to retire from interpersonal rela- 
А tions, Social and religious conflict referred 
| tO such difficulties within the self or with 
_ People close to the subject. Sexual conflict 
| Teferred to disturbance over ideas or behav- 
LE Counter to the conscience or to accepted 
Cultura] standards. Thus homosexual behav- 
(95, Promiscuity, masturbation, or celibacy 
E Produce such conflict. Lack of asser- 
_ 061655 referred to the inability of the per- 
E express himself when he thought that 
; at he had to say or do was opposed to the 
“Sites of those about him, causing him to 
ON as a recessive member of his so- 
09у. Nail biting and enuresis were the cri- 
if от pathological developmental habits. 
~ ‘ey were currently present they were 


Pr 
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rated as more severe. Anxiety during the in- 
terview was an estimate of the amount of 
tension immediately present and involved the 
same factors as the original definition of 
anxiety. 

For the interviews with the first 30 sub- 
jects a full hour was taken to obtain the in- 
formation needed for rating, but as the psy- 
chiatrist became more familiar with the 
pertinent factors involved the time was often 
cut to half an hour. As experience in the 
evaluation of a control sample progressed, 
the psychiatrist revised his ideas as to what 
constituted unusual strength of environmen- 
tal factors and symptoms and was less likely 
to consider their presence in a relatively at- 
tenuated degree as abnormal. In rating, the 
duration of symptoms was considered impor- 
tant and a symptom which had been present, 
but was overcome, was not considered as 
significant as one which persisted. 

EEG Examination—The resting, eyes- 
closed, EEG of all subjects was recorded by 
means of a Grass Model II electroencephalo- 
graph. Recordings from the right parietooc- 
cipital region were made by means of bipolar 
needle electrodes. These tracings were ana- 
lysed by visual inspection (Gibbs classifica- 
tion) ала also by means of an electronic 
brain wave analyser somewhat modified 
from the original Walter design(11, 20). 
The analyser was linear within the range of 
amplification used and was set to respond to 
both LVF and high per cent time alpha rec- 
ords without change in amplification. This 
setting was achieved only after the first 53 
subjects had been run, therefore a larger N 
was available for visual inspection than for 
electronic analysis. The activity in the EEG 
wave bands was plotted directly from the 
analyser pen deflections for the frequencies 


(2-30 f.p.s.) studied. 
RESULTS 


PSYCHOLOGICAL DATA 


Table 2, which presents the average scores 
and ratings together with the F tatios for 
the 4 control groups on each of the psy- 
chological variables, reveals significant” or 


5 The term significant is used throughout to indi- 
cate a probability of .05 of less that an event could 
have occurred by chance. 
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highly significant ° differences among groups 
on all measures except the Taylor and In- 
sight Scales, Such variations make it im- 
possible to consider these 4 samples of “nor- 
mals” as having been drawn from the same 
population. 

It is evident that the CM group is con- 
siderably differentiated from the other con- 
trol groups and particularly from the UNIV. 
and SEM groups by many of the tests and 
ratings. This group is very significantly 
higher * than any of the other control groups 
on the Rorschach Anxiety Scale and on the 
Figure Drawing Maladjustment Scale. It is 
significantly higher than the UNIV groups, 
the SEM group, or these and the MIS com- 
bined on the Rorschach Maladjustment Rat- 
ing and on anxiety in the test situation. On 
the other hand, it achieved very significantly 
lower vocabulary scores than did the remain- 
ing combined subgroups. 

The UNIV and SEM groups are both dis- 
tinguished by very significantly higher scores 
than either the MIS or CM groups on vo- 
cabulary mental age. They each also ob- 
tained significantly lower ratings on Figure 
Drawing and Rorschach Maladjustment than 
did the MIS and CM groups combined. 

"Table 2 indicates that for the most part 


? Very or highly significant indicates a proba- 
bility of or or less that the event could have oc- 
curred by chance. 

"'The significance of differences between the 
means of individual subgroups or between a sub- 
group and the remaining controls was determined 
by the ғ test, using the pooled estimate of within 
group variance based on the analyses of variance. 


UNIV and SEM groups are quite similar in 
test behavior, though closer analysis indi- 
cates that Group SEM rates significantly 
higher than UNIV on the Saslow Test. 

It should be noted that the groups are 
ranked differently with respect to anxiety by 
the various tests used to assess this charac- 
teristic. Thus the Rorschach ranks Group 
CM as highest and Group SEM as lowest 
whereas the Taylor scores, though not yield- 
ing a significant F ratio, rank CM lowest and 
SEM second highest. The Saslow places 
SEM as highest and CM second (see Fig. 
p) 1 

Table 3 contrasts the average scores of the 
patients with those of the total control 
groups on the various psychological tests and 
ratings. All differences are highly significant 
with the exception of those on the Vocabu- 
lary and Insight tests. Comparison of Tables 
2 and 3 reveals the interesting fact that the 
CM group scored almost as high as the pa- 
tients on the Rorschach maladjustment rat- 
ing and the rating of anxiety during testing 
and actually obtained higher scores on the 
Rorschach anxiety rating and the Figure 
Drawing maladjustment rating than did the 
patients. Since it is reasonable to assume 
that the CM as a group are not as anxious 
or thaladjusted as the patients it is evident 
that these ratings are based on signs not 
necessarily unique to patients nor indicative 
of maladjustment. Thus this same group 
scored lowest on the Taylor Scale, which 
differentiates the patients most clearly from 
the controls. One possible explanation for 


TABLE 2 


AVERAGE Scores ON PSYCHOLOGICAL Tests AND RATINGS For тнк Four CONTROL GROUPS 
TOGETHER WITH F Ratios OF BETWEEN TO WITHIN GROUP VARIANCE 


F ratio 
MIS оо санта 
Е см БЕМ ШУ leviations 
Soria a si gen So dete) 8) G9 С) UU variance 
R nxiety rating...., 4.08 5.07 4.08 00 6 * 
orschach maladjustment $t 41 1.18 3.42 
А О 
Figure drawing maladjustment S9 0490.0 3.95) (SOO үз др 1.06 4211 
табор. ое à 
Vcl alit mental айе... I 45 54 68 69 6461 
Taylor scale ПЕ 1674 1045 2033 1865 2.70 15,60 T 
Saslow test 1100 15:50 | 14.55 1377 788 1,62 
Insight test ........ A ды; ча Su. 401 3-36 1.66 2,86 * 
Anxiety in test situation rati 187 ra йе 118.02 19.83 222. 
* 5% evel of significance.» 1:50 66 313 


t 1% level of significance. 


i 


MEAN ОР TOTAL 
| CONTROL GROUP 


RORSCHACH 
ANXIETY SCORE 


воязсн, 


‘ACH 
MALADJUSTMENT 
SCORE 


FIGURE DIANING 
MALADJUSTMENT 
SCRE 


VoCABULÁRY 
MENTAL AGE 


INSIGHT TEST 
TAYLOR ANXIETY. 
SCALE 

SASLOW TEST 


ANXIETY IN 
TEST SITUATION. 


= 10 = 05 o +05 
STANDARD DEVIATION UNITS. 


group. 
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i i iety in the test situa- 
Fic. 1.—Average psychological test scores and rating of anxi 
tion for Groups I-V, expressed by standard deviations from mean of total control 


253 


0) AND TOTAL 
COMPARISON or Rance, STANDARD DEVIATIONS AND MEANS OF THE Patients (40) 


Turm МЕАМ5 
CONTROL GROUPS (151) AND THE SIGNIFICANCE OF THE DIFFERENCE BETWEEN 


4 
5 Range биза * Means 
P Gane EU E DEED Patient: 
Tests or ratings Controis Patent? — Controls Patients “РШ ил з 
Rorschach anxiety rating...... 2-7 1-7 118 123 А 
'Ofscha y 
fie maladjustment va 38 1.06 122 4.19 5.15 
um EE i 
REED o е 
lor ШУ mental age. oaar E К ови аму 
aylor scale .. 0-31 -43 Я 7 Q1 
|  Baslow oe Sid т.ў-11.8 1.66 1.86 225 2 
С "Sight test | 67-158 61-148 1983 1874 uu ios 
"ey in test situation rating.: 0-3 0-3 66 75 2 р 


* Significant at or beyond the „or level of confidence. 
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this paradox appears to be the inverse rela- -8839 ; 2381 
tionship between the ratings made on the | 


basis of the Rorschach and Figure Drawing 995899518 
and mental age, as measured by vocabulary. | 
From Table 4, which presents the intercor- 
relations among test scores and ratings for 
total controls and patients, it may be seen 
that the two Rorschach ratings and the Fig- 
ure Drawing rating have very significant 
negative correlations with vocabulary men- 

‚ tal age. Thus at least some of the signs 
which made up these ratings evidently occur 
with considerable frequency among presuma- 
bly less intelligent individuals regardless of 
personality adjustment. Probably other cul- 
tural and socio-economic factors affect the 
variance of these scores: for example the 
military group had a high incidence of Ror- 
schach card rejections, (approximately 4 re- 
jected at least one card as compared with 
4436 of the remaining controls and + of the 
patients). Such rejections are usually con- 
sidered as a pathological sign yet Linn(12) 
has noted that they occur frequently among 
“well adjusted” military personnel. Other 
reputedly pathological Rorschach indices, m 
and mF, (usually interpreted as indicating 
tension and repression) and K and KF 
(usually interpreted as indicating free-float- 
ing anxiety), were found to occur with 
greater percentage frequency among the con- 
trols as a whole than among the patients. 
Thus 52% of the controls gave one or more 
m or mF responses as compared with 50% 
of the patients; and 3096 of the controls 
gave K or KF responses as compared with 
27% of the patients. Comparison of median 
Scores for some of the Rorschach variables 
are shown in Table 5. 


(b) Patients (40) 


TABLE 4 
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PSYCHIATRIC DATA: 


1 A psychiatric evaluation of the individuals 
in the various groups reveals several inter- 
esting intergroup differences that are signifi- 
cant at or beyond the 5% level of confidence. 
Figure 2 presents the relative standings of 
the 5 groups with regard +0 behavior symp- 
toms. It was found that Group CM con- 
tained significantly fewer persons with a his- 


‘TABLE OF INTERCORRELATIONS FOR 7 TEST VARIABLES AND ANXIETY IN TEST SITUATION For TorAL CONTROLS AND PATIENTS 


Tests and Ratings 
Figure drawing maladjustment rating...... 


Anxiety in test situation rating............ 


Rorschach maladjustment rating.. 
Saslow» test 21... eos 


Rorschach anxiety rating.......... 
Vocabulary mental age.. 


H . ч ; 

tory of anxiety, obsessions and compulsions, 28 
feelings of inferiority, subassertiveness, or os 
——————— © ы 
с = ш 

? Chi square was used for such determination, БА 
EA 


TABLE 5 


RorscHacH RESPONSES, SCORED as To Location, DETERMINANT AND CONTENT AND 
REPRESENTED BY MEDIAN SCORES 


Groups MIS and CM (74) 
combined Group UNIV (38) Group SEM (39) Group PTS (40) 
No. of геѕропѕеѕ............ 23 29 28 2ї 
Median Median Median Median 
fe. % fo. % fo. % fto. 96 
Location 
7 (30%) 8 (314) 6 (32%) 
у — I -- ї 5, 
14 (55%) ц (4%) її (51%) 
3 (11%) 4 (14%) 2 (0%) 
1.5 ( 6%) 25 (8%) L5 (7%) 
^ 96 of ў % of % of 
Mesa, шшр fl cen e UD E шге 
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culturally undesirable developmental habits 
(bed wetting, nail biting) than the remain- 
ing controls, On the other hand there was 
suggestive evidence that Group CM had had 
more school, vocational, and occupational 
difficulties than did any of the other control 
groups. 

Members of Group SEM were character- 
ized by significantly fewer signs of depres- 
sion, nightmares, school, vocational, and oc- 
cupational difficulties, and sexual conflicts 
than MIS or the total remaining controls. 
Although there was no attempt to obtain 
definite figures it was obvious that no other 
group had had less sexual experience than 
the one from the seminary. This group also 
rated significantly lower in sibling rivalry 
than did any of the other 4 groups. In gen- 
eral, their lives seemed to show more ri- 
gidity and conformity and less awareness and 
acceptance of forms of behavior that are 
Officially disapproved in our culture, There 
was a significantly greater number of Group 
SEM with a sense of inferiority and a lack 
of assertiveness than among the other con- 
trols and these characteristics were very sig- 
ae present as compared to Group 


The two student groups were alike in two 
ways. The seminary and university students 
taken together reported significantly less sex- 
ual conflict than the miscellaneous controls, 
but significantly more individuals reported 
feelings of inferiority. 

Further inspection of the psychiatric data 
reveals that controls tend to have predomi- 
nantly certain types of symptoms if they have 
symptoms at all. Figure 2 indicates that all 
groups including the patient have a relatively 
high incidence of lassitude, weakness, rest- 
lessness, and irritability, and that all groups 
except the career military seem to have an 
equivalent number of undesirable develop- 
mental habits (nail biting and enuresis), 

Several categories do not appear in Fig. 2 
because of their relatively infrequent occur- 
rence in the control group. However, they 
are worth noting here. Only 795 of the con- 
trols used projection as contrasted with 35% 
of the patients. Fourteen per cent of the con- 
trols were considered rigid whereas 65% of 
the patients exhibited this trait, Five per 
cent of the controls and 32% of the patients 
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manifested hypochondriasis. Finally 4% of 
the controls as contrasted with 10% of the. 


patients had conversion symptoms. 

The findings on psychogenesis are pre- 
sented tentatively as it is well known that 
interviewers are often influenced by the pres- 
ence of symptoms to believe that psychogenic 
factors must of necessity be present, With 
this in mind, it seems necessary to regard 


these results with caution ; but when the total b 
number of symptoms (weighted by the de — 
gree of severity) was correlated with the - 


strength of each deleterious environmental 
factor for the total control group, a signifi- 
cant relationship was found between number 
of symptoms and the following factors: psy- 


chiatric difficulties in family (.35), insecurity 


(.41), rejection (.35), and sibling B 
28). Overprotection and organic һап 
caps showed no such significant positive 
correlations. Contrasting patients with com 
trols showed that the former had a very 
significantly higher incidence of extreme in- 
Security, rejection, and severe psychiatric 
difficulties in the family, corresponding to 
the higher incidence of total number of symp- 
toms for this group. Such a difference tends” 
to corroborate the relationships of these life 
experiences to symptoms. Incidence of or- 
gastic handicaps, overprotection, and sibling 
rivalry was not high among the patients, and. 
no more frequent or pronounced than among” 
the controls, $ 


EEG DATA 


The classification of the EEG by clinical 4 


inspection was tabulated for each of our sub- 


samples (Table ба). No significant differs | 


ences were found among the distributions 
EEG types in the various samples nor be= 
tween the patient and total control group: 
The percentage of normal records in 
group (including the patients) is within the 
Tange reported by other investigators (4). 

The analysis of the basic resting EEG 
means of the electronic brain wave analyse 
is illustrated in Fig. з. Again it appears that 
there is little difference on the average among и 
the three? control groups contrasted here 
ponere aS 


? Members of Group CM were among the first 53 
subjects studied and hence were not available for 
comparison on analysed EEG data. 


| 
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TABLE 6 


NUMBER AND PERCENTAGE OF EEG TYPES ACCORDING TO Source OF SUBJECTS AND ACCORDING 
TO Over-ALL PERSONALITY EVALUATION 


Types of EEG (Gibbs Classification) 


8 N LVF Е, 
Мо. Percent No. Percent No. Percent No. Percent Total N 
(a) Source: 
Regular Army .. EG -— 13 867 2 13.3 о — I5 
Miscellaneous . 6 102 45 763 6 102 2 34 59 
University .. E 53 зо 789 31.79 3 79 38 
Seminary ... - 5 128 28 718 2 5.1 4 103 39 
Total Control 13 8.6 116 775 13 79 9 6.0 151 
2. 5.0 29 725 6 15.0 3 7.5 40 
Emotionally Stable 6 67 74  &3 6 67 5 5.6 9r 
Emotionally Labile . Zl 43 717 6 100 4 6.6 60 
Patients 2 5.0 29 725 б 150 3 7.5 40 
* *—— MISCELLANEOUS (35) 
5 oy &——- UNIVERSITY (33) 
4 »---«SEMINARY (39) 
3 22. ^ 0-0 PATIENTS (33) 
3 
z 20 " 
2 в 
$ 


POWER (AVERAGE OF ANALYSER PEN OEFLE| 


2i rd 6.8 


* 


10 12 


: th 16 18, 20 22 2h 26 28 30 
a WAVE BANDS OF EEG (cyctes een зєоонмо) 
16. 3——Average amount of activity at diff i 
ferent frequencies i i i ^ 

for all subgroups as plotted from Electronical, amen = 
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The patient group, however, is seen to sepa- 
rate clearly from the controls on the basis of 
activity in the alpha region. This difference 
is significant beyond the .or level (t=3.2). 
The patients also failed to show a sharp peak 
at 10 c.p.s. which is characteristic of the 
control groups. 

For contrast of the EEG findings with a 
patient group the controls were screened on 
the basis of emotional stability. They were 
divided on the basis of the average of the 
ratings made by the psychologist and psy- 
chiatrist(19) as to the amount of maladjust- 
ment and anxiety-proneness. Those judged 
borderline or pathological on either of these 
factors were placed in the emotionally labile 
group, while the remainder of the individuals 


_ were considered emotionally stable. Table 6b 


shows that the emotionally labile controls 
tend to have fewer N records than the emo- 
tionally stable controls, similar to the tend- 
ency seen in the patient group. Also, the 
number of LVF records increases progres- 
sively as one goes from the emotionally stable 
toward the patient group. The significance 


POWER (AVERAGE OF ANALYSER PEN DEFLECTIONS IN MILLIMETERS) 
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of this trend cannot be established with the 
number of cases available in this study. 

Figure 4 shows the curves of average 
amount of activity at different frequencies in 
the electronically analysed EEG’s. There is 
a progressive decrease in strength of the 
alpha band from the emotionally stable con- 
trols to the patients. While the difference in 
alpha power between the emotionally labile 
and emotionally stable group is not statis- 
tically significant, the difference between the 
patients and the screened group is significant 
at the .oor level. 

The fact that the alpha activity for the 
patients is spread over several frequencies 
led us to investigate the incidence of different 
dominant frequencies within the alpha band 
for the patients and screened control samples. 
Tt was found that whereas the emotionally 
stable control group showed a definite mode 
between 10 and 11 c.p.s. the patient group 
had an almost rectilinear frequency distribu- 
tion throughout the total range from 9 to 12 
cps. (Fig. 5). Again the distribution for 
the emotionally labile subjects was midway 


> ——— EMOTIONALLY STABLE CONTROLS (63) 
2h o эе-—-э< EMOTIONALLY LABILE CONTROLS (2), 
о------0 PATIENTS (33) 
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Fic. 5.—Dominant frequencies in the alpha band for patients and controls divided on the basis of 
emotional stability, 


between that for the emotionally stable and 
the patients. The frequency of occurrence 
of dominant alpha rhythms between 10 and 
II c.p.s. is significantly less (by chi-square 
tests) for the patients than for the emotion- 
ally stable controls, although such signifi- 
cance could not be established for the pa- 
tients compared with the total control groups. 


Discussion 


Analysis of a heterogeneous control popu- 
lation drawn from 4 relatively distinct 
sources has demonstrated many intergroup 
differences with respect to psychological and 
psychiatric variables, Although not always 
in accord as to their judgments concerning 
anxiety and maladjustment, both psycholo- 
gist and psychiatrist found marked Variations 
among the control subgroups with respect to 
these variables. Thus the assumption that 
a sample drawn from a single, and relatively 
homogeneous source, will gerve to Tepresent 
a population of “normals” has been seriously 
undermined. 

The need for caution ia applying interpre- 
tive criteria developed on one sample to a 
dissimilar one was aptly demonstrated in the 


case of the Munroe Inspection Technique. 
Developed on Sarah Lawrence students (13), 
this method when applied to educationally 
and culturally disparate groups resulted in 
noticeable errors in interpretation, e.g the 
CM scored almost as high as the patients 
when their Rorschach protocols were апа- 
lysed by this method. 

Providing a marked contrast with the 
other control groups, particularly groups 
MIS and CM, were the seminary students. 
For example, the psychiatrist found mem- 
bers of Group SEM to be relatively free of 
depression, vocational difficulties, and sexual 
conflicts in contrast to the CM among whom 
these conflicts and symptoms were promi- 
nent. Selection of a control sample from 
either one of these'sources alone would lead 
to а biased estimate of the frequency of oc- 
currence of such personality characteristics 
in the “normal” population as a whole. 

In contrast to the findings from the psy- 
chological tests and psychiatric interviews 
the analyses of brain waves showed no sig- 
nificant differences among the control groups 
in any of the variables studied. Howeveh 
when controls were separated into subgroups 
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on the basis of emotional lability it was 
possible to demonstrate several differences 
between patients and emotionally stable 
controls. 

Contrast of the control group as a whole 
with a sample of psychiatric patients has for 
the most part been marked, but many of the 
criteria frequently used for discriminating 
such patients from “normals” were shown to 
be inadequate. Thus the psychiatrist, in his 
screening of the control sample, was im- 
pressed by the marked prevalence of so-called 
pathological indices among the nonpatient 
groups. As all 5 groups had a relatively high 
incidence of lassitude, weakness, restlessness, 
and irritability, it would appear that these 
reactions are common in our culture and 
should not in themselves be considered as 
pathological. All but the career military 
group had had an equivalent amount of such 
developmental habits аз nail biting and 
enuresis, which are generally considered pre- 
dictive of a neurotic adjustment, so that a 
question is raised as to whether these forms 
of behavior can be used as prognostic of 
adult maladjustment. On the other hand, 
certain symptoms (projection, rigidity, hypo- 
chondriasis, and conversion symptoms), 
When present to a marked degree, were rela- 
tively unique to the patient sample. • 

Though individuals іп both patient and 
control groups tended to have been exposed 
i the same deleterious environmental con- 
ditions, the patients had significantly more 
Insecurity in the home, psychiatric difficulties 
^ the family, and rejection by parents than 

е controls. It would appear that though 
Control and patient groups were both ex- 
a to the same disruptive influences, the 

€r reported them as being more severe. 
nae analysis of the EEG data has demon- 
ee that: (1) Psychiatric patients have 
ng than do control groups. LVE 
a = 5, which are at the low end of the 
um à power spectrum, were found in in- 
Е number in our emotionally labile 
БЫ and in patients; (2) emotionally 
x € controls showed greater variation with 

gard to the frequency of the dominant wave 
i "d did the screened normals, though not 
ue extent shown by the psychiatric pa- 
duc These findings with regard to psychi- 
Patients have been noted before in the 
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literature (1, 3), but the fact that controls 
found to be “emotionally labile” approached 
the patients in their EEG findings empha- 
sizes the need for adequate study of the 
composition of control samples. 


SuMMARY AND CONCLUSIONS 


A heterogeneous control group of I5I 
young men drawn írom 4 different socio- 
economic sources, and a group of 40 patients 
in whom manifest anxiety was the predomi- 
nant symptom, were studied by psychologi- 
cal, psychiatric and electroencephalographic 
means, The 4 subgroups of the control 
sample were contrasted with each other and 
with the patients. 

The 4 control subgroups varied greatly 
and at a high level of statistical significance 
with regard to many psychological and psy- 
chiatric variables. Members of the total con- 
trol group labeled by psychological and psy- 
chiatric means as emotionally unstable 
showed trends in their basic resting EEG 
similar to those found in the patient group. 
Many other indices often termed pathological 
occurred with equal or greater frequency 
among the controls than among the patients. 

These results suggest that controls from 
different occupational, social, айй economic 
sources may vary greatly in their psychiatric 
and psychological characteristics and thus a 
single source cannot be considered a random 
sample of the normal population. It seems 
essential, therefore, that investigators con- 
sider rather carefully what factors might 
affect the variable being studied and choose 
their control sample so as to randomize such 
factors or else rule them out experimentally 
or statistically. Any control group used 
needs to be carefully described in terms of 
source, education, and other factors possibly 
affecting the investigation. Furthermore, 
this study re-emphasizes the danger of hy- 
pothesizing that certain psychological or 
physiological characteristics can be consid- 
ered as evidence of neuropsychiatric disease 
solely on the basis of their known occürrence 
in a patient population. 
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THE INCIDENCE OF EEG ABNORMALITY AMONG PATIENTS WITH 
5 MENTAL DISORDERS ОЕ APPARENTLY NONORGANIC 


ap ORIGIN: A CRITICAL REVIEW 


xnl R. J. ELLINGSON, Pr. D. Omana, NEB. 


H Опе of the major activities of electroen- 
‚ eephalographers has traditionally been the 
‘determination of the incidence of EEG ab- 
"normality associated with nervous and men- 
tal diseases and the relationships between 

particular EEG patterns and disease entities 
ог elements thereof. Such marked relation- 
| ships have been observed between EEG ab- 

i normalities and many neurological disorders, 

б ру the epilepsies and acute brain le- 

и sions, that the use of the EEG in their eval- 

D. Mation has become general. With respect to 

А шеша! disorders without known neurological 

involvement the situation is different. The 
majority of reports indicates that among per- 

_ Sons exhibiting mental or behavioral disor- 
ders of clinical intensity a greater proportion 
_ Of abnormal EEG’s is found than among 
formals, but there is limited agreement be- 
_ yond this point. 

, In reviewing the literature one is struck 

"by the fact that many published studies leave 
- much to be desired in the way of experimen- 

tal design. One is reluctantly forced to 
_ the conclusion that, despite the relatively 

large number of papers, few definitive gen- 
eralizations can be made. Several factors 
Contribute to this state of affairs, the most 
important of which will be discussed briefly. 
: Selection of Subjects.—A major source of 
difficulty is that the equivalence of patient 
Samples from different centers cannot be as- 
Sumed, because of interinstitutional differ- 
fnces in the diagnosis of mental disorders. 
iis source of error? in almost all clinical 
Psychiatric studies is so widely recognized 
that it requires no further elaboration here. 
However, diagnostic variability is not the 
Only source of error in the selection of sub- 
Jects. In some studies clinical samples have 
used which were contaminated by pa- 


1 ; 
ма азна Psychiatric Institute, University of 

2 aska College of Medicine, Omaha, Neb. 
‘Sion i; е term error is used throughout this discus- 
to 0 its statistical sense of variability attributable 
With ou factors rather than as synonymous 


tients with definitely established organic 
brain disorders. No implication that there 
is a dichotomy of “functional” and “organic” 
factors in the development of mental disease 
is intended, but it does seem that in studying 
a group of schizophrenics, for example, cases 
with structural brain damage or epilepsy 
should be omitted, If they are tallied sepa- 
rately, of course, there is no objection, but 
this is not always done. 

Finally, many papers are case study re- 
ports of one or a few patients. These are 
often informative, but, because of the bias 
introduced by case selection, they cannot be 
used to draw valid inferences concerning a 
whole population, This principle is some- 
times overlooked. 

Variability of Criteria of EEG Abnor- 
mality—Another source of discrepancies 
among the reports of various investigators is 
the lack of universally accepted criteria of 
EEG abnormality. Everyone agrees that 
paroxysmal activity, focal distjirbances, and 
delta waves (slower than 4 cps) are abnor- 
mal in the EEG during wakefulness and, 
except for the last, during sleep. Everyone 
also agrees that the alpha rhythm (8-13 cps) 
and low-voltage fast (beta) activity are nor- 
mal during wakefulness, and that symmetri- 
cal slow waves and 10-14 cps “spindle 
bursts” are normal during sleep. It is with 
respect to moderately slow activity ( 5-8 cps) 
and higher-voltage fast activity distributed 
symmetrically—slight to moderate deviations 
from normal—that disagreement occurs. The 
crux of the matter is that most of the deviant 
phenomena in the EEG's of mental patients 
are of this latter sort. 

The Gibbses(22, Vol. 1) have developed a 
widely used classification scheme in which 
EEG's containing moderately devíant fea- 
tures are classified as normal or abnormal 
depending upon the frequency and quantity 
of the deviant actiyity present. EEG's con- 
taining a moderate amount of 5-8 cps waves 
are classified as slightly slow (*S-1" in the 
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Gibbses’ terminology), those containing a 
moderate amount of fast waves as slightly 
fast (F-1), and those with much fast activity 
as fast (F-2). Considering S-1, F-1, and 
F-2 EEG’s to be abnormal, the Gibbses 
have found the incidence of abnormal 
EEG’s among control subjects to be 15-18% 
(Table 1). 

Many investigators have used the Gibbses’ 
criteria either unaltered or with slight modi- 
fications. Others, like Cohn(9), are not im- 
pressed with the pathological significance of 
fast activity, and classify almost all F-1 and 
F-2 type EEG’s as normal. Strauss et al. 
(82) disapprove of systems that classify as 
many as 15% of the EEG’s of control sub- 
jects as abnormal, and consequently they 
‘Classify most S-r and F-1 type EEG's as 
normal, and so on, 

In short, no two electroencephalographers 
interpret all EEG's in exactly the same man- 
ner; and although there is considerable 
agreement as to the significance of most 
EEG abnormalities, it is in the area under 
consideration that the disagreements are most 
acutely felt. 

Lack of Controls.—It is obvious that the 
Stricter one's criteria of EEG abnormality 
the lower will be one's obtained rate of ab- 
normal EEG/s for both control and patient 
samples. If one is simply interested in de- 
termining if psychiatric patients exhibit а 
higher proportion of abnormal EEG's than 
do normal people, the strictness of criteria is 
less important as long as a control group is 
used and the same criteria are applied to both 
groups. But control groups have not been 
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used in the majority of clinical EEG studies, 
The more usual procedure is to compare data 
from a patient group with control data gath- 
ered at another center. This method is clearly 
not as satisfactory as the use of control data 
gathered at the same center, but is acceptable 
if the criteria of EEG abnormality at both 
centers are known to be comparable. But 
comparability is rarely established. 

Lack of Statistical Evaluation.—Another 
omission in most studies is failure to use 
available statistical techniques for estimating 
the significance of observed differences be- 
tween patient and control groups. Needless 
to say, statistical techniques, however re- 
fined, will not turn poor data into good data. 
Neither will their use guarantee the investi- 
gator against drawing erroneous conclusions, 
but they will provide a measure of the proba- 
bility of making such mistakes. 

The remainder of this paper is a review 
and discussion of empirical studies of the in- 
cidence and kinds of EEG abnormalities 
found in unselected, or relatively unselected, 
samples of 20 or more psychiatric patients. 
Case study reports are omitted for reasons 
already given. Where more than one report 
of a study appears in the literature only the 
most recent or most comprehensive report 15 
ineluded. 

In citing rates of EEG abnormality in the 
tables and in the text, cases listed by the 
original investigators as “borderline,” "ques- 
tionable," or "doubtful" have not been in- 
cluded. Some of the statistical comparisons 
Cited were reported by the original investi- 
gators. The rest have been computed by the 
writer from raw data published in the origi- 
nal articles, using the Chi-square test. 


Review ОЕ THE LITERATURE 
CONTROLS 


Rates of EEG abnormality in control 
groups are collected in Table т to provide 4 
basis for comparison with clinical data. j 

_ The range of rates, 596-2096, is some 1- 
dication of the variability attributable to dif- 
fering criteria of abnormality, Another fac 
tor enters into the picture however, namely» 
Selection of control subjects. For example, 
Williams(85) found 10% abnormal EEG'S 
among 121 servicemen, but only 5% among 
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тоо highly selected RAF air-crew personnel. 
On the other hand Harty e£ al.(27) found 
30% abnormal EEG’s among 274 armed 
services inductees, They found that this par- 
ticular group contained an extraordinarily 
high proportion of neuropsychiatric cases. 
After these had been eliminated the abnor- 
mality rate for the remainder of the group 
was 15%. 

Obtained abnormality rates appear to clus- 
ter around 15%. Much higher rates are 
probably due to loose criteria of abnormality 
or contamination of the sample(27, 32). 
Much lower rates probably are due to strict 
criteria of abnormality or highly selected 
samples(20, 70, 85). i 


SCHIZOPHRENIA 


Reports of EEG findings among schizo- 
phrenic patients published before 1940 rarely 
mentioned rates of abnormality. Low ampli- 
tude of alpha waves, low alpha index, prom- 
inence of low voltage fast activity, and 
“choppiness” were frequently cited(2, 3, 4, 
12, 14, 15, 50, 51) as being characteristic of 
the EEG's of schizophrenics, but such pat- 
terns are not uncommon among normals and 
are rather frequent among patients with 
other mental disorders (see below). Mast 
of these early workers were apparently not 
Impressed by the incidence of pathological 
EEG's in their schizophrenic groups. 

More recent reports of EEG abnormalities 
among schizophrenics are summarized in 
Table 2. The reported rates of abnormality 
vary considerably. The highest, 60%, was 
obtained in а series of chronic cases (43) scti- 
tetia of abnormality were not specified. The 
only study in which the rate of abnormality 
Was definitely within the range for control 
Samples involved a small sample(84). 

In 5 instances statistical comparisons be- 
tween schizophrenic and,nórmal groups are 
Possible, Chamberlain and Russell(8), Hill 
(32), and Finley and Campbell(20) used 
IS groups (see Table т). In all 3,in- 

ances the observed differences between 
Schizophrenic and control groups are statisti- 
cally significant (P<.oo1, P<.o1, and P< 
‘OOI, respectively), The criteria of abnor- 
mality used by Greenblatt(26) and by El- 

"5son (18) were approximately those of the 

ibbses, and comparison of their series with 


the Gibbses’ most representative group of 
normals(23) shows the differences to be sig- 
nificant (P<.oo1 and P<.02, respectively). 

Several workers have investigated particu- 
lar kinds of EEG abnormalities. Finley (19) 
studied the occurrence of high voltage (over 
25 У) fast activity, and found rates of 25%- 
30% in 747 schizophrenics and 3%-8% in 
300 controls. Recording was done at higher 
than standard gains. Ostow and Ostow(63) 
give the rate of bilaterally synchronous par- 
oxysmal slow activity in the EEG’s of schizo- 
phrenics as 13%-18%, but the number of 
cases is not given. The rate of such ac- 
tivity among controls is given by Gibbs as 
0.5-1.0%. Hill(32) reported on the inci- 
dence of 7 types of mild EEG abnormalities 
in one normal and 5 clinical groups. The only 
possibly significant difference (P<.05) be- 
tween his 147 schizophrenics and 138 con- 
trols involved the incidence of bilateral fast 
spike-and-wave complexes, 8% and 2.77%, 


respectively. 

As for differences between schizophrenic 
subgroups, Liberson(53) reported that mark- 
edly abnormal EEG's were most common 
among catatonics (11%) and least common 
among paranoids (1%). Such а tendency 
has been hoted by Lemere(51), Р. А. Davis 
(12), and Ellingson (18). Ostdw and Ostow 


TABLE 2 
EEG ABNORMALITY iN THE MAJOR PSYCHOSES 
No. akon 
A. Schizophrenia 
Kennard & Levy(43) ....... 100 60 
Chamberlain & Russell(8) .. 45 44 
11033)..." NND) 41 
PATAN 35 
28 
Ellingson (18) ........ 53 28 
Liberson(53) ...- . 227 27* 
Silverman(70) - . бої 27 
Greenblatt(26) . 465 23 
Walter(84) .. ее 22 9 
B. Manic-depressive Psychoses 
СбгтеепЬа&(26)`.......-.-... 35 И 
Liberson (53) qe 82 c 27 
С. Involutional Psychoses 
Greenblatt (26) ...........-. 70 SI ү 
Liberson(53) ...... 117 33 


il ’s figures had to be estimated from 
sat Some Oth those given in this and the following tables 
are believed to be accurate to whhin +3%. 

+ Schizophrenic criminals. 
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(63) report no difference among the sub- 
groups with respect to the incidence of par- 
oxysmal slow activity. Hill(32) noted some 
relationship between paroxysmal EEG ac- 
tivity and the catatonic form of schizo- 
phrenia, tending to disappear during remis- 
sion from illness. 

Kennard and Levy in their series of 
chronic schizophrenics(43) found signifi- 
cantly greater incidences of abnormality in 
cases with (1) early onset, (2) long dura- 
tion of illness, and (3) familial incidence of 
psychopathology. Chamberlain and Russell 
(8) found 31% abnormal EEG's among 45 
siblings of their schizophrenics (significantly 
different from their control group—P «.05), 
but only 6.5% abnormal EEG's among 46 
parents, 

In summary, on the basis of the fact that 
9 out of 10 studies have yielded higher EEG 
abnormality rates among schizophrenics than 
are usually found among normals, and since 
in all 5 of the statistically testable instances 
the differences were found to be significant, 
it is concluded that the rate of EEG abnor- 
mality among schizophrenics is greater than 
among normals. The most common abnor- 
malities observed are of the nonspecific, dif- 
fuse types, but almost every kind of abnor- 
mality has been reported. 


MANIC-DEPRESSIVE PSYCHOSES 


Lemere(50, 51) and P. A, Davis(13, 14) 
both reported strong, rhythmic alpha 
rhythms to be common among manic-depres- 
sives. Davis observed that а majority of 
manic-depressive depressed patients exhibit 
dominant alpha or mixed slow patterns with 
an alpha rhythm of то cps or slower, while 
a majority of manic-depressive manics ex- 
hibit mixed fast patterns with alpha rhythms 
of 10 cps or faster, Lemere observed some 
delta activity in the EEG’s of severely dis- 
turbed depressives, Neither Lemere nor 
Davis reported abnormality rates specifically, 

Only two reports give abnormality rates 
for mahic-depressive patients (Table 2), 
Greenblatt(26) gives Separate rates for 
manic-depressive manics and manic-depres- 
sive depressives; the difference is not sta- 
tistically significant. Finley(19) reports a 
rate of 2596-5096 „abnormal fast EEG's 

among 89 manic-depressives. 
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It is clear that there is not sufficient evi- 
dence to draw any final conclusions concern- 
ing the incidence or nature of EEG abnor- 
mality in the manic-depressive psychoses. 


INVOLUTIONAL PSYCHOSES 


Data on involutional psychoses are also too 
few to permit any definite conclusions 
(Table 2). | 

Liberson(53) gives separate rates for in- 
volutional depressives and paranoids. The 
difference between the over-all rates of ab- 
normality for the two subgroups is not sig- 
nificant, but none of the paranoids had a 
markedly abnormal EEG and about 21% 
had abnormal fast EEG’s, while the respec- 
tive rates for the depressives were 6% and 
11963 Of Greenblatt’s involutionals 31% 
had fast EEG’s(26). Finley(19) gives a 
rate of 50%-75% abnormal fast EEG's 
among involutionals. 

"These studies were all published in 1944. 
Since then less and less pathological signifi- 
cance has been attached to fast activity in 
the EEG's of older people. The Gibbses(22, 
Vol. I) regard F-1 records as normal after 
age 40. It seems likely that, if the reported 
rates of abnormality in this group were сог- 
rected for age according to current practice, 
there would remain only slight, or no, differ- 
ences between these patients as a class and 
normals, 


PSYCHONEUROSES 


Reports citing the incidence of abnormal 
EEG's among psychoneurotics are summar- 
ized in Table 3. In the first group of studies 
(A) the authors did not break their samples 
down ; presumably a variety of neurotic syn- 
dromes is represented in each. 

The results are obviously discrepant. Ab- 
normality rates apparently greater than 
would be expected for normals were foun 
in 4 of the 7 studies represented in the table. 
In one of these(85) a control group was 
used and the difference between patient ani 
control groups was significant (Р<.001). 
The difference between Greenblatt's abnor- 
mality rate for psychoneurotics(26) and the 

з Note that the same tendency for persons with 


Paranoid traits as а group to have normal EEG? 
has been found among Schizophrenics. 
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TABLE 3 
EEG ABNORMALITY IN THE PSYCHONEUROSES 
No. Abus 

4. Psychoneuroses, Undifferentiated 
Heppenstall et al.(30) ....... 290 
Greenblatt (26) ........ .. 218 S 
Williams (85) ..... ... 148 26 
Liberson(53) ..... «es 315 23 
Ellingson (18) ore EN. 14 
Kibbe(45) ....... sv». 4L 6 
Strauss et al. (82) 397 2 


_ B. Psychosomatic Reactions 


desi 2! 
irschbaum & Stehle(46).... 50 10 
Rubin & Moses (67) 


Gibbses’ for controls(23) is also significant 
(P<.oor). 

In the other 3 studies the abnormality 
fates for psychoneurotics, 2%-14%, are 
clearly within the range for normals.‘ In ad- 
dition to the 3 studies mentioned, Brazier, 
et al.(1) found a low rate of abnormality 
among roo psychoneurotics. The rate was 
not specifically cited in the paper, but from 
the discussion it is clear that it did not exceed 
that expected for normals. 

Weare left without a decision. High EEG 
abnormality rates were found in 4 out of 8 
reported samplings, and rates not differing 
those found in control groups were 
ound in the other 4. Under these circum- 
stances one cannot put uncritical faith in the 


| ‘Wo statistically significant differences found. 


Three EEG studies of patients with spe- 


_ Cic psychosomatic symptoms (Table 3, B) 


are also pertinent. Kirschbaum and Stehle 
(46) studied patients with peptic ulcers, 
ee patients with duodenal ulcers, 
5 n and Moses(67) patients with 
dah ial asthma, In none of these studies 
E. е rate of abnormality exceed that found 
ong normals, 
ES EEG studies of patients exhibiting ob- 
lve-compulsive reaction states have been 


т : 
| potted. Because the samples are mixed, 


th 

я Sy have not been tabled. Pacella et а. (64) 
am Tted 31 cases, of which 26 were neurotic 
mal bs шгорһгешс. They found 20 abnor- 
— ТЕС (65%) ; 12 of these showed ab- 


4 j t 
ius Criteria of abnormality used by Strauss 
5 colleagues, who obtained the 2% rate(82), 


ate m 
Workers Conservative than those used by 
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normal waves only during hyperventilation. 
The abnormalities of 6 others apparently 
consisted only of irregularity of wave pat- 
terns. Two of the psychoneurotics had petit 
mal. Rockwell and Simons(65) reported 24 
cases. Eleven were considered to have “stable 
and well organized" personalities; то of 
these had normal EEG's. Ten were diag- 
nosed as psychopaths; all had abnormal 
EEG's. Three were unclassified ; 2 had ab- 
normal EEG's. Because of the smallness of 
the groups, variability of diagnoses, contami- 
nation, and some unconventional criteria of 
EEG abnormality, it is not felt that these 2 
studies provide sufficient evidence to estab- 
lish an association between EEG abnormality 
and obsessive-compulsive states. Rockwell 
and Simons’ data seem in fact rather to indi- 
cate an association between EEG abnormal- 
ity and psychopathy. 

In summary, evidence that the rate of 
EEG abnormality is higher among psycho- 
neurotics than among normals is inconsist- 
ent and inconclusive. Since 7 out of 11 EEG 
studies of psychoneurotic patients failed to 
yield abnormality rates higher than those or- 
dinarily found in control groups, the burden 
of proof lies with those who would maintain 
that an assóciation exists between EEG ab- 
normality and psychoneurosis. 

There is no question but that the EEG's 
of psychoneurotics frequently display a dis- 
quieting irregularity of pattern. But unless 
activity clearly outside the range of normal 
for the patient’s age-group is present, the 
EEG should not be classified as abnormal. 
An irregular mixture of alpha and low- 
voltage fast waves is not abnormal, but is 
usually a reflection of the subject’s failure to 
relax during the test(81). 


PSYCHOPATHY AND CRIMINALITY 


The incidence of EEG abnormality among 
psychopaths has been found with remarkable 
ity to lie between 47%- 58% (Table 4, 
А and C). Some of the studies apparently 
used overlapping samples. The 2 studies in 
which rates below 47% were found are 
probably explicable on the basis of diagnostic 
variability (26, 73); and strict criteria of ab- 
normality (73). 

In 2 studies control groups were used(32, 
34); the differences between abnormality 
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ТАВГЕ 4 
EEG ABNORMALITY AMONG PsYCHOPATHS 
AND CRIMINALS 
о, Ааа] 
A. Psychopaths, Undifferentiated 
Gottlieb et al.(24)* ........ 100 58 
Knott & Gottlieb(48)* ..... 68 54 
Simons & Diethelm(74)* ... 69 53 
Knott & Gottlieb (47)* ..... 44 52 
Silverman & Rosanoff(72) .. 55 5I 
1s Clo eet A 194 50 
Diethelm & Simons(16)* ... бі 4ot 
Hill & Watterson(34). ...... ISI 48 
Liberson(s3) ........ * 45 
Greenblatt(26) . 295$ 5%. "3r 
Simon et al.(73) ........... 96$ 15|] 
В. Criminals, Unselected 
Silverman(70) ........... +» 60 27# 
Gibbs, et al. (21) ........... 452 23 
55 
53 
49 


The уе Heats ae End EE of studies 
verlap: j 16, К 
Y Includes tow Volet AA activity as abnormal, 
udes cases of behavior disorder not diagnosed as 


| a when S-r and F.r records included, 
This figure includes borderline records, 


tates for psychopaths and controls are both 
significant (Р <.001). In 3 other studies (26, 
48, 74) the criteria of abnormality used were 
close enough to the Gibbses’ for comparisons 
with their control sample(23) to be made; 
the differences are all significant (Р<.оот). 

The most commonly observed abnormality 
is moderately slow activity (16, 26, 32, 36, 48, 
53; 73), but very slow(36, 48, 53, 73) and 
paroxysmal(24, 36, 73) activity are also seen 
more often than among normals, 

The rate of EEG abnormality tends to de- 
crease with age(32, 34) and is significantly 
related to positive family history of neuro- 
psychiatric disorders and Positive personal 


psychdpathic illness(73). No consi 
lationship between personality configuration 
and EEG abnormality has been established 
› except that 
ively associ- 
ated with EEG abnormality (36, 74). No 
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significant differences were found between 
homosexuals and nonhomosexual psycho- 
paths (63, 72). 

Unselected criminal populations do not 
differ significantly from noncriminals with 
respect to rate of EEG abnormality when 
judgments are corrected for age differences 
(Table 4, B). f 

Levy (52) selected 50 criminals committed 
for violent crimes and 50 for nonviolent 
crimes. The over-all incidence of abnormal 
EEG's was 30%. He found no differences 
between the two groups, but did find a dif- 
ference when he separated the roo subjects 
into those with "stable personalities" and one 
conviction and those with "unstable person- 
alities” and/or repeated convictions (17% 
and 34% abnormal EEG’s, respectively). 

Criminal psychopaths on the other hand 
generally show the same tendency toward 
EEG abnormality found among noncrimindl 
psychopaths (Table 4, C). The tendency te 
ward decreasing abnormality with increasing 
age has also been observed(70). Ostow and 
Ostow (63). found that 20% of the EEG's 
of criminal psychopaths contained paroxys 
mal slow activity. ^ 

Stafford-Clark and Taylor(80) reported 
on the EEG's of 64 murderers, whom they 
divided into 5 groups: (1) 11 who сол 
mitted murder incidentally to the commission 
of another crime, (2) 16 who committed 
reasonably motivated, premeditated murder, 
(3) 15 who committed motiveless murder, 
(4) 8 who committed murder in connection 
with a sexual attack, and (5) 14 murderers 
found to be insane. The respective percent- 
ages of abnormal EEG’s were 10, 25, 73 
50, and 86; the over-all rate was 50% wit 
277 showing "severe" abnormality. The 
numbers are too small to permit statisti 
evaluation. 

In summary, it appears established that ү 
significantly high proportion (about half) fi 
patients with psychopathic diagnoses ай 
abnormal EEG's, These are mostly of t е 
nonspecific, diffuse slow type. Incidence 0 
abnormality appears to be inversely rola 
to age in this group. Aggressiveness we 
to be associated with EEG abnormality. 
relationship with other factors has bee | 
established. 
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BEHAVIOR PROBLEM CHILDREN 


The evaluation of the EEG's of children 
| presents greater difficulties than are encoun- 
| tered with adults. The EEG's of most chil- 
dren under 15 years old are abnormal by 
' adult standards, the degree of deviation be- 
ing inversely related to age. Normative data 
_ on children are less plentiful than on adults. 
_ Our present knowledge of the development 
| of EEG patterns during infancy and child- 
_ hood is largely based on the work of J. К. 
_ Smith (75, 76, 77, 78), Lindsley (54, 55), and 
Henry(29). 

Children’s EEG’s differ from adults’ prin- 
cipally with respect to frequency of the alpha 
thythm and the amount of slow activity pres- 
ent during wakefulness, both of which vary 
from year to year until the EEG becomes 
stabilized sometime during late adolescence. 
Therefore different criteria of normality 
must be used at different age levels. 

Few investigators have been willing to 
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commit themselves in print as to the rate of 
EEG abnormality among normal children 
(Table 5, A). The rates given tend to be a 
bit lower on the average than abnormality 
rates for adults (Table 1). This is probably 
because electroencephalographers tend to be 
very conservative in interpreting diffuse slow 
activity as abnormal in children's EEG's. 

A large number of studies of the EEG's 
of behavior problem children has been pub- 
lished, but most of them are based on small 
groups. In Table 5 B are listed the results 
of 18 studies of moderate to large groups of 
behavior problem children published over the 
last 14 years. No attempt has been made to 
break down the category "behavior problem 
children" into narrower nosologic groups. It 
would be impossible to do so systematically 
on the basis of the information included in 
most of the published reports. 

All but one of the studies listed yielded 
EEG abnormality rates for behavior prob- 


TABLE 5 
EEG ABNORMALITY AMONG NORMAL AND BEHAVIOR PROBLEM CHILDREN 


A. Normal Children 
Knott (24) 
Secunda & Finley (68) . 
Miller & Lennox (61) .. 
Davidson(11) 
Kennard & Willner(44) . 
Henry (29) 


B. Behavior Problem Children 
Hawkes & Roark(28) 
Spear & Turton(79) 
Lorenzo & Sidwell(57) .. 
Brown & Solomon(6) .... 
Brill ef al.(5) 
Kennard(40)t ... 
Jasper et al.(39) ..- 
Gottlieb et al.(24)§ . 
Knott et al.(49) 
Michaels & Secunda(60) . 
Strauss et al.(83) 
Secunda & Finley(68) . 
Kennard(41)t 
Kennard & Willner (44)1 - 
Gottlieb e? al.(25)§ . 
Miller & Lénnte(5t) 
Cattell & Pacella(7) 
Eikoff & Beevers(17) 

fi 
i piR normals” are included, a category 


investigato: 
aly resis 
ү lapping g mps groupies 


Rave No. дави 
? B 270 cats * 
? 76 x» 
? 373 її 
a 105 10 
? 102 7 
ca 4-19 583 51 
І 25 92 
ы 2 100 74 
? 37 & 
1 20 
vas 28 бт 
5-16 131 60 
220 71 59 
er 2I 95 * 
ume | 122 52 
3-13 23 “ 52 
4-18 143 51 
5-24 582 >50 
5-12 161 50 
? 67 К 
169 35 
20 33 
50 2 


which appears to include kings of EEG's classified as abnor- 
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lem children higher than those found in con- 
trol groups. The one exception(17) is some- 
what puzzling ; unfortunately the criteria of 
abnormality used were not made clear. 

In 3 studies, other than the one just men- 
tioned, control groups were used. Differ- 
ences between the control and patient groups 
of Miller and Lennox(61) and of Secunda 
and Finley(68) are significant (P<.oor). 
Gottlieb et al.(24) compared their findings 
of 5676 abnormal EEG's in a group of pa- 
tients with "primary behavior disorders" 
with the control data of Knott(24) and 
Henry(29), and concluded that the differ- 
ences are significant. 

The rates of EEG abnormality among be- 
havior problem children vary widely, but 
tend to cluster in the 5076-6096 range (cf. 
psychopaths, Table 4). Varying composition 
of the groups studied is undoubtedly respon- 
sible for much of the variability of observed 
abnormality rates. While the samples used 
by some investigators were internally rela- 
tively homogeneous(24, 49, 79), most were 
quite heterogeneous. For example, Cattell 
and Pacella’s group(7) consisted of 20 
children with "neurotic traits," 16 "conduct 
disorders," and 6 Schizophrenics; EEG ab- 
normality rates were 5%, 56%, and 6796, 
respectively, using Henry's criteria, 

Another probable reason for variability of 
abnormality rates is variable incidence of or- 
ganic cases. The existence of organic in- 
volvement, which is not definitely provable, 
but which is suggested by one or more lines 
of evidence, constitutes one of the most fre- 
quent problems in the evaluation of behavior 
problem children. The various samples stud- 
ied probably contain different proportions of 
such cases, 

No relationships have been established 
between EEG abnormalities and specific 
Symptoms. 

Kennard(41, 42) demonstrated а negative 
relationship between incidence of EEG ab- 
normality and age in a large series of cases. 
Secunda and Finley(68) noted a similar 
trend. Gottlieb et al.(25) found no age re- 
lationships in a smaller series, 

Positive, although moderate, relationships 
have been found between EEG abnormality 
and the following factors: ( І) family his- 

tory of neuropsychiatric disorders (24) ; (2) 
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personal history of severe illness or injury 
(24, 39, 61); (3) neurological or psycho. 
metric indications of structural brain defect 
(57, 61). 

Knott et al.(49) recorded the EEG's of 
both natural parents (N=172) of 86 
patients with "primary behavior disorder 
or psychopathic personality." Using the 
Gibbses' criteria, they found 3096 abnormal 
EEG's. Comparing the distribution of EEG 
types in their group of 172 with that in the 
Gibbses' control group of 1,000(23), they 
found the distributions to be significantly 
different (P«.oor). They also demonstrated 
that EEG abnormality in parents is signifi- 
cantly related to EEG abnormality in their 
children (P<.02), and that type of parental 
EEG abnormality is related to type of EEG 
abnormality in children (Р<.от). No such 
trends were noted in a small sample of 8 pa- 
tients and 16 foster parents. They propose 
“that (non-diagnostic) EEG abnormalities 
in primary behavior disorder and psycho- 
pathic personality have important genetic 
determinants.” 

Kennard(40) and Kennard and Willnet 
(44) could find “no conclusive evidence that 
the similarity of EEG pattern found in the 
family unit is inherited.” Knott et al.(49); 
however, feel that those studies were inade- 
quately controlled, 

In summary, it appears to be established 
that behavior problem children as a group 
differ from normal children with respect t0 
incidence of EEG abnormality. Some of the 
abnormal records obtained can be explaine 
on the basis of the probable existence 0 
brain disorder, even though overt evident? 
of such disorder is often equivocal or absent. 


Discussion 


A significant association between EEG ар 
normality and a disease entity, may, in the 
Opinion of the writer, be considered to exist 
only if well-controlled studies from mor 
than one center have consistently shown st 
tistically significant EEG differences betwee" 
groups of patients displaying the given dis- 
ease and normal controls. If these condi- 
tions are not met, or if there is a substantial | 
body of conflicting data, judgment must 0 
deferred. Following these principles, it Ў 
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felt that only the following generalizations 
are justified by the literature reviewed. 

1. Both consistent and significantly high 
rates (about 50%) of EEG abnormality 
have been found in only one diagnostic group, 
psychopaths, 

2. Rates of EEG abnormality among be- 
havior problem children are consistently 
high, but markedly variable, probably be- 
cause of variability of sampling, contamina- 
tion of patient groups with organic cases, 
and uncertainty of criteria of EEG abnor- 
mality in the lower age groups. 

3. Rates of EEG abnormality among 
schizophrenics are significantly high—proba- 
bly 1 to 4—but variable. 

4. Reported data on other psychotic 
groups are insufficient to permit valid gen- 
eralizations. 

5. Data on psychoneurotics are conflicting 
and therefore inconclusive. At present the 
weight of evidence seems to indicate that the 
Tate of abnormality in this group is not 
higher than that found among controls. 

6. There is no demonstrated correlation 

between type or severity of EEG abnor- 
mality and type or severity of mental illness 
Within the categories discussed. 
.7. No specific symptom (except, tenta- 
tively, aggressiveness) has been demgn- 
Strated to be consistently associated with 
EEG abnormality within the categories 
discussed,’ 

8. There is a moderate negative relation- 
ship between age and EEG abnormality in 
mental illness, which is especially evident in 
the behavior problem and psychopathic 
groups. Such an age relationship is also evi- 
dent among normals and epileptics. 

Since higher than normal rates of EEG 
abnormality appear in several groups of 
mental patients, the question arises as to 

Sir theoretical and practical significance. 

1 explanations of such, findings that have 

sen advanced are variations of 3 basic hy- 
Potheses: (1) that the observed EEG ab- 
normalities reflect maturational retardation 
T fhe central nervous system ; (2) that they 
ren e Chosomatic effects; and (3) that they 
-——. Constitutional cerebral defects, more 


5 5 г 
o аталойй traits tend to be associated with EEG 
Ж АШУ, but data are still insufficient to state 

35 a general rule. К 
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specifically structural and/or biochemical 
brain pathology. 

The maturational retardation hypothesis 
has been advanced particularly to explain ab- 
normal EEG's among psychopaths, most of 
whom are teenagers or young adults, and 
among behavior problem children. Most 
EEG abnormalities among such patients are 
of the diffuse, slightly to moderately slow 
type. Since a brain that is functionally re- 
tarded for its age would be expected to func- 
tion EEG-wise like a somewhat younger 
brain by exhibiting a greater proportion of 
slow activity than most brains of the same 
chronological age, the retardation hypothesis 
can explain many of the abnormalities ob- 
served, especially the negative relationship 
between age and incidence of EEG abnor- 
mality among behavior problem children and 
psychopaths. On the other hand, there are 
no studies specifically demonstrating an asso- 
ciation between abnormal slow EEG’s and 
other evidence of maturational retardation 
in these patients. The retardation hypothesis 
further does not account for the high inci- 
dence of patients whose EEG’s are regarded 
as abnormal at any age. 

The psychosomatic hypothesis holds that 
as in other psychosomatic disorders, psychic 
influences (presumably cortical) give rise to 
autonomic and/or endocrine disturbances. 
These in turn affect cerebral functioning 
either directly or by altering the biochemical 
milieu of the brain, One result is abnormal 
brain waves. The studies of Darrow(10) 
appear to support such a view. : 

Since the physiological reactions of chil- 
dren are more labile than those of adults 
the effect should be more prominent in the 
former and tend to diminish as adulthood is 
approached. In this way the hypothesis can 
account for the negative relationship between 
age and EEG abnormality. EEG abnormali- 
ties among schizophrenics can also be ac- 
counted for, if it is assumed that the unusual 
modes of physiological response so often ob- 
served among schizophrenics (37), are ef- 
fects, rather than causes of the schizophrenic 
process. $ 

Like the maturational retardation hypothe- 
sis, this does not açcount for high rates of 
paroxysmal, focal, or diffuse, severe EEG 
abnormalities. Alterations in the biochemical 
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milieu of the brain result in only slight al- 
terations in EEG pattern until just before 
consciousness is lost or catastrophic physio- 
logical reactions take place, and even then 
focal and paroxysmal EEG disturbances are 
uncommon in persons without epilepsy or 
structural brain damage. 

The constitutional defect hypothesis holds 
that EEG abnormalities in psychiatric pa- 
tients are definite evidence of organic dis- 
order. This is probably true if the term or- 
ganic disorder is considered in its broadest 
sense, in which case, however, it is virtually 
meaningless. Organic disorder is usually 
taken more narrowly to mean structural 
brain damage or specific biochemical dys- 
function, hereditary or acquired. An essen- 
tial part of the hypothesis is the further as- 
sumption that such constitutional defects by 
interfering with the integrative activity of 
the nervous system are etiologically related 
to the observed psychological disorder, 

The basis of this hypothesis is the well- 
established association between EEG abnor- 
malities and acute brain damage, infection, 
etc. The deduction that EEG abnormalities 
reflect similar states whenever found is not 
an unreasonable one; and it can be main- 
tained that the EEG is the only. presently 
available technique subtle enough to detect 
some constitutional defects of the brain, 
which interfere, not with sensory or motor 
functions, but only with the highest-level, 
integrative functions of the nervous system.* 

One particular form of the constitutional 
defect hypothesis holds that EEG abnor- 
malities in mental patients indicate that the 
observed mental illness is related to epilepsy. 
Confirmatory evidence has not been forth- 
coming (35, 38). There is an unusually high 
incidence of mental and emotional disorders 
among patients with temporal lobe epi 

(22, Vol. II), but the аа ат 
does not appear to be true(58). 

Most psychologists and psychiatrists 
would probably not deny that constitutional 
defects are contributory etiologic agents in 
some cases of apparently "functional" men- 
tal disorders. But is such the case in all men- 


*On the other hand, it is an indi {аЬ 
that even severe structural brain ae a 
exist in the presence of a normal EEG, 
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tal patients with abnormal EEG's? The con- 
sensus of opinion is in the negative, but the 
question remains open. 

Each of the 3 general hypotheses discussed 
here seems to account for some, but not all, 
of the phenomena observed. Present evidence 
does not support one of them over the others, 
However, these 3 hypotheses are not mu- 
tually exclusive. On the contrary it is not 
unlikely that all are correct to some extent. 
Brain damage, maturational retardation, and 
psychosomatic influences could conceivably 
be concurrently operating factors in a single 
case. In other cases one or another might be 
predominant. Whether one of the 3 sets of 
factors proves to.be most frequently predomi- 
nant among mental patients with abnormal 
EEG's remains to be seen. 

As to the practical significance of abnor- 
mal EEG's in mental patients, the writer be- 
lieves the following statements to be justi- 
fied. An abnormal EEG, especially if focal, 
paroxysmal, or severe diffuse abnormality is 
present, still suggests first an organic brain 
disorder, and such should be tentatively pre- 
sumed to exist and be carefully checked out. 
Beyond differentiating the few organic cases 
which will be found, the EEG is of no value 
in the differential diagnosis of mental dis- 
Orders or in personality assessment at the 
present time. Finally, an abnormal EEG ina 
mental patient is not grounds per se for 4 
poor prognosis, 

In the last few years newly developed ex- 
perimental EEG techniques, such as the 
photo-metrazol technique (Gastaut), and 
new recording methods such as toposcopy 
(Walter) are being applied in the study of 
mental as well as neurological patients. It 
is still too early to know whether these meth- 
ods will yield information of value to the 
psychiatrist. 
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AN EXPERIMENTAL APPROACH TO PSYCHOLOGICAL STRESS: 


JAY В. COHN, M.D., лмо JUDAH RUBINSTEIN, M. A. 
CLEVELAND, Оню 


Some 350 years ago, the first observations 
relating to cretinism and mental deficiency 
were recorded, Today this pioneer sugges- 
tion has grown into the new field of psycho- 
endocrinology. This interrelationship be- 
tween endocrinology and psychiatry is chiefly 
the result of technical advances in steroid 
chemistry in the last 2 decades. Methods 
and techniques, such as the isolation of corti- 
sone by Kendall, the preparation of ACTH 
by Collip, and then its assay by Sayers, have 
only amplified and broadened the earlier 
theories of Claude Bernard and Walter B. 
Cannon, 

To the French physiologist, Bernard, 
whose influences extended even to the “ех- 
perimental novel" of Emile Zola, goes the 
credit for formulating the theory of internal 
secretions first stated in 1855. Twenty years 
later, Bernard added the major concept of 
the fixity of the internal environment. Just 
as the relatively few observations on the en- 
docrinal-mental functions prior to this semi- 
nal period were generally unnoticed, Ber- 
nard's theories remained, on the whole, a 
challenge of which science was for decades 
unaware and unprepated to meet, Not until 
the American investigator, Cannon, took up 
the theories and broadened them into his 
concept of homeostasis was the next really 
significant advance made. 

Around this core of early observation and 
theory, which Cleghorn(3) has outlined, an 
increasing amount of data accumulated to 
show a functional relationship between men- 
tal change and endocrina] deficiencies. Mur- 
ray's treatment of myxoedema with thyroid 
extract was the first clinical evidence that 
a hormone preparation to regenerate the thy- 
roid would also alleviate the mental aberra- 
tion associated with it. Before the end of the 
nineteerith century, acromegaly was ascribed 
to the hyperfunctioning of the pituitary, and 
its accompanying mental disorders were 
shortly thereafter systematically observed. 


1 This work was done under the auspices of the 
State of Ohio, Divisiop of Mental Hygiene, Low- 
ell O. Dillon, M. D., Commissioner. 


276 


This particular phase in the development 
of psychoendocrinology reached its culmina- 
tion in Bleuler’s description of the psychoses 
associated with hyperthyrodism and Hoskins’ 
review of psychoses and internal secretions, 
Nevertheless, the major contributions up to 
this point had been the result of endocrino- 
logical rather than psychiatric investigation. 
Psychoanalysis had much to establish and 
absorb within its own area before it could 
act on Freud’s suggestion that the findings 
in endocrinology would bring about a fruit- 
ful synthesis between the two fields. Sakel’s 
insulin coma treatment for schizophrenia de- 
veloped in the 1930's was a dramatic, if some- 
what unrelated, demonstration of the com- 
mon ground in endocrinology and psychiatry. 

The implications of psychoendocrinology, 
rather than the relatively meager evidence 
gathered to date, have inspired the wide- 
spread postulate that a casual relationship 
exists between endocrine dysfunction and 
mental aberrations. As yet definite proof of 
such ties between any psychiatric condition 
and any specific hormonal derangement 18 
lacking. It is, instead, known that different 
psychopathologic states develop under what 
seem to be identical endocrinological disturb- 
ances. While systematic clinical experimen- 
tation should eventually provide some patho- 
physiologic explanations for various menta 
diseases, it may be necessary to await even 
more exact and perhaps different methods 
of measuring adrenocortical functions. From 
a psychiatric viewpoint, it may be even more 
desirable to discard the nosologic neurotic 
and schizophrenic entities in order to estab- 
lish workable analytic categories in psycho 
endocrinology, In this respect, the contribu- 
tions of Hans Selye(8) on the physiological 
processes of adaptation have provided 4 
Promising framework to interpret some 0 
the previously recorded data as well as ? 
Pattern for future research. 

Certain basic findings are now accepted by 
most investigators of the problem of psycho- 
logical stress. Perhaps none is more complex 
in its implications than the theorem that 2? 
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organism’s response to a given stimulus is 
ona total basis. Not only are the observable 
physiological changes, for example, not nec- 
essarily cause or effect, but they represent 
only the physiological portion of total re- 
sponse. Adaptation by an organism to a 
stressful stimulus, which involves the main 
organs and pathways, can be accomplished 
by many possible mechanisms controlling the 
response (Fig. 1). The nature and degree of 
the response are further affected by the many 
variations in both quantitative and qualitative 
function of the organs and pathways in- 
volved. These changes may be due to an 
innate deficiency of the organ or pathways 
or to an altered function of either manifest- 
ing itself as hyperfunctioning, hypofunction- 
ing, or malfunctioning. 

The pathway of response begins with a 
stimulus perceived by the organ of the brain. 
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How it is perceived is unique to that organ- 
ism and involves the entire functioning of 
the brain in both its cognitive and noncogni- 
tive aspects. The nature of this perception 
determines which of the systems (Fig. 1) 
will be activated. An overwhelming stimulus 
may excite not only the pituitary system but 
also the hypothalamic autonomic system, 
which uses the chromaffin cells and the ad- 
renal medulla as its effector organs, The 
pituitary may liberate adrenocortico-tropic 
hormone as still another effector mechanism. 
Stimulation of the adrenal medulla or the 
chromaffin cells to release epinephrine or 
epinephrine-like compounds usually elicits a 
response from the adrenal cortex. Epineph- 
rine, careful studies have shown, is capable 
of activating the pituitary itself. The physi- 
ological response is now seen to be circular 
in character. Through the autonomic system 
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and its pathways, the pituitary liberates epi- 
nephrine which further energizes the pitui- 
tary. 

Adrenalin released by the adrenal medulla 
generally causes the adrenal cortex to pro- 
duce several classes of hormones. As a de- 
fense mechanism it usually releases what are 
classed as the gluco-corticoids of which Com- 
pound F (Hydrocortisone) is an example. 
In addition, it also produces the mineral cor- 
ticoids, such as desoxycorticosterone, so 
called because they influence primarily the 
sodium and potassium metabolism of the 
body. These adrenocortical hormones affect 
all the tissues of the body including the brain. 
Here again, the response is circuitous, The 
brain through the pituitary activates the ad- 
renal medulla, which, in its turn, activates 
the adrenal cortex, which then closes the 
circuit by producing a hormone bearing upon 
the glucose metabolism in the brain. 

This pattern of physiological response to 
stimuli is directly related to Selye’s General 
Adaptation Syndrome (Fig. 2), which is 
briefly defined as the sum of all nonspecific 
responses resulting from  long-continued 
stress to the organism. The syndrome con- 
sists of 3 phases. The first is the alarm 
action or the sum of all nonspecific phe- 
nomena elicted by a stimulus to which the 
organism is not quantitatively or qualitatively 
adapted. It is characterized by shock as the 
immediate effect of the stimulus upon the 
organism and is accompanied by such physio- 
logical phenomena as hypothermia, hypoten- 
sion, and loss of muscular tone. 
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The shock phase is followed by counter- 
shock. When prolonged, it leads into the 
phase of resistance, which encompasses the 
sum of all nonspecific systematic reactions 
elicited by prolonged exposure to which the 
organism has acquired adaptation. During 
this phase, a swelling of the adrenal cortex 
and a reversal of the physiological changes 
noted in the shock phase can be observed. 
The symptoms of the reaction are a mild 
fever, an increase in blood pressure, and an 
increase in muscular tone. In general, they 
distinguish the organism's increased resist- 
ance to the specific stimulus initiating the 
response but a decreased resistance to all 
other stimuli. 

The third phase of Selye's General Adap- 
tation Syndrome is the exhaustion phase. 
This is explained as the sum of all nonspe- 
cific reactions ultimately developing as а 
tesult of prolonged оуегехрозиге to stimuli 
to which adaptation was made but could no 
longer be maintained. Finally, it should be 
noted that stress has been defined by Benda 
(1) as a stimulus great enough to cause the 
organism to deviate from the normal equi- 
librium of rest. 

While most of Selye’s work has been done 
ring noxious physical stimuli on animals, 
his theories apply to any stress affecting the 
organism. His hypotheses are equally valid 
for dealing with psychological stress and the 
organism’s response thereto. By applying 
these 2 general frames of reference, physio- 
logical pathways and Selye’s syndrome, new 
insights can be gained into psychiatric prob- 
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lems. In fact, psychiatry today is hampered 
by Kraepelin's nineteenth-century classifica- 
tion of disease entities based on description 
rather than оп more fundamental data. It 
may prove more helpful to establish cate- 
gories of psychological responses of the 
organism in terms of patterns of adaptation 
or maladaptation to stress. 

The first step in the response to stress, 
indicated in Fig. 1, is the organism’s percep- 
tion of the stimulus as stressful. Omitting 
consideration of the sensory pathways in- 
volved, whether tactile, olfactory, auditory, 
or visual, the key tó perception of stress is 
the cerebral cortex. Here, in the province of 
psychology, the individual’ determines for 
himself the qualitative and quantitative na- 
ture of the stimulus. Both cognitive and 
emotional experience are integrated in the 
organism at this level. What an organism 
in each of the various psychiatric disease 
categories may think about the stimulus has 
been amply described in the psychological 
literature. How it reacts, the physiological 
counterpart of this cerebral adaptation, may 
be better understood from the following 
example: 

The stimulus of a radio, to select a com- 
mon object, can be perceived in each of 3 
different ways: (1) the radio playing dafice 
Music; (2) the radio announcing an immi- 
nent invasion from Mars; (3) the radio 
transmitting voices heard for the past 5 
Years. In the first instance an individual 
Tecognizes the radio as an instrument for 
Pleasurable activity. Beyond cortical percep- 
tion of the radio, no significant action in 
ferms of stress occurs in the individual. 

A second individual hears the radio broad- 
i news of an impending invasion from 
i ars. His initial perception of the danger 
ltiates a momentary shock phase, which 
е before it сап be noted. The resistance 
stage, the prolonged countershock stage of 
i ега Adaptation Syndrome, is at full 
Tn Де by the time the individual is observed. 
= Tesponse the cortex has activated the hy- 
ideas us and autonomic pathways. The 
oe € of epinephrine is followed by an in- 
No ein pulse rate, sweating, and peripheral 
ing “constriction of vessels. Adrenal swell- 

ED and ACTH may be liberated. 

© importantly, the individual manifests 
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anxiety by a strong desire to flee and a sense 
of approaching disaster; he has geared all 
his physiological mechanisms for escape. If 
this obvious adaptive response is thwarted, 
the individual remains in the acute state of 
resistance. Under this constant threat, which 
is reality for the individual, his resistance to 
stimuli other than the Martian danger is 
greatly lowered. The phenomena observed in 
such a situation are identical with those seen 
in so-called anxiety states. 

A third individual regards the radio as the 
transmitter of messages he has been per- 
sonally receiving for a prolonged period. He 
has been subjected to a continued, long-term, 
systematized, stressful stimulus. The cortex 
has activated the anterior pituitary, the hy- 
pothalamic and autonomic systems, the ad- 
renal cortex, and medulla, all of which have 
been operative in the cycles previously men- 
tioned as possible pathways. The individual 
has passed from the phase of resistance to 
the phase of exhaustion. From a physiologi- 
cal standpoint, the adrenal cortical mecha- 
nisms have been overused and are now ex- 
hausted. Aside from this, there is probably 
an additional qualitative change in the pro- 
duction of the adrenocortical hormones. The 
individual*can no longer respond by the late 
ontogenetically and phylogenetically deter- 
mined patterns of anxiety and is left with 
only the more primitive forms of response, 
such as those seen in the lower animals. Very 
much as the snail avoids noxious stimuli, the 
individual withdraws from reality into his 
shell, The stimulus of the radio transmitting 
“him” messages and all stimuli of the organ- 
ism are unnoticed at this stage. The entire 
pattern is one common to psychotic disorder, 
which many investigators interpret as a dis- 
turbance of reality associated with a de- 
creased reaction to reality stimuli. A resort 
to more primitive and archaic patterns which 
are considered nonadapfive to reality seems 
to be at the core of what are termed 
psychoses. : ; 

This threefold example, illustrates 2 im- 
portant hypotheses: The response of anxiety 
to stress is perceived as requiring flight and 
is not overwhelming in its demands on the 
organism. It is physiologically accompanied 
by the phenomena described in Selye’s resist- 
ance stage of adaptation. The second hypo- 
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thesis holds that the organism reacts to a 
prolonged or overwhelming stress by the ob- 
solete, primitive responses of withdrawal, 
which are physiologically paralleled by the 
phenomena observed in Selye’s stage of ex- 
haustion. The last stage, Selye adds, implies 
ап exhaustion and qualitative alteration of 
adrenocortical functions. 

Factual data to support these hypotheses 
in relation to human beings are increasing. 
Jurko(5) and his associates carefully em- 
ployed the Rosensweig frustration test as a 
psychological stimulus to test 3 groups of 
individuals rated as normals, neurotics, and 
schizophrenics. Among other things, they 
measured palmar sweating as manifested by 
changes in skin resistance, blood pressure, 
pulse, and respiration. Their conclusions 
Were: (1) neurotics mobilize energy in their 
response more slowly than normals ; (2) re- 
covery to the prestress level is delayed in 
neurotics; (3) neurotics utilize a quantita- 
tively greater response to a given stimulus 
than normals, 

These findings support the hypothesis that 
the neurotic individual in the grip of anxiety 
reacts to stress toa greater degree, but more 
slowly and in a more sustained manner than 
the normal individual. This is highly charac- 
teristic of thé resistance Stage of adaptation. 
The Galvanic skin test employed in the Jost 
study is an index which demonstrates this 
clearly. From an ontogenetic and phylo- 
genetic viewpoint as well, it should be noted 
that the neurotic Tesponse to stress is one at 
a very high level, 

The Jurko(5) investigation also reported 
that mobilization of energy in response to 
Stress was delayed in the Schizophrenic and 
that, like the neurotic, his recovery to the 
prestress level was retarded. Most signifi- 
cantly, the schizophrenic Tesponse was quali- 
tatively different from that of the neurotic. 
The former ‘reacted physiologically to psy- 
chological stress by an increase in blood pres- 
Sure, a greater internal Tesponse, rathér than 
by an iticrease in palmar Sweating as meas- 
ured in the latter. With this in mind, the 
investigators concluded that the response was 
more primitive and archaic. Obviously, this 
bears out the Presumption of withdrawal as 


the expected response in the phase of 
exhaustion, i 
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Two main theories have emerged from the 
endocrinological approach to the psychoses, 
Pincus and Hoagland(6), who have con- | 
tributed a great deal of the pertinent data, 
imply essentially that schizophrenic psychoses 
are characterized by an exhaustion of the 
adrenocortical functions. Their hypothesis 
is contradicted by the Sacklers’(7) conclu- 
sion that an overfunctioning of the adrenals 
causes most of the physiological and possibly 
some of the psychological phenomena ob- 
served in schizophrenia. Actually, the dif- 
ference may be more superficial than is im- 
mediately apparent. . У 

Overfunctioning of the adrenals тау quali- 
tatively alter cortical hormone production. 
Most investigators agree that one measure 
of improvement in schizophrenia is an in- 
crease in 17-ketosteroid excretion, whether 
it be spontaneous or due to any type of 
therapy. This would indicate that the ad- 
renals do not produce as much hormone while 
an individual's psychosis is in exacerbation 
as during the stage in which he has strength- 
ened his physical and psychological forces 
involved in adaptation. Accordingly, it seems 
necessary to analyze qualitative as well as 
purely quantitative changes in adrenocortical 
function in psychotic disorders characterized 
by "withdrawal, T 

The importance of adrenocortical function 
in psychotic disorders cannot be overempha- 
sized. Although the literature on this subject 
is voluminous and growing, the possibilities 
for research are many. An experimental 
approach to psychological stress within the 
organic and theoretical frames of reference 
discussed may yield important results. Ex- 
haustive inquiry into these phenomena 15 
almost certain to provide a great deal 0 
knowledge to apply in the treatment of the 
psychological diseases of maladaptation. Only 
а few of the many possible points of investi- 
gation can be mentioned here. 

The first variable in the pathways of Tus 
sponse (Fig. 1), is the organism's perception 
of the stressful stimulus. This involves the 
field of psychology. Both Freud and his ор" 
Ponents have documented the nature of non- 
Cognitive influences on the perception 
stimuli. The particular problem has probab 7 
received as much study аз any level of p5Y 
chological integration. In terms of stress 
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psychoanalytic therapy may be viewed as ап 
attempt to desensitize the organism to the 
specific stress. Freud in his earlier writings 
felt that psychoses could not be treated with 
analytical methods because the therapist and 
psychotic would not establish a workable re- 
lationship. His experience supports the hy- 
pothesis that the organism has withdrawn 
beyond the point where contact through 
verbal methods can be employed to deal with 
а stressful stimulus. 

After the cerebral cortex has perceived the 
stimulus, the next level at which variation 
and integration appear. to be involved is 
transmission to and activation of the pituitary 
gland. Both the pituitary ‘and the amount 
of adrenocorticotropic hormone it produces 
under a given stress have been objects of ex- 
tensive investigation. At this level one obsta- 
de yet to be overcome is to determine 
whether the ACTH produced by the pitui- 
fary is identical with the ACTH synthesized 
in the chemical laboratory. 

Neurophysiologists for many years have 
studied the exact pathways by which the 
pituitary system through the hypothalamus 
activates the autonomic and chromaffin sys- 
tems. Since the work of Cannon, autonomic 
unbalance in the psychiatric disorders has 
also been instensively investigated. However, 
these inquiries have not yielded as much in- 
formation, at least in terms of therapy, as 
Originally hoped. Structural and functional 
differences in the hypothalamic and the auto- 
nomic system of individuals are, so far, 
Virtually inaccessible variables in any attempt 
to examine the responses of these pathways 
to stressful stimuli. 

any researchers have endeavored to 
y the pituitary-adrenal relationships out- 
E. briefly in this paper. At best their suc- 
EC has been minimal because of a serious 
акар: too little is as yet known about 
16 qualitative and quantitative functions of 
от the pituitary or the adrenal gland. Аз 
ү Knowledge as possible of each of these 
Sin and its products must first be ob- 
5 ed. In the past, many indices of adrenal 

Tcal function have been utilized, including 
[осуге counts, eosinophil counts, 17- 
E Osteroid excretion in urine, potassium and 
ascona Metabolism, glucose metabolism, 

Orbic acid levels, and blood lipid levels. 
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None of these methods has been entirely 
satisfactory. The adrenal produces so many 
hormone fractions that measurement by any 
one method is only a rough index of the one 
fraction measured as in the instance of the 
mineral and gluco-corticoids. 

To some extent, however, physiological 
chemists have overcome the great difficulty 
in estimating adrenocortical functions. Say- 
ers and his co-workers have in recent years 
developed difficult but accurate measurements 
of the adrenocortical hormones in the blood 
as well as of the adrenocorticotropic hor- 
mones. Direct measurement of the adreno- 
cortical hormone production in the individual 
at any given time promises to reveal ex- 
tremely valuable information. When applied 
under various forms of psychological stress 
and psychiatric therapies, such techniques 
are almost certain to provide a deeper under- 
standing of psychoendocrinological problems. 
Current investigations are proceeding at this 
level and will probably continue to do so for 
several years. 

An untouched but nonetheless important 
area for experimentation and study is the 
brain as a target organ, Like all tissues of 
the body, the brain is affected by adrenocorti- 
cal hormohes. The gluco-corticoids produced 
by the adrenal have a profourfd bearing on 
glucose metabolism, and the brain, it is 
known, metabolizes glucose as one of its main 
nutriments. The adrenocortical hormones 
and ACTH, recent papers prove, have a 
physiological and structural effect on brain 
tissue and metabolism, At the University of 
Missouri, Castor and associates(2), have 
shown that ingestion of cortisone and ACTH 
by rats results in the destruction and altera- 
tions of paraventricular nuclei in the hypo- 
thalamus. Such evidence strongly suggests 
that a study of the functional alterations and 
metabolism in the brain, as an end organ 
affected by adrenocortical hormones, is highly 
desirable. 

This: conclusion is further supported by 
the changes in electroencephalogramis, due 
to fluctuations in*adrenocortical hormones, 
which were described many years ago. In 
fact, in the early days of treating Addison’s 
disease, Thorn and his associates used the 
EEG alterations in the frontal lobe as criteria 
for controlling the dosage of adrenocortical 
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hormones, At present, cerebral blood flow 
studies are being undertaken to determine 
whether any chemical alterations occur in 
individuals given prolonged high doses of 
cortisone and compound F. 

These are the levels of investigation to 
which the General Adaptation Syndrome 
should be applied as a general frame of 
reference. The writings of Selye(8), Cleg- 
horn(3), and Benda(1) prompt the view 
that some such new point of departure rather 
than the classical psychiatric entities would 
deepen and enrich future research. Again, a 
great deal has been done using physical rather 
than psychological stimuli as the factor of 
stress. The wider use of psychological stress 
and stimuli as in the Jurko experiments will 
undoubtedly yield better results, 

Future progress in the field requires the 
formulation of careful hypotheses based on 
the data already at hand. Much time and 
effort will be required to validate or disprove, 
step by step, each hypothesis and to establish 
new propositions for further investigation, 
On the other hand, there are no simple solu- 
tions to the great problems confronting psy- 
chiatry. It can only be hoped that the sug- 
gestions presented in this paper will lead at 
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least to a greater insight into these problems, 
The General Adaptation Syndrome, advanced 
techniques in measuring adrenocortical hor- 
mone production, and the application of psy- 
chological stress and stimuli in psychoen- 
docrinological studies form still another base 
from which to attack the diseases of psycho- 
logical maladaptation. 
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NARCOANALYSIS AND CRIMINAL LAW : 
JOHN M. MACDONALD, M.D.,? Denver, Coro. 


The use of drugs in the examination of 
suspected criminals has aroused considerable 
controversy not only in the United States 
but also in other countries. A barbiturate 
drug, such as sodium amytal, is injected in- 
travenously for the purpose of inducing a 
state of mind in which the suspected criminal 
becomes more communicative. The lawyer 
as well as the physician would object to the 
use of drugs without the subject’s consent. 
Despres(1) points out that ‘the compulsory 
use of drugs to obtain statements from sus- 
pected criminals would open tremendous pos- 
sibilities of oppression. 

On technically sufficient warrants, persons might 
be arrested and subjected to interrogation. Under 
the influence of drugs, their secrets, their wishes, 
| their subconscious hostilities, would soon become 

е property and many private details better left 

den, could be used to embarrass or destroy the 
pe The drugs could be used to explore the 

s з thoughts and wishes of anyone on whom 

uthorities choose to use them. Such a use 
PE threaten everyone without exception, save 
€ in ultimate control of political power. 


Fortunately, it is unlikely that the compul- 
Sory use of drugs will ever be legalized in 
this country, 

Many lawyers raise no objection on legal 
rounds to the use of drugs in criminal 
investigation providing the suspect, under 
ET safeguards, willingly gives his con- 
= for such an examination. A criminal 
is я made under the influence of drugs 
à admissable in evidence because of the 
E rs involuntary confessions. A con- 
in AE зо obtained may be of value in help- 
d the police to obtain further evidence 
| Which might lead to the criminal’s conviction. 
Be enforcement. agencies, no doubt at- 
mes by the misleading term, "truth 
б егы (misleading as the drug used is not 
Lum and does not invariably lead to the 


1 х 
Eu in the Section on Legal Aspects of Psy- 
Pics at the 110th annual meeting of the American 
1054, айс Association, St. Louis, Mo, May 4-7, 


2 а 
Assistant Professor of Psychiatry, University 
Djs тафо School of Medicine; Assistant Medical 
Ог, Colorado Psychopathic Hospital, Denver. 


truth), not infrequently request physicians 
to administer drugs to suspected criminals. 
There is the danger in such practice that 
narcoanalysis might be substituted for the 
painstaking, time-consuming inquiries which 
form the basis of competent police investiga- 
tion. As Sir James Stephen(2) stated in 
1883, referring to a practice of police officers 
in India, “It is far pleasanter to sit comfort- ' 
ably in the shade rubbing red pepper into a 
poor devil's eyes than to go about in the sun 
hunting up evidence." Although occasional 
spectacular results in criminal investigation 
have been credited to narcoanalysis, it is very 
doubtful whether the technic has been of 
value in more than a few isolated but highly 
publicized cases. 

Physicians who administer sodium amytal 
to suspected criminals usually take no part 
in the interrogation and make no reference 
to possible criminal activities. The physician 
intervenes only for the purpose of control- 
ling administration of the drug. The police 
officers may adopt an aggressive method of 
interrogation in which every effort is made 
to trap the suspect in some inaccuracy of 
statement, Trick questions may be fired at 
the suspect in rapid succession. While this 
may be useful in routine police work it is 
unrewarding and to be deplored in narco- 
analysis. The highly suggestible state of the 
drugged person may give rise to false or 
misleading answers especially when the ques- 
tions are improperly phrased. In 1928 a 
murder suspect under the influence of drugs 
confessed to writing a ransom note, but later 
the real murderer was discovered and it 
“thus became unnecessary to exhaust the 
resources of medicine in an attempt to ex- 
tract a confession” (3). 

Inbau(4), professor of law at North- 
western‘ University, who has had consider- 
able experience in gbserving or participating 
in “truth serum” tests, is of the opinion that 
such tests are occasionally effective on per- 
sons who, if they had been properly inter- 
rogated, would have: disclosed the truth any- 
way. The person who is determined to lie 
will usually be able to cohtinue the deception 
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even under the effects of the drug. On the 
other hand, the person who is likely to con- 
fess will probably do so as the result of skill- 
ful police interrogation and it will not be 
necessary to use drugs. 

Successful narcoanalysis is not dependent 
simply on injection of the correct amount of 
sodium amytal, It also requires skillful inter- 
viewing by a person trained in the technic. 
It is possible that a psychiatrist might be 
more successful than a police officer in ob- 
taining information from a suspected crimi- 
nal who is under the influence of drugs. 
There are serious objections on ethical 
grounds to such a practice. The diagnosis 
and treatment of mental disorder is properly 
the concern of the psychiatrist. He is not 
an amateur detective and should not partici- 
pate in purely criminal investigations, Great 
caution should be exercised even when the 
patient claims to suffer from a psychiatric 
symptom such as amnesia, 

The following is a case in point. 


A. B., a 29-year-old white man was arrested in 
Denver, while in possession of a stolen car. The 
trunk of the car was bloodstained and had an un- 
pleasant odor of decomposing flesh. "The owner of 
the car had been missing from his home in Cali- 
fornia for some weeks and it was suspected that 
he had been murdered, A.B. claimed amnesia from 
the time he escaped from a California mental hos- 
pital 2 months previously, until he found himself 
in a Denver hospital for 


wound, received while trying 
police. Prolonged qu poe Hom the 


examina. 
Psychopathic per- 
to the crime and 


§ he was a 
sonality. He later confessed 
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entered a plea of insanity, which was subseqy 
rejected by the jury. ј 

Narcoanalysis performed by а рус 
sometimes provides the malingering с 
with an apparently honorable oppo 
for divulging what he claims to hav 
gotten. Such a "restoration of mei 
under narcoanalysis may later form а 
however unjustified, for an insanity ] 
Thus the test may be used to circu 
justice. It is not the duty of a psyc 
to aid the criminal in escaping his 
responsibility for his criminal acts. 


NARCOANALYSIS AND THE INSANITY PLEÀ 


There would appear to be по ethi 
jection to a psychiatrist performing а 
analytic examination on a suspected cri 
who has entered a plea of not gui 
reason of insanity providing: (1) the nai 
analysis is an essential part of the psyd 
ric examination to determine the st 
sanity; (2) the consent of the susp 
obtained, preferably in writing; (3) th 
pect has an opportunity to consult 
torney prior to the examination; (4) 
formation so obtained is not used in evi 
at the trial to determine the suspect's 
or innocence of the alleged crime unl 
or his attorney specifically requests other 

The psychiatrist conducting such exami 
tion should endeavor to obtain the confi 
of the suspected criminal. He may d 
by adopting a friendly manner but he shol 
be careful not to offer false promises of i 


Court of Appeals(5) has rightly critid 


The psychiatrist calling himself the defend 

tor, playing upon the latter’s natural fears 
hopes, pressing his hands upon the defendant's Ё 
with accompanying commands and suggesting d 
to an unwilling mind by persistent and un 
questioning: informing the defendant that he 
nom morally responsible; making deceptive 0 
ОЁ friendship and numerous promises, exp 
and implied; giving assurances in a pseudo 
fidential atmosphere of physician and patient; # 

1 the attendant circumstances taken togetli 
"S interview was a subtle intrusion upon © 
tights of the defendant and was tantamount 
form of coercion, which despite the good fa 
the prosecutor, we may not countenance here 


JOHN М. MACDONALD 


285, 


i 3 DEG E as 


It is the writer’s practice to introduce 
himself to the suspect as a psychiatrist ap- 
pointed by the court to examine and report 
on the suspect’s state of mind. The suspect 
is informed at the outset that the examina- 
tion is not confidential and that anything he 
says may later be revealed to the court. 
Information obtained will not however be 
used in evidence as to his innocence or guilt 
except on his own request. He is further 
advised that he is free at any time to consult 
his attorney. Written consent has been ob- 
tained from every case with one exception, 
a stuporous patient who was unable to com- 
municate. He did not resist narcoanalysis. 


INDICATIONS FOR NARCOANALYSIS 


. There are 3 principal, but not absolute, 
indications for narcoanalysis which will re- 
quire further consideration: (1) to restore 
speech in mute patients; (2) to revive 
Memory in cases of amnesia; (3) to facili- 
tate the expression of suppressed or re- 
pressed thoughts. 
„Тһе Restoration of Speech in Mute Pa- 
tients—Not all mute patients are insane, 
Mutism may be the result of hysteria, psy- 
chosis, epilepsy, organic brain disease, or 
malingering. Sometimes it is possible to 
make the correct diagnosis without resórt 
to special technics. When this is not pos- 
sible, sodium amytal injections may tempo- 
rarily or permanently interrupt the mutism. 
he presence of delusional ideas may in this 
Way be revealed and the patient’s thought 
Content as revealed in his speech may lead 


E correct diagnosis, as in the following 
se. 


ux D,, a 29-year-old Mexican laborer was alleged 
mene shot and killed a man following an argu- 
m t in a dance hall. His attorney entered a plea 
t w guilty by reason of insanity. On admission 
ЕЩ е hospital he appeared to be in a state of 
SA He would stand in the corridor facing the 
dm a at other times would ‘sit slumped in a chair 
fee is head downcast, his eyes closed, and his 
Я S stretched out оп his knees. His facial expres- 
КЕМЕН vacant and he did not appear to take ап 
D est in what was going on around him. He did 
ORUM either spontaneously or in response to 
SH He dressed himself but only after con- 
n теш encouragement. He fed himself in 
GS anical fashion and would stop eating when- 
ives anyone came near him, All his movements 
© carried out very slowly. He walked in a stiff, 
inly fashion almost as if he were a robot. 


When approached he would bury his face in his 
shirt and half turn away from the examiner. At- 
tempts at physical examination were resisted. The 
sheriff who accompanied him from jail to hospital 
was of the opinion he was malingering as he had 
interrupted his silence on occasion to make various 
requests for articles such as shaving materials. 
Shortly after injection of sodium amytal he opened 
his eyes and became more alert in his general ap- 
pearance. For the first time he appeared interested 
in his surroundings. His eyes soon filled with tears 
as in response to questions he gave an account of his 
past life. He said that he had been drinking but 
he could recall everything that had happened on 
the day of the alleged crime. There was no evidence 
of any hallucinations or delusions. His thought 
content suggested that he was suffering from a 
depressive stupor. At no time did he make any 
attempt to evade questions except in regard to his 
marital situation which had caused him much un- 
happiness. He was correctly oriented and knew how 
long he had been in the hospital, He misidentified 
a female hospital orderly as the wife of his victim. 
Within a few hours of the narcoanalysis he’ lapsed 
into stupor again. The narcoanalytic examination 
suggested, but not conclusively, that he was legally 
sane at the time of the alleged crime, There was 
no doubt that he was legally insane at the time of 
the examination and this was the verdict at a sub- 
sequent jury trial. Narcoanalysis served to dispel 
any suggestion that this man might be malingering. 


Revival of Lost Memories in Cases of 
Amnesia.—Narcoanalysis is frequently suc- 
cessful in «ће treatment of amnesia, but it 
should not be employed in every instance 
in which loss of memory is claimed. It is 
not infrequent for suspects who plead not 
guilty by reason of insanity to assert that 
they cannot recall anything that happened at 
the time of the alleged crime. Malingering 
may be the basis for the apparent loss of 
memory. It is important to distinguish be- 
tween genuine amnesia and malingering, as 
narcoanalysis is not likely to be of value and 
should not be employed in cases of malinger- 
ing. Ап assumed amnesia is often exposed 
by some chance remark or written statement 
of the accused, as, for example, in the 


following case. { 


old white, married man pleaded 
by fs $i KENAR of murder. He claimed that 
he could not remember anything that happened after 
he arrived at the sçene of the crime. However, 
just prior to hospitalization he signed a police state- 
ment in which he gave a detailed description of 
everything that happened during the period covered 
by the “amnesia.” It was not considered that narco- 
analysis would be of any help in determining. his 
sanity. He subsequently withdrew his insanity plea 


and pleaded guilty to mansħughter. 
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A patchy amnesia, in which remembered 
and forgotten events follow each other in- 
discriminately, is likely to occur in malinger- 
ing. However, a genuine amnesia may be 
contaminated as the result of constant ques- 
tioning and suggestive statements made to 
the accused following his arrest. Further- 
more a clear-cut amnesia which does not 
expand or contract from day to day may also 
be seen in malingering. 

Hysterical amnesia usually follows a se- 
vere psychic trauma. Emotional trauma is 
more likely to cause amnesia in first of- 
fenders, who have committed a crime by 
accident, or in anger, without planning and 
not for the purpose of financial gain. The 
repeated offender and the offender who com- 
mits a crime for financial gain is less likely 
to haye a genuine amnesia. Whenever am- 
nesia is claimed by a suspect, very careful 
clinical examination is required to eliminate 
the possibility of malingering. 

Although a suspect may have a genuine 
amnesia for the alleged crime it does not fol- 
low that he was not aware of what he was 
doing during the period for which he later 
became amnesic, Narcoanalysis may here be 
of importance in determining whether or not 
he was legally sane at that time. Did he 
know what he was doing or did he know 
that he was doing wrong? These questions 
demand an answer which may be given by 
narcoanalysis, The case history below illus- 
trates this. 


charge of murder, Previously he had been dis- 
apartment 


with his wife. Psychiatric examinati. i 
à ie hee оп showed him 
ther dependent persori of normal intelligence, He 


his wife in which he 
to Ei her and obtain 
wi : 
them, His wife shouted that the oa eE 
but his brother’s child and the dispute became very 


wounded and that his wife would probably escape 
punishment for his death. He decided to cut his 
own throat as he was in severe pain and as he 
thought that he was dying anyway. The story was 
told with considerable release of emotion. Follow- 
ing the interview the amnesia returned. At the trial 
the psychiatric testimony, including the results of 
the narcoanalytic examination, was helpful in giving 
an account of the events on the night of the tragedy 
and reyealed the extreme provocation. In giving 
evidence the psychiatrist stated frankly the unreli- 
ability of narcoanalysis. His opinion that the man 
was telling the truth was based on observation of 
the patient’s behavior under narcosis and on the 
total psychiatric examination. 


The patient's behavior while under nar- 
cosis is important as the recollection of a 
traumatic event-is accompanied by consider- 
able emotional distress. The patient becomes 
anxious, restless, and may sweat profusely. 
С.Н. who had a genuine amnesia showed 
considerable abreaction, whereas A. B. who 
was malingering showed no distress, Adatto 
(6) states that patients with amnesias, which 
are not feigned, grope for an answer am 
are upset by not being able to recall. The 
suspect with amnesia, who fears narcoan- 
alytic examination, may really fear revealing 
the truth. Sometimes, however, the con- 
fident malingerer relishes the prospect of 
narcoanalysis. 

Lhe Facilitation of Expression of Sul- 
pressed or Repressed Thoughts.—Those pet 
sons who are reluctant or unable to discuss 
certain subjects with the psychiatrist may 
become more communicative following the 
intravenous injection of sodium amytal. The 
severely retarded depressive patient may 88) 
only a few words on direct questioning an 
may be unable to reveal the thoughts that 
occupy his mind; yet under the influence 0 
a hypnotic drug he may talk freely about 
suicidal and delusional ideas not previously 
disclosed. The sensitive, shy person who 
fears to reveal his innermost thoughts feels 
more relaxed and at ease while under the 
influence of the drug, and is thus helped 0 
talk more freely. The paranoid patient may 
volunteer his ideas of reference and com 
victions that he is being persecuted, as i 
the following case. 


I.T, a 19-year-old white male was arrested on 2 
charge of robbery. Against his wishes, and at the 
request of his mother, an insanity plea was enter 
by his attorney. He resented being brought to the 
hospital for examination, and claimed there 
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nothing wrong with his mind. He would give only 
the barest answers to questions, and it was clear 
that he was not cooperating fully. Shortly after his 
admission to the hospital he wrote a letter to the 
police confessing to several armed robberies. Ac- 
cording to his mother his character and behavior 
had changed in recent months. From a friendly, 
outgoing youth, he had changed to a morose, sullen, 
seclusive person. He had become less industrious 
in his work, and would spend hours at a time sitting 
alone in his room. Psychological tests were not 
helpful, as he made only a few responses on the 
Rorschach and Thematic Apperception Tests. 
Although the possibility of an early schizophrenic 
illness was suspected, it was not possible to obtain 
clear clinical evidence of psychosis. Under the in- 
fluence of the drug, paranoid ideas were expressed, 
and these delusions continued after the patient had 
recovered from the effects of narcoanalysis, and 
established the presence of a schizophrenic process. 
He also revealed that the letter to the police con- 
fessing to various crimes was a complete fabrica- 
tion, and was written in the hope that he would be 
transferred from the hospital to jail for further 
criminal investigation. He felt very ashamed of 
being in a psychopathic hospital, and his one wish 
was to be discharged back to jail to face trial. He 
had no realization that he was suffering from a 
mental disorder. Although schizophrenia was pre- 
viously suspected, it would have been impossible to 
convince a jury as to his insanity without the evi- 
dence obtained following the use of drugs. 
Persons under a criminal charge may re- 
Sent psychiatric examination and maintain a 
Teticent uncooperative attitude. Although 
the psychiatrist is an independent expert 
appointed by the court, the suspected crimi- 
nal often regards him as a state employee 
in the services of the district attorney. This 
misconception is not easily dispelled and may 
make it more difficult to establish rapport. 
Narcoanalysis is useful in breaking this bar- 
Пег between the physician and the criminal 
Suspect, Although narcoanalysis is helpful 
їп establishing rapport, the technic has been 
triticized as being nothing more than a time- 
Saving device. Similar results, it is claimed, 
can be obtained over a longer period by 
ordinary psychiatric methods. This is a valid 
criticism; however, the time available for 
Psychiatric examination is often limited by 
the Court to a short period, and the use of 
Tugs in selected cases to help the patient 
Participate in the psychiatrie evaluation 
Would therefore appear to have some justi- 
Cation. Sodium amytal alone will not 
аце the resentful patient’s attitude, and 
ос Physician should be friendly, yet scrupu- 
sly fair, if he is to achieve cooperation. 
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Mepico-LecaL PROBLEMS 


On those rare occasions when courts per- 
mit the results of narcoanalysis to be ad- 
mitted in evidence, the question arises as to 
the reliability of this technic. False informa- 
tion is frequently given by persons while 
under the influence of drugs. Gerson and 
Victoroff(7), examined, under sodium amy- 
tal narcosis, 17 soldiers proved guilty of 
antisocial behavior, who refused to acknowl- 
edge their misconduct. All 17 confessed but 
4 made false statements. One of the 4 con- 
fessed to a robbery in which he had not 
participated. Adatto(6) reported on the nar- 
coanalysis of 5o male criminal patients, all 
of whom had been determined legally insane. 
Three patients fabricated new stories while 
under narcosis. All 3 had been fabricating 
stories prior to narcoanalysis and merely con- 
tinued the same trend while under deep 
narcosis, Redlich and others(8), in an ex- 
perimental approach to the problem, set out 
to determine whether individuals could main- 
tain artificial lies in a sodium amytal inter- 
view. It was found that 3 of the 9 examined 
were able to continue the deception under 
sodium amytal. 

It is clear from these reports that narco- 
analysis is'often unsuccessful in eliciting the 
truth, It should not therefore be used as a 
test for determining the truthfulness of a 
statement previously made to the police, 
When the legal problem is one of innocence 
or guilt, the psychiatrist, on ethical grounds 
should refuse to perform narcoanalysis. 
Narcoanalysis should not be used to obtain 
confessions from suspects. If it has been 
employed the defense or prosecuting attorney 
may attempt to introduce the results in 
evidence. 3 

How is the court to assess the reliability 
of such evidence? It is not easy to formulate 
criteria for assessing the reliability of the 
narcoanalytic examination and each case 
will have to be considered individually. 
Nevertheless some general conclusions may 
be drawn. In general the person wko gives 
false information ‘prior to the test is likely 
to give false information while under nar- / 
cosis. His deceptions may or may not by | 
revealed by the use of drugs. The test woy’ 
therefore be of very doubtful value 7 
malingerers, untruthful, and evasive po’ 
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particularly psychopaths who аге so often 
involved in criminal proceedings. 

Thg test is more likely to be of value in 
releasing repressed material than in eliciting 
that which is consciously suppressed. The 
technic therefore is more likely to be reliable 
in genuine amnesia than in malingered 
amnesia. 

When the medico-legal problem is one of 
determining the suspect’s sanity narcoanaly- 
sis should be employed only when indicated, 
Again the technic is unlikely to be of value 
with the malingerer and the untruthful psy- 
chopathic offender. As narcoanalysis is fre- 
quently unreliable in poorly selected cases, 
and as the courts are reluctant to accept the 
results in evidence, a conservative attitude 
is recommended. The writer has performed 
narcoanalysis in less than 4% of suspects ex- 
amined for the District Courts of Colorado. 

Even after careful psychiatric examina- 
tion and observation of the patient's behavior 
under narcosis, it may not be possible to give 
а confident opinion of the truth or otherwise, 
of his disclosures under the influence of 
drugs. The courts would be wise therefore 
to continue their present critical attitude 
toward narcoanalysis, 


» SUMMARY 


Criminal suspects, while under the influ- 
ence of barbiturate drugs, шау deliberately 
withhold information, persist in giving un- 
truthful answers, or falsely confess to crimes 
they have not committed. Narcoanalysis is 
of doubtful value when used for the purpose 
of obtaining confessions to crimes, For ethi- 
cal reasons the psychiatrist is advised against 


NARCOANALYSIS AND CRIMINAL LAW 


в 
performing narcoanalysis when the exami. 
nation is requested as an aid to criminal 
investigation. 

Narcoanalysis is sometimes of value in the 
psychiatric examination of criminal suspects 
who have entered a plea of insanity. Informa. 
tion so obtained should not be used as evi- 
dence in determining the innocence or guilt 
of the accused person, unless it is with his 
consent and his attorney's approval. Indica- 
tions and contraindications for narcoanalysis 
are described, as well as some criteria for 
evaluating the reliability of the individual 
examination, . 


BIBLIOGRAPHY | 


т. Despres, L. Legal aspects of drug inducel 
statements. U. of Chicago Law Rev., 14: 601, June 
1047. C 

2. Stephen, Sir James. History of Criminal Law 
442:1883. Cited by: Guttmacher and Weihofen, | 
Psychiatry and the Law, New York: W. W. NE 
ton, I052. 

3. Editorial: Medicine and the Law, Lancet, | 
215: 990, Nov. 1928. E 

4. Inbau, F. С. Self Incrimination, p. 69. Spring- 
field: C. C. Thomas, 1950. 

5. People vs. Leyra, 302 New York, 353, 96 NE, | 
2d 553, 1951, cited by Guttmacher and Weihofen 
ор cit. mec 

6. Adatto, C. P. Observations on criminal pa- 
tients during narcoanalysis. Arch. Neurol. 
Ps¥chiat., 62:82, July тодо. 


7. Gerson, M. J., and Victoroff, V. M. Experi- 
mental investigation into validity of conie 
obtained under sodium amytal narcosis. J. Cli 
Psychopath., 9: 350, uly 1948. Р 

8. Redlich, PE us L. J., and ре 
G. H. Narcoanalysis and truth; Am. J. Psychiat | 
107: 586, Feb. 1951. : dri 

9. Muehlberger, C. W. Interrogation under ‹ И 
influence; J. Crim. Law and Criminol, 42:19 
1951. 


TECHNIQUES IN THE VOCATIONAL REHABILITATION ОЕ 
CHRONICALLY UNEMPLOYED PSYCHIATRIC PATIENTS + 


IAN STEVENSON, M.D.,? лмо THAIS MORRIS FISHER, М. 5. 5,3 
New OnrzaNs, La. 


INTRODUCTION 


Recent advances in psychiatric therapy 
have made increasing numbers of patients 
potentially employable. Many recovering pa- 
tients need vocational rehabilitation to com- 
plete and fortify their recoveries. A recent 
survey showed that “approximately 80% of 
a group of psychiatric clinic patients [pre- 
sented] vocational rehabilitation problems 
which were either coincident with or a result 
of their emotional problems"(r). Other 
studies have also demonstrated the need for 
services to aid vocational rehabilitation in 
Psychiatric patients(2, 3). Yet this service 
has not been advanced as much as in other 
types of patients. Although outnumbering 
all other types, psychiatric patients constitute 
fewer than 10% of the clients of State Voca- 
tional Rehabilitation Departments(2, 4). 

Continued idleness and unemployment fre- 
quently delay final recovery. These circum- 
stances bring an inevitable loss of self-esteem 
in our society which values economic imle- 
Pendence highly. Such a loss of self-esteem 
Increases the tendency to cling to residual 
Symptoms ; continuing symptoms block em- 
Ployment and so prolong the lowered self- 
esteem in a vicious circle. In such an impasse 
the answer might seem to be further psycho- 
therapy along traditionallines. However, the 
authors decided instead to break into the 
circle by a direct approach to the problem of 
unemployment, 

"This report describes such a direct ap- 
Proach used in the vocational rehabilitation 
25 chronically unemployed psychiatric pa- 
ae These patients were seen separately 
ase by a psychiatrist and a 
perunt social worker. Since 20 of them 
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returned to work and have remained at work, 
it is hoped that the study will help to dispel 
some of the frequently expressed pessimism 
concerning the feasibility of rehabilitation of 
chronic psychiatric patients, 

The phrase “chronically unemployed” sig- 
nifies not so much duration or frequency of 
unemployment as an attitude of unemploya- 
bility which the patients had adopted, Actu- 
ally, all but one were unemployed when first 
seen and the majority had been unemployed 
for several years. Several were included who 
had had little unemployment, but had had 
either frequent changes of jobs or а focus- 
sing of psychological difficulties around prob- 
lems of work so that they could be called 
“chronically unemployed." 


SUBJECTS 


' 


The subjects were all patients of the wards 
and clinies of the Psychiatric Service at 
Charity Hospital, New Orleans, conducted 
by the Louisiana State University School of 
Medicine. Medical care in this institution is 
free and available only to those of the lower 
income brackets. Most of the patients were 
psychoneurotic ; two were psychotic. There 
were 13 males and 12 females. Nine were 
white and 16 Negro. Their ages ranged from 
26 to 53 with a median of 41 years. The du- 
ration of well-defined psychiatric illness 
ranged from less than one yeat to 15 years 
with a median of 2 years. In addition to the 
psychiatric disability, 6 patients had moderate 
or severe physical disorders. All were unem- 
ployed at the time they were first inter- 
viewed. The duration of unemployment 
ranged» from 6 months to 15 years with a 
median duration of 3 years. Twenty were 
receiving assistance from the Department of 
Public Welfare. In almost all cases Search 
for employment hat¥ceased and the patients 
considered themselves permanently and to- 
tally disabled. (A summary of the chief data 
of the patients is given ih Tables 1 and 2.) 

: x 
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FACTORS LEADING TO CHRONIC UNEMPLOY- 
MENT 


The social and economic backgrounds and 
the personal histories of these patients con- 
tained the usual stresses found in other com- 
parable groups. Nothing in their histories 
seemed specifically related to the chronic un- 
employment. Excessive dependency was a 
prominent feature in all, but not necessarily 
more so than in other psychiatric patients. 
However, excessive dependency was clearly 
a major obstacle blocking return to employ- 
ment. 

A large number were handicapped by a 
lack of skilled training and education (see 
Table 1). Most of the patients had not com- 
pleted grade school and almost none had spe- 
cial skills. It cannot be stated that they were 
any more handicapped than other persons in 
whom the problem of unemployment does 
not arise. However, they almost invariably 
used their deficiencies of education and 
training to rationalize the hopelessness of 
their outlook. Such deficiencies did pose a 
real problem in addition to the psychological 
issues arising therefrom. It is natural that 
the uneducated and unskilled should be 
among the last to be employed from the pool 
of labor. Nevertheless, since most of these 
patients returned to work, such handicaps are 
evidently not insuperable. 

The circumstances of leaving employment 
deserve brief mention. In 7 cases employ- 
ment was terminated because of physical ac- 
cidents or injuries at work. In 4 others psy- 
chologically traumatic experiences at work 
(e.g, demotions) precipitated unemploy- 
ment. In 5 cases unemployment started in 
relation to personal problems not connected 
with employment. In 9 cases the beginning 
of unemployment was directly related to the 
onset of physical or emotional illness of dis- 
abling severity, T 

One other noteworthy feature of this 
group was their social isolation. For the 
most part they were remarkably lacking in 
desirable family support er outside friend- 
ships. Five had no immediate relatives in 
the city. Eleven were widowed, separated, 
or divorced. Five were involved in important 
marital conflicts. The families of 7 patients 
adopted negative or pvertly hostile attitudes 
which reduced the patients’ self-esteem and 


delayed recovery. All these circumstances 
decreased the motivation for employment, 
The significance of the attitudes of members 
of a patient’s family toward his rehabilitation 
has been recently stressed by Stringham(s), 


METHOD 


АП patients were given thorough physical 
examinations, supplemented by any further 
examinations or tests necessary. 

Many initially had misapprehensions con- 
cerning real or phantasied physical ailments. 
Sometimes these anxieties were warranted 
because no one had previously explained the 
nature of their physical symptoms to them. 
This neglect contributed to the continued un- 
employment in several cases. One thought 
his anxiety attacks implied disabling heart 
disease ; another thought the severity of her 
diabetes precluded work ; another thought she 
had a brain tumor ; another did have flat feet 
and needed arch supports. All these com- 
plaints were thoroughly exposed and dealt 
with either by careful explanation and reas- 
surance or by indicated physical treatment. | 

The patients all received psychotherapy m 
the outpatient department of the hospital. 
number of them had been inpatients during 
periods of more severe disturbance and а 
few had received electroshock therapy. E 
psychotherapy was largely supportive an 
encouraged the patient to ventilate, and of- 
fered explanations and reassurance. Intet- 
pretation and uncovering techniques were ^ 
minor part of therapy. faf 

The procedure for attempting vocation? 
rehabilitation varied at first from case 0 
case. In the end the following method was 
found to be the most satisfactory and 18 the 
one recommended for future use. t 

The subject of a return to work was fn 
broached by the psychiatrist whenever is 
judged the patierit sufficiently improved. P 
opinion on this matter rarely coincided wil i 
that of the patient who almost invariably E 
that the doctor was pushing him too ie 
The psychiatrist pointed out how much * 
patient had improved, spoke of his skills E 1 
intelligence, and hence his potential employ 
bility, and held up to him his past work an 
ord as proof of his capacity. As the 
views proceeded the discussion was 12 


deliberately, but not too obtrusively, jo: 
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cussed on the remaining obstacles to a return 
to work, although this topic was not allowed 
to supersede the other psychotherapeutic is- 
sues. When the discussion of work evoked 
anxiety, hostility, or an exacerbation of 
symptoms, these reactions were discussed in 
the therapy. 

After several interviews in which the topic 
of employment had been discussed, the psy- 
chiatrist suggested to the patient a referral 
to the social worker for help with the prob- 
lem of employment. Most of the patients ac- 
cepted this opportunity rather greedily. It is 
unlikely that any felt he could not refuse. 
More probably the patients welcomed the 
chance to discuss their problems with another 
person who, as they hoped, would be more 
understanding than the therapist who pro- 
posed returning to work. . 

The psychiatric social worker almost im- 
mediately took up the problem of job place- 
ment as the natural purpose of her discus- 
sions with the patient. At the same time, 
however, she also provided adequate oppor- 
tunity for the full ventilation of all griev- 
ances including any against the first therapist. 
She thus became a second therapist. She 
adopted an entirely supportive role through- 
out and sided with the patient on all issues 
except the necessity for a return to work. 
Towards this matter she adopted a firm, al- 
though still sympathetic attitude. 

_ Efforts at job placement occupied a rela- 
tively small amount of the social worker's 
time, Although she'looked for opportunities 
and often made preliminary enquiries about 
Jobs, she seemed to be most helpful in offer- 
ing support, advice, and the opportunity of 
discussing the suitability of different jobs 
which the patient was considering. She made, 
When indicated, referrals to other agencies 
Such as the Vocational Rehabilitation Divi- 
Sion of the Department of Education (in 5 
cases) or the State Employment Service (in 
7 cases). These agencies were sometimes ma- 
terially helpful in the patients’ rehabilitation 

The therapists (especially the  sócial 
Worker) spent some of their time interview- 
28 Patients’ families and attempting to mod- 
Чу obstructive attitudes or to enlist the help 
9f the families, 

-ccasionally money was advanced to the 

Patients for ‘various needs, usually small 


items such as carfare to permit keeping of 
appointments. However, money was ad- 
vanced for larger necessities also such as a 
telephone in order that a small carpentry 
business could be opened. Although this 
money symbolized the therapists’ interest in 
the patients, it was also of immediate and 
sometimes essential practical importance in 
rehabilitation. 

In the next phase the psychiatrist adopted 
a somewhat firmer attitude with regard to a 
return to work. In 14 cases in which welfare 
assistance seemed to be promoting excessive 
dependency and delaying employment and 
recovery, the therapist announced gently but 
firmly that he would not be able to recom- 
mend continuing welfare assistance after a 
certain period. A date 2 or 3 months ahead 
was usually mentioned. Arrangements were 
then made with the Department of Public 
Welfare to terminate the patient’s grant at 
this time. 

With this development the patient con- 
tinued with the psychiatric social worker in 
a somewhat more intensive relationship. The 
social worker became more “motherly” and 
supportive. She made herself useful in va- 
rious ways, often surveying possible oppor- 
tunities for employment, or arranging for a 
patient to obtain necessary arficles of cloth- 
ing or equipment, lack of which had osten- 
sibly delayed employment. This combination 
of authoritative firmness and maternal sup- 
port (from 2 different therapists) usually re- 
sulted in the patient's turning to serious ef- 
forts to find employment. He often took the 
initiative himself and found a job or ac- 
cepted one which was found for him. Dur- 
ing this final phase the social worker in- 
creased the frequency of her interviews with 
the patient and made herself readily available 
for telephone calls. In fact, she had gradu- 
ally become the principal therapist because 
the psychiatrist had already indicated that 
the patient was well enough to return to 
work &nd hence frequent clinic visits were 
no longer necessary. e 

The patients often regressed somewhat be- 
fore they made the decisive move to return 
to work. They frequently showed a height- 
ened dependency during the weeks immedi- 
ately preceding the decision and the actual 
start of work. This was reflected in requests 
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for more frequent interviews, more frequent 

telephone calls or various demands for fa- 
vors and symbolic gifts from the social 
worker. In this respect they resembled chil- 
dren who show a need for increased support 
at moments of challenge and growth. The 
social worker, without otherwise encourag- 
ing these demands, endeavored to meet them 
whenever possible. 

Once the patient had reached a decision to 
return to work he usually had the desire and 
initiative to find his own job. Thirteen of 
the 20 patients who returned to work did so. 
Of these, 2 quit jobs which were found for 
them and obtained better ones, 

When a patient returned to work, both 
psychiatrist and social worker saw him when 
possible and praised him for his accomplish- 
ment. Further support was then arranged as 
indicated by the patient’s condition and was 
usually given by the social worker with the 
psychiatrist available for occasional inter- 
views or consultations, 

The patients were usually seen once a 
week at first. Later, as the climax of re- 
employment became imminent, many were 
seen twice a week, once each by the psychi- 
atrist and the social worker. The total num- 
ber of interviews (of both therapists) be- 
tween а decision to focus on the problem o£ 
employment and a return to work varied 
from 4 to 30 with a median of то, 


RESULTS 


Of the 25 cases in which rehabilitation was 
attempted, 20 may be considered successes 
(see Table 2). Nineteen of these had been 
unemployed at the time of the study and 
have since been steadily at work for periods 
ranging from 6 months to 3 years. The other 
patient is now in a job that is more satisfy- 
ing to him and has remained with it for a 
longer time than any previous period of 
steady employment, 

Of the 20 rehabilitated patients, 13 are 
continuing employment without help from 
the clinic, while 7 still. receive some assist- 
ance, usually in the form of occasional inter- 
views or telephone calls, 

Sixteen of these patients were receiving 
assistance from the Department of Public 
Welfare during their illness. They received 
an average monthly grant of $54.00, Follow- 


ing rehabilitation they made 
monthly wage of $132.00. These ў 
together cost the state $10,920 
Now they earn $22,076 annually. 
this income returns to the state in 
that the over-all gain to the state і 
ably more than its outlay. Apart 
the rehabilitated patients have al 
their own standards of living and о 
ties for the enjoyment of life, 
The advantages of rehabilitati 
patients were shared by those ec 
dependent upon them. Counting th 
sons (spouses, children, and other d 
relatives), 75 were benefitted ecoi 
Although the économie advanta 
habilitation are obvious, there are 0 
calculable but even more significant i 
ments in the patients’ mental states folle 
their return to work. Clinic intervi 
follow-up letters show almost withou 
tion a greatly heightened morale. 
often some improvement in mental s 
fore a return to work apparently du 
contagious confidence of the thera 
patients’ abilities and employability. 
the patients continue to have sympto 5 


many patients are unable to recové 
pletely because their self-esteem is con 
depressed by the realization of 
nomic dependency on others. The i 
standard of living from higher incom 
contributed to the better morale 

patients, ў 
Discussion 


Analysis of Failures and’ Obstacles 
cess—The most serious obstacle to а 
to employment was, as mentioned prev! 
the attitude of total disability which t 
tients had themselves adopted. Perha 
is another way of saying that the psyc! 
illness itself blocked employment and 
Patient could be rehabilitated until 
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had improved sufficiently. However, this 
does not mean that a patient must be com- 
pletely well before returning to work. Indeed 
a number of our patients were rather de- 
liberately pressed into work when they still 
had flourishing symptoms and insisted that 
they were not ready to work. Nevertheless 
some improvement must occur in the funda- 
mental disturbance before employment can 
be considered or obtained. 

Two of our failures resulted from conspic- 
uous neglect of this rule by the psychiatrist. 
In these cases his enthusiasm led him to make 
an issue of employment {оо early in therapy 
and before adequately dealing with the pa- 
tient's primary problems. Bóth patients broke 
off therapy and neither of them returned to 
work on his own. The other 3 failures seemed 
to arise not so much from strategic errors 
by the therapists as from а continuance or 
Tecurrence of disabling illness. The previ- 
ously mentioned lack of supportive family 
relationships also proved a major obstacle. 

Factors not Related to Success.—In agree- 
ment with the experience of other workers 
in this field(3, 6) the authors found that 
Such factors as age, diagnostic category, du- 
Tation of unemployment, and duration of ill- 
Ness were not significant or consistent ob- 
Stacles to employment. For example, one of 
our rehabilitated patients had been unem- 
Ployed for 15 years and 2 for 9 years. Even 
considerable physical illness did not seem to 
be so great an obstacle as the concomitant 
Psychiatric disturbance: among the group 
Who returned to work are one person with 
Severe diabetes, 2 with moderate to severe 
hypertension, one with arrested tuberculosis, 
and one with mild Parkinsonism. The fear 
of physical illness and misinformation about 
existing disabilities were more handicapping 
than physical illness itself. 

Factors Important or Essential for Suc- 
cess —Certain factors were significantly im- 
Portant or essential. Not all were essential 
în every case, but each was often decisive in 
216 outcome of individual cases. Considerable 
portance was attached to the need for 
thorough physical examinations and under- 
Standing of the physical symptoms before 

© subject of employment was broached. 

Part from the intrinsic wisdom of such 
Procedures, careful attention to these matters 
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heightened the patients’ confidence in the 
therapists and made the later work easier, 

Adequate working through of the primary 
psychological problems and deliberate focus- 
sing of discussion on the topic of employment 
were important factors. The latter emphasis 
involved no unnaturalness in therapy because, 
as already mentioned, the problems of eco- 
nomic dependency and feelings of inferiority 
lie close together. 

Possibly some previous psychotherapeutic 
endeavors with these patients had not suc- 
ceeded because insufficient emphasis had been 
placed on the problem of becoming self- 
supporting. The isolation of this major prob- 
lem from therapy may delay or prevent the 
only step that will restore self-esteem ade- 
quately to permit full recovery. 

Generous support and reassurance during 
the period of return to work must be given. 
The passage from the initially resistant and 
hostile attitude to the more accepting one was 
largely the result of the generous support 
offered by the social worker. Reassuring 
physical examinations and explanations and 
psychotherapeutic interviews are insufficient 
to prepare the patient for employment. These 
measures must be supplemented by much 
support. ‘It seems that the patients can go 
through the stress and make # new adapta- 
tion if they have someone in whom they can 
confide, upon whom they can rely, and from 
whom they can derive encouragement. In 
offering support and in trying to increase a 
patient's self-esteem, the social worker often 
became the surrogate of the patient's absent 
or unhelpful family. 

Deliberate increase of economic pressure 
is often conducive to success. In 14 cases 
arrangements were made for termination of 
the welfare grants before employment. When 
the livelihood of a whole family is at stake, 
the termination of economic assistance may 
seem to be a rather drastic step. Done hap- 
hazardly, it is indeed not only drastic, but 
heartless. On the other hand this method is 
one reliable way of increasing motivation. 
Sometimes the welfare grant (because of a 
large family) approaches or even exceeds the 
earning power of an unskilled person. In 
these circumstances it is not surprising if 
motivation to return to work is low. In such 
cases.and in some others in which this 
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seemed to offer a chance to increase motiva- 
tion, termination of the welfare grant was ar- 
ranged. This was never done, however, with- 
out making available to the patient the other 
means of help mentioned above. The date of 
termination was usually set several months 
ahead. This definite step, unaccompanied by 
measures of explanation and support, would 
have merely resulted in an exacerbation of 
‘symptoms. However, applied in the context 
described, the measure was apparently deci- 
sive in promoting a return to work by certain 
patients in whom the other methods alone 
had not succeeded, 


An outstanding example, by no means isolated, 
was that of a woman who had been offered sup- 
portive psychotherapy with orientation towards a 
return to work for 18 months without success. 
Finally, with full explanations, termination of her 
welfare grant was arranged. Almost immediately 
she returned to work and has continued working 
since. 

With a man who had been unemployed for 5 
years, little progress was made until termination 
of his welfare grant was arranged. As the deadline 
of termination approached, psychotherapeutic dis- 
cussion continued while the patient protested that 
he was unable to work because of his symptoms— 
psychoneurosis with neurasthenic features. Finally 
within a few weeks of termination of his grant he 
returned to work, 
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Since plarfhed termination of public assist- 
ance was decisive in motivating a return to 
work by some of the patients, the authors re- 
vised their criteria for recommending public 
assistance. In the cases of 2 patients with 
markedly excessive dependency, public as- 
sistance was not recommended, even on a 
temporary basis, in the belief that this would 
delay rehabilitation. Both of these patients 
were later rehabilitated. 

Despite the favorable influence of termi- 
nating public assistance in some cases, it is 
noteworthy that, in othérs, patients had not 
returned to work even though they had been 
removed from public assistance prior to their. 
contact with the authors. This again shows 
that in order to be effective, such withdrawal 
of public assistance must be part of a whole 
program of rehabilitatioti and not an iso- 
lated measure. 

Selection of jobs appropriate to the patient 
is important. The therapists considered care- 
fully the suitability of every available job for 
each patient. While în general these patients’ 
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employment problems transcended the speci- 1 
fications of particular jobs, often tension was 
reduced and employment became feasible | 
when a job fitting the psychological needs of 
the patient was found. Such selection oí | 
work was sometimes made unconsciously by | 
the patient himself ; at other times the thera- | 
pists guided the patient towards the selection 
of a job suitable for him. In a number of | 
instances rehabilitation seemed to depend on 
the discovery of such a job. 


An elderly diabetic lady entered a period of 
several years of depression, unemployment, and 
dependency on welfare aid'when her job as house- 
keeper and companion to a family was terminated i 
Aíter a long period of preparation she was appar- 
ently psychologically ready for employment. She 
then turned down a number of opportunities which 
arose. Finally a job was found for her as a linen- 
keeper in a large store. In this position she һай | 
considerable contact with other employees Who 
brought their troubles to her. This job, to some 
extent, reduplicated her other one and was corre- 
spondingly satisfying. 


A patient with hysteria and a markedly immature, 
dependent personality was placed in a job where the 
employer was exceedingly supportive and praiseftl. 
The patient accepted this work but some months | 
later left to take another job with higher pay an 
an employer with an almost identical personality, 
who was equally generous in his praise of her. Br 
work record at both companies has been excellent 


Another patient who had marked tension whet 
working under the scrutiny of his employers 1 
offices did much better when he found a job 254 
wholesale agent which required his being W 
many different people during the day. 

An anxious tense Negro woman was made EU 
tense as a night maid in a funeral home, but d 
remained happy for 2 years working as a domes 
servant for a very permissive, kindly employer. 

A 56-year-old male mulatto, who was unemployed 
for 13 years, could not accept work as a comm 


laborer with other Negroes. He has made ae 
cellent work record for himself, however, 


pea Nabe i n 
janitor in a church where the congregation of wel 


to-do white people praised his efforts and bos 
his salary from $100 to $150 within 3 months. 


Since all of the foregoing measures T 
been frequently applied by other workers 
these problems, there remains the possibi n 
that some other factor has contributed to t ie 
success of this study. This success may 
chiefly in the continuous personal relatio 
ships which the therapists maintained y dn 
these patients. Most of the patients had ES 
previously treated by many different the! 


| 
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pists in the clinics of the hospital. In this 
study they were often provided with the first 
opportunity ever afforded them of talking in 
an extended series of interviews with the 
same persons. And this talking was not fo- 
cussed only on early life stresses, maladap- 
tive interpersonal behavior, and the other 
usual topics of psychotherapeutic interviews. 
The therapists were eager to listen to details 
of current life situations and to help with the 
many practical details of job placement. The 
therapists belief in the patients’ basic healthi- 
ness, their confidence in the patients’ abilities 
to succeed, and their enthusiasm and opti- 
mism about rehabilitation were conveyed to 
the patients and increased self-confidence. It 
was frequently possible to see a gradual 
modification in a patient’s attitude towards 
himself. He abandoned thinking of himself 
as a sick, helpless, and unemployable patient 
and came to consider himself as a responsible 
citizen who had come for specialized help 
with a particular problem. 

As part of their personal and continuing 
relationships with the patients, the therapists 
tried to coordinate the activities of all per- 
sons concerned, sometimes working with the 
Patients’ families to overcome pessimistic at- 
titudes. Occasionally individual members of 
other agencies (e.g., the Department of Pitb- 
lic Welfare or the Division of Vocational 
Rehabilitation of the Department of Educa- 
tion), were sceptical of a patient’s ability to 
work, The therapists endeavored to achieve 
full understanding with these agencies so 
that a consistent policy could be adopted by 
all persons helping the patient. 

In contrast to the usual procedure of dis- 
charging clinic patients as soon as they are 
Well, the therapists continued to be available 
and interested in hearing from the patients 
after they had returned to work and were 
Well. Many terminated therapy themselves 
after. returning to work, others apparently 
remain at work because of the continuing 
Interests of the therapists. In some instances 
the returning to and remaining at work were 
at least partially motivated by а wish to 
Please one or both of the therapists. 


CONCLUSION 


T This study demonstrates the feasibility of 
Scational rehabilitation in chronically un- 
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employed psychiatric patients. Provided the 
patient is given adequate support, he may 
also be exposed to considerable personal and 
economic pressure designed to increase moti- 
vation for return to work. When a patient 
does return to work there is usually a 
marked further improvement or complete 
disappearance of symptoms. This can be at- 
tributed to the increased income accompany- 
ing employment and the increased self-esteem 
accompanying economic independence. Only 
a small amount of time is required to achieve 
vocational rehabilitation by the method out- 
lined, The final therapeutic results seem to 
be greater than when the same time is spent 
upon more traditional psychotherapy not es- 
pecially focussed on the problem of employ- 
ment. 


SUMMARY 


т. An approach to the vocational rehabili- 
tation of chronically unemployed psychiatric 
patients is described, consisting of a collabo- 
rative effort between a psychiatrist and a 
social worker. 

2. Twenty of 25 patients returned to work 
and have remained working steadily for 6 
months ore longer. The average number of 
interviews before a return to work was 10; 
thus no great expenditure of time was 
involved. 

3. Diagnostic category, age, duration of 
illness, and duration of unemployment did 
not influence the results. Lack of education 
and training, excessive dependency, and lack 
of supportive family relationships were 
handicaps, but not insuperable obstacles to 
rehabilitation. 1 

4. Significant techniques and factors in 
successful cases were: 

(a) Preliminary vlarification of the pa- 
tient’s physical condition with appropriate 
treatment or reassurance and explanations. 

(b) Adequate working through of the 
primary psychological problems. | 

(с) Deliberate focussing of discussions on 
the topic of emplÓyment. 

(d) Generous support and reassurance 
from the social worker during the period of 
return to work. — * 

(e) Increase of economic pressure by 
planned termination of public assistance. 
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(f) Attention to selection of jobs suita- 
ble to the patients' psychological needs. 

(g) Continuous therapist-patient relation- 
ships. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sm: During the month of June, 1954, 
there was a rash of releases in the daily press 
and magazines quoting ethical men on the 
merits of Serpasil ; this, before they had time 
for a published statement in a professional 
journal. This letter is prompted by pathetic 
experiences of people coming to the hospital 

‚ begging for treatment of their relatives with 
the “miracle drug.” Patients interested in 
news articles are offering themselves for ex- 

- perimentation. The tragedy of well-meaning 

relatives reaching for a last ray of hope at 
8n expense they can ill afford is readily 
imaginable, Inquiries have been made about 
the advisability of taking chronic, incurable 
patients (in the present state of our knowl- 
edge) to California for treatment. Relatives 
further east than Nevada may have their 
hopes kindled for a tragic journey across the 
continent, This sort of thing has happened 

- from premature publicity for “cancer сигез”; 

the horror of mental illness is по less ter- 
уше in the public mind. We should be 
the last to contribute to such an eventuality. 

The effectiveness of the drug, as judged 
from the substantial clinical trial and exten- 
sive study at Rockland State Hospital, re- 

Ported by Dr. Nathan S. Kline as a part of 

а symposium published April,.1954, in the 

Annals of the New York Academy of Sci- 

ence, does not warrant statements made in 
popular press by the doctors from Cali- 
Oria. Even Dr, Kline seems overoptimis- 

a in the light of the statistical results. 

- Without the observations on blood pressure 

and pulse, the article would have little left 

0 merit publication on “Use in Neuropsychi- 

attic Conditions.” : 
Those who can recall the experience with 
*nzedrine should feel apprehensive about 
€ recent publicity for Serpasil. We should 
i mindful not to impose upon the public 
alse hopes of cures for. mental illness. 
dod information indicates that the ac- 

ES z the drug may produce social prob- 

рет not restricted to use under closest 
sion. Reduction of inhibitions п а 
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quieted person can be equally embarrassing, 
if not dangerous. This is one of the effects 
observed by Dr. Kline. 

The manufacturers of the drug have pub- 
lished the claim that the product is likely to 
supersede the use of electric shock and hypo- 
glycemic therapy. They apparently rely upon 
the statements of the California physicians, 
ignoring the fact that the statements were 
made during an address to "research inves- 
tigators" of the pharmaceutical companies. 
Some of the statements credited to the doc- 
tors are: 


able to return to their homes, families and jobs.— 
The drug provides a far more rational approach to 
the chronic and acutely disturbed patients than any 
other method we have used to date. 


We have already had some expe іепсе with 
the drug in question, and incidently, also with 
Chloropromazine Hydrochloride (Thora- 
zine) and found that one is about as effective 
as the other in particular cases. The latter 
seems to have the advantage of being less 
disturbing to the blood pressure. A letter, 
under the heading of “Correspondence” in 
the A.M.A. Journal of June 26, 1954, cites 
an experience with Serpasil which should 
make the statements from the California 
physicians better left unsaid. The quotations 
do no credit to the profession or the source. 


They are like the proverbial straw to a 
drowning man. Justification of the claims 


would still not excuse the impatience for 
publicity which should subserve to approved 
practices for scientific ptiblications. 
Srwney J. TILLIM, M.D., 
5 Reno, Nevada. 
" 
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countability” of the accused without getting 
involved in the M’Naghten Rules. He sug- 
gests that the question be phrased, 

“To what degree has mental disease rendered the 
defendant unaccountable or less than totally ac- 
countable before the law for a crime?” In simpler 
words, which no jury could misunderstand, the 
question might read, “In your opinion does this de- 
fendant have sufficient mental disease or mental dis- 
turbance to make him unaccountable for his crime?” 


Either question, as a question, has its ad- 
vantages over other questions which might 
be put, though it is obvious that the two 
questions are not identical. To ask me how 
much money I have is one question; to ask 
me whether I have money enough is quite 
another. Suppose the first question is put 
and the expert answers “Io per cent—or 20 
or 30 per cent.” 

It is easy to imagine what the opposing 
attorney—a prosecutor, for instance—will 
do to that reply on cross-examination. 

If the second question is put and the 
answer is “Yes,” that is legally equivalent to 
stating that the defendant is “insane.” How- 
ever, this does not necessarily indicate that 
he will be found “not guilty” even if the ex- 
perts agree that he is “legally insane.” 

In a recent case, for instance, the state’s 
experts admitted that when a crime was com- 
mitted the prisoner was suffering from 
schizophrenia—that he was “insane.” Yet 
they insisted that he was “responsible” since 
he knew (they claimed) that the act was 
wrong. 

I believe the second question has value, as 
а question intended to invite a certain type of 


response. It is unlikely, however, that either 

a “Yes” or "No" answer will settle anything, | 

The cross-examination will follow and the| 

witness will soon be back on the merry-go- 
round again. 

D. P. Grirrin, M.D, 

Bridgeport, Conn, | 


Editor, AMERICAN JOURNAL or PSYCHIATRY: 


Sır: Dr. Daniel P. Griffin's note raises | 
the question of the value of suggestions made 
by Dr. Cleckley and myself, concerning à 
test put to an expert witness, which would 
avoid the M'Naghten Rule. He indicates i 
that unaccountability for a crime in a met | 
tally ill person (insane) is not equivalent to | 
lack of guilt for a crime because of insanity. | 

Our contention was that guilt is not à] 
problem for psychiatrists, but the degree of 
illness making for accountability does belong | 
in the psychiatric area. n 

Our proposal, I find, has been closely mit- | 
stored in a suggestion by the Royal Commits- 
sion on Capital Punishment,* namely: 


That a preferable amendment of the law would be 
to abrogate the Rules and to leave the jury to 
termine whether at the time of the act the acct 
was suffering from disease of the mind (or men z 
deficiency) to such a degree that he ought not 
be held responsible. 
WALTER Вкомвквс, M. ae 
Sacramento, Calif. 


1 Quoted from Report No. 26, May 1954 pe 
nal Responsibility and Psychiatric Expert Wo 
mony, Group for the Advancement of Psychiat | 
Page 7. 
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FINANCES AND AMERICAN PSYCHIATRIC ASSOCIATION 
ACTIVITIES 


At the direction of the Executive Commit- 
tee an interim financial report is herewith 
made to the membership. It was felt advisa- 
ble to do this because many activities of the 
Association will reach fruition this year, and 
the expenses incident to their implementa- 
tion will reflect in the financial affairs of the 
Association. While Association activities 
have expanded tremendously in all direc- 
tions, the income has also increased so that 
the Association remains in a,reasonably good 
financial condition. During the life of the 
Budget Committee and of Howard Potter as 
Treasurer, the financial affairs of the Asso- 
ciation have been placed under budgetary 
control so that the membership can see the 
basis of the expenditures and also the source 
of income. The budget at present is approxi- 
mately one-half million dollars per year. The 
members will undoubtedly recall that as the 
activities of the Association expanded and 
а$ the cost of printing the Journal montfily 
Was met, during the years 1948-1949 and 
1949-1950 a large deficit was incurred, or 
More correctly speaking, the Association 
spent $39,150 from the reserve during those 
2 years. For the following 3. years our in- 
come exceeded the expenses to a modest de- 
gree and the reserve was increased to 
$90,800, During the budget year just past, 
the Association's expenditures exceeded in- 
Come to the extent of $1,750, and it became 
necessary to draw from the reserve for this 
amount, 

4 The budget adopted, as effective April 1, 
po to March 31, 1955; for the operation 
ү, the affairs of the Association, authorized 
Xpenditures exceeding expected income by 

1,227, Since that time Council has аррїо- 
aie an additional $500 for the expense 
E € Assembly. Certainly this, one of the 
E St democratic innovations in the history 

the Association, deserves ample support. 
o is makes the total authorized expenditures 
T the Assembly during tlie current year 


° 


only $2,000. Council also authorized $2,000 
to defray the expense of further mectings 
with the Clinical Psychologists’ Group and 
$1,000 for meetings of the C.LB. with 
other bodies, with a goal of finding addi- 
tional financial support for the C.I.B. 

The Treasurer was authorized to advance 
$5,000 from the reserves of the Association 
to the Building Fund. The members should 
understand that if the drive of the Building 
Fund Committee succeeds, this sum will be 
returned to the reserves of the Association. 
This may not be during the current budget 
year and may show as a decrease in the re- 
serves for this year, but will be offset by a 
similar increase the following year. The 
Treasurer was also authorized to make avail- 
able an additional $2,500 for an option on 
the property in Washington, if it became 
available. This, too, will be returned to the 
reserve from the Building Fund, Council 
authorized additional help in'Dr. Blain's 
office for further study of legislation in the 
states dealing with the Acts defining the na- 
ture of psychotherapy. The total cost of this 
operation cannot be estimated at this time, 
but our immediate expenditures will be 
$1,500 spread over the next several months. 

The operation of the C.I.B. is a problem 
that the members should know about. The 
full operation of the C.I.B. for a year would 
cost approximately $90,000. At present it 
is operating at about half capacity with an 
estimated expenditure of $45,600 for the 
year. The C.I.B. has approximately $45,000 
in contracts, completed ‘or to be completed. 
It is not possible to predict at this time when 
the work will be done or their accounts paid, 
but the cost of operating continues, and the 
account shows a deficit of $9,427.72 on 
August 1 (4 months). Council has post- 
poned decision until September, but at that 
time some policy decision must be made as to 
the future of the C.I.B. At the moment the 
deficit én this account fs greater than that 
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in any other, and the Association cannot in- 
definitely support it without sharply curtail- 
ing other activities of the Association. 

At the beginning of this budget year our 
reserve was $89,000. Council has authorized 
expenditures of $13,727 plus the deficit of 
the C.I.B., which may be $15,000 if con- 
tinued throughout the year. Of this use of 


THE SCIENTIFIC ATTITUDE 


The history of science shows that any science becomes stagnant when those who work 
within it become complacent about the particular way they have compartmentalized the 
subject matter of their discipline. When this coi lacency occurs, problems are artificially 
restricted, important variables that might peces 
consciously or unconsciously eliminated. In this sense, real scientific pursuit involves the 
breaking down and revamping of our up-to-the-now formulations. Scientific progress thus 
requires much more than merely ‘adding to’ existing knowledge. 
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$28,000 from the reserve, $7,500 will be re 
turned from the Building Fund. If Cound 
authorizes no further expenditures, the As. | 
sociation will thus need to spend about 
$20,500 from the reserve fund for the cur 
rent budget year. 
Jack К. Ewarr, M. D, | 
Treasurer 


nice scientific structure so created are 


—Hapiey CANTRILL. 


PRESIDENT’S PAGE 


Just 110 years ago this month, 13 physi- 
cians, superintendents of either public or 
private institutions for the care of the men- 
tally sick, met in Philadelphia to found the 
organization later to become known as The 
American Psychiatric Association. This ac- 
tion was one expression of the cumulative 
effect of an increasing humanitarianism that 
found expression in significant social moye- 
ments. One expression of this humanitarian- 
ism was the movement to provide proper 
asylums for the mentally disabled. The origi- 
nal objective of the 13 men who met on this 
significant occasion was to improve the or- 
ganization and administration of the rapidly 
increasing number of institutions of this 
nature and thereby improve the care of the 
mentally ill. 

Since that meeting the membership of the 
organization has grown from 13 to over 
8,000. It is of course an exaggeration to 
say that there has been a comparable growth 
in objectives, services, and interests of the 
Association, yet the scope of its activities has 
extended immeasurably. Through its many 
Committees, boards, and commissions, the 
Association touches almost every aspect of 
the most pervasive branch of medicine. In 
his presidential address in 1925, Dr. William 
A. White recommended that The American 
Р Sychiatric Association should arrange to 
function throughout the year and not only 
for the 3 days of its annual meeting. Not 
until 8 years later, however, did the Asso- 
ciation employ a full-time person. Today 
there are 24 such persons engaged in a wide 
Variety of activities. 

In 1948 Council created.a Committee on 
à Permanent Home for the Association. 
Pin Committee, comprised of 8 Past Presi- 

ents (Dr. Karl А. Bowman, Chairman ; Dr. 

tl D. Bond, Dr. William C. Sandy, “Dr. 
age A. Strecker, Dr. George H. Steven- 
$5 Dr. Winfred Overholser, Dr. George 
Bà tevenson, and Dr. John C. Whitehorn), 
E Voted 5 years to a study of the rapidly 
Xpanding needs of the Association, its 
Probable future growth in membership and 
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activities, and the part it seemed destined to 
play in psychiatry. As this Committee, the 
members of which had been intimately ac- 
quainted with the affairs of the Association 
for many years, foreseeingly studied the 
situation, it became apparent that there 
should be a permanent central office owned 
by the Association. This recommendation 
was submitted to Council at its meeting in 
New York, October 31, 1953. This meeting 
was attended by many representatives of 
District Branch and Affiliate Societies as well 
as by the Speaker of the Assembly. The 
question of purchase of a building for a Cen- 
tral Office and its location was discussed by 
all present. It was plainly the wish of those 
representing the general membership that 
the Association should purchase a suitable 
building and that it be located in Washing- 
ton. Council, therefore, unanimously voted 
to that effect. Later the matter of a purchase 
of a permanent office and the site of its loca- 
tion was referred to the members by mail 
ballot. By this vote the members approved 
the purchase of a home and authorized Coun- 
cil to raise funds for the purchase of a suit- 
able building in Washington not to cost 
more than $150,000. Ап Ad Hoc Commit- 
tee on Negotiations for Purchase of Cen- 
tral Headquarters, comprised of 5 members, 
residents of Washington, was created by 
Council. This Committee consisted of Dr. 
Winfred Overholser, Chairman ; Henry А. 
Davidson, Henry P. Laughlin, Zigmond M. 
Lebensohn, and Robert T. Morse, assisted 
by Honorable Warren Magee, legal counsel 
of the A. P. A. The Committee inspected 
many properties and finally, at 1704 18th 
Street, N. W., found a' building that seemed 
ideal in location, size, and architectural at- 
tractiveness. After rather prolonged negotia- 
tions an option was secured for its purchase 
at $120,000, a price considered by persohs 
familiar with the values of Washington real 
estate to be a very advantageous one. While 


* actual conveyance-of the property cannot be 


made until permission will have been secured 
from the Zoning Сопийїззїоп of the District 
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of Columbia for use of the building for office 
purposes, no difficulty in securing this is 
expected. 

Following the vote of the membership that 
a building for a Central Office be purchased 
in Washington, it became necessary that a 
committee be selected to raise the funds 
necessary for its purchase. Many factors at 
once led Council to select Dr. William B. 
Terhune as chairman of this committee. He 
had just completed a term as member of the 
Council, to which the Constitution does not 
permit immediate re-election. As Councillor 
Dr. Terhune had shown particular interest 
in the subject of a permanent central office 
as well as a comprehensive knowledge of 
matters to be taken into consideration in se- 
lecting a building and in financing its pur- 
chase. Since it was the wish both of Dr. 
Terhune and of the Executive Committee 
that the Assembly of the District Branches 
should be an important participant in the 
work of the Building Fund Committee, Dr. 
Addison M. Duval, Vice-Speaker of the As- 
sembly, was requested to serve as Vice-Chair- 
man. Members of the Association from 
every state and from Canada, insofar as pos- 
sible members also of District Branches, 
were appointed to Dr. Terhune’s’ and Dr. 
Duval’s Committee. The June issue of the 
News Letter contained an announcement 
that this Committee would “move into high 
gear” in September. It will, I am sure, be 
gratifying to you all to learn that, prompted 
by this information but even more by their 
loyalty to the Association, a surprisingly 
large number of members at once forwarded 
generous contributions to the Committee. 
The percentage of donors who joined the 
“Century Club” was unexpectedly large and 
in the opinion of the Committee is proof of 
a conviction on part of the membership that 
a building is necessary not only for the 
carrying on of the rapidly growing activities 
of the Association but also as both tangible 
and symbolic evidence of the fact that the 
place of, ће Association is one of “stature 
and dignity.” Prompted Бу the same needs 
and motives several other professional or- 
ganizations have in recent years purchased 
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permanent headquarters in Washington, An ' 
apposite instance of this was the purchase, 
financed by its members, of an unusually at- 
tractive and well-located building by the 
American Psychological Association. 

You have already received from the Build- 
ing Fund Committee a leaflet describing the 
activities of the Association which have made 
larger headquarters necessary, the expected 
financial advantages to be secured by owning 
rather than renting quarters, and some of the 
intangible advantages to the Association in 
ownership of a central headquarters aestheti- 
cally pleasing in appearance. 

You will notice that the leaflet contains à 
list of members of the Building Fund Com- 
mittee. As they are all busy people they will 
doubtless be appreciative if contributions are 
made without personal solicitation. In spite 
of the remarkable growth of the Association 
since the war, the Committee and the offi 
cers of the А. P. A. believe that we are still 
closely enough knit to have a sense of family 
responsibility for the success of the plan you 
have voted to be undertaken. As already in- 
dicated it is the plan of the Committee that 
the fall meetings of the District Branches 
be devoted to a large degree to a presenta- 
tion of the work of the Association, the ex- 
tenf of which, it has been found, has not 
been realized by many members. It is hoped 
that every member will attend a District 
Branch meeting, a meeting of an Affiliate 
Society, or other occasion when the activities 
and services of the Association will be de 
scribed. Incidentally it may be added that 
special committee on which the Affiliate 50 
cieties are widely represented is now study- 
ing measures whereby those Societies may 
be more effectively integrated with the Asso- 
ciation and have a larger role in its affaits. 

You will be constantly informed сода 
ing the progress in raising the fund whi 
by your authorization you commission 
Council to secure. With your cooperation 
the successful completion of this commission 
will be the outstanding achievement of t 
Association year. 

з Arruur Р. Noves, M.D. 
1 


"THE FIFTH INTERNATIONAL CONGRESS ON MENTAL HEALTH 


The Fifth International Congress was held 
atthe University of Toronto August 14-21, 
1954, with a registration of over 2000, rep- 
resenting 54 countries and territories. In 
view of the wide scope of the discussions and 
papers, only a brief enumeration of the 
highlights is possible at present; a fuller 
account must await the publication of the 
| Proceedings. 

The general topic of the Congress was 
Mental Health in Public Affairs—a timely 
one, as well as highly inclusive! During the 
week preceding the opening session on Au- 
gust 14, four Research Symposia, each with 
25 or 30 selected participants, considered 
Such topics as Problems of Partnership in 
Mental Health and Public Health, Mental 
Health and Child Development, Individual 

i Mental Health and Human Relations, and 

Alcoholism ; the results of these discussions 
^ were presented later in the technical sections. 

During the Congress, 5 technical sections 

Considered the general topics of Areas of 

Partnership in Public and Mental Health, 

the Mental Health of Children and Youth, 

"Mental Health in Governmental Activities, 

Community Partnership in Mental Health, 
and Professional Advances in Mental 
- Health. In addition, there were 3 somewhat 

more informal round tables (Mental Health 

and Education, Parent Education, and the 

Role of the Volunteer in Mental Health). 

rts of these activities were made at the 

concluding Plenary Sessions. 
^ E Plenary Sessions, held in the great 
wonvocation Hall of the University, were, 
all the other sessions of the Congress, 

Crowded. Among the outstanding addresses 

Were those by Sir Geoffrey Vickers, V.C., 

Eu Health and Spiritual Values; 

io essor Н. C. Rümke of Utrecht, the re- 

M President of the World Federation for 
Mental Health, on Solved and Unsolved 
E blems in Mental Health; Professor Wil- 
- "am Malamud of Boston on Research Find- 

ings of Importance to Mental Health ; Dr. С. 

H Hargreaves, ‘of the W.H.O. on Mental 

En and Public Health; the Honorable 

А illiam E. Bosberg, Danish Ambassador to 
e United Nations, оп Man and His Sci- 

p ; Dr. G. Brock Chisholm, former Direc- 
ЮГ General of the W.H.O. on Some Mental 

: An Frontiers that need attention; Dean 

УЧ. El Koussy of Cairo, on Mental Health 


LA Education in a Changing World; and 
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Mrs. Eleanor Roosevelt on the Individual 
Citizen’s Responsibility in Mental Health. In 
addition, 3 papers were presented by mem- 
bers of the six-man delegation from the 
U.S.S.R.; the content of their presentations 
was summarized by a witty headline writer 
in one of the local papers in the pithy words 
“Claims Little Reds in the Pink.” 

The meetings were held in buildings on 
the campus of the University, and many of 
the delegates were housed in student dormi- 
tories, and the headquarters were located in 
the splendid student centre, Hart House. 
Thus there was close social contact among 
the delegates, with resulting additional inter- 
change of ideas. On one of the early evenings 
of the Congress, small groups of delegates 
were entertained at supper parties by local 
residents, adding much to mutual acquaint- 
ance, There was one afternoon trip to Ni- 
agara Falls, and two evening parties were 
held at Hart House. Torontonian hospitality 
at its best was displayed on all sides. 

The annual meeting of the World Federa- 
tion for Mental Health was held. Dr. Frank 
Fremont-Smith of New York was installed 
as President. The President-Elect is Pro- 
fessor Niilo Makii, of Helsinki. 

Two “firsts” took place in conjunction 
with the Congress—the First, International 
Institute on Child Psychiatry, with about 
600 in attendance, and the First International 
Congress on Group Psychotherapy, with a 
registration of about 300. 

It is expected that the principal formal ad- 
dresses will be published in various journals 
of wide distribution, rather than in the Pro- 
ceedings. There will, however, be а formal 
publication containing a full report of the 
rest of the proceedings of the Congress. 

The facilities for translation, the rooms 
for meetings and for showing of films, for 
communication—even the weather, were ex- 
cellent. The organizing: committee, under the 
chairmanship of Dr. Clarence М. Hincks, 
performed their arduous duties valiantly and 
efficiently. Even though comparigons are 
said to be invidiotis, especial mention should 
be made of the effective work of Professor 
William E. Line, who organized an outstand- 


-ing program. The Congress marks an im- 


portant milestone in the progress of the men- 
tal health movement. * 1 
Winrrep Overnorser, M. D. 
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PUBLICITY AND SCIENTIFIC RESEARCH 


In August of last year a bevy of special 
correspondents and reporters were called to 
Indiana where prior to publication they were 
granted the privilege of reading the page 
proof of the report of Dr. Kinsey and his 
associates on “Тһе Sexual Behavior in the 
Human Female.” Kinsey had previously 
published The Sexual Behavior in the Hu- 
man Male, of which more than 200,000 
copies were eagerly bought by an inquisitive 
public. It is questionable whether even a 
small percentage of these purchasers more 
than thumbed the book. They received a 
heavy tome containing numerous statistical 
tables, graphs, and charts, but little to ap- 
pease the appetite of their erotic curiosity. 

The new book on the female, like its prede- 
cessor on the male, was written by members 
of the staff of Indiana University and sup- 
ported by the National Research» Council, 
with Rockefeller Foundation funds, Be- 
cause of this the book held a valid claim to 
be considered as a scientific contribution on 
a topic of great importance to psychologists, 
social scientists, and especially to psycho- 
analysts. The second volume, experiencing 
the fate of volume one, has been adversely 
criticized by scholars in special fields, as to 
both the methodology, which was identical 
in both instances, and the conclusions and 
inferences which Kinsey drew from his 
material. 

Of course, Kinsey’s investigations in this 
field are not new but his questionable direct 
interview method, and the number of per- 
sons involved in his survey, and the “volun- 
teers” who gave the information are unique. 
However, this writer is not particularly con- 
cerned with the trustworthiness of Dr. Kin- 
sey’s profuse data, nor the fallacious infer- 
ences he has drawn therefrom; but he is 
astonished at the manner in which Kinsey 
allowed his second volumie to be presented 
through the popular,press to the public at 
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large, rather than through channels custom- 
arily used for the examination and evalua- 
tion of scientific research. This work, spon- 
sored by scientific bodies, presumably should 
have fallen in the category of science. 
However, instead of submitting his find- 
ings to those best fitted to judge them, they 
were first presented to reporters and special 
feature writers who spread the great dis- 
coveries in national weeklies and the daily 
press. From this source came the critiques 
of novelists, editors, clergymen, lawyers, and 
columnists. Certain publishers, other than 
those responsible for the report, eager to 
capitalize on the wide advertisement of the 
book, rushed to print collections of contribu- 
tions on the topic under such titles as “The 
Sex Life of the American Woman and the 
Kinsey Report.” These were usually a trifle 
more lurid than Kinsey’s report but often 
inaccurate and misleading. Soberly consid- 
ered reviews by physicians, particularly psy- 
chiatrists, to whom the opportunity to esti- 
mate the work was finally given, came only 
later when the pros and cons of the E 
had been thrashed out by groups compila 
unqualified to pass judgment. Actually, omy 
physicians, especially psychiatrists, are in ® 
position to know what is likely to be neat 
the truth in the matter of sexual behavioh 
and such knowledge may not be revealed bi 
them until the person has been under trea 
ment for many months. nes 
Apparently this report will not termin? 
Kinsey's absorption with problems of ит 
Possibly the next report, should one pic. 
might logically be entitled "The uo У 
Behavior of the Human American fiit 
maphrodite," but it is hoped that it will fir 
be presented to persons truly competent 
evaluate it, and not to the opinion of cou” 


prosecutors and the like. 
c. P.O. 
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PERSPECTIVE IN PSYCHIATRY 


Because of numerous gaps in our knowl- 
edge, psychiatry is today an immature and 
uncertain science. We have a few, albeit an 
ever-increasing number of established facts, 
yet reluctantly we must admit that our pres- 
ent understanding of the forces that moti- 
vate human behavior is very incomplete. 
Consequently, it is imperative that we re- 
tain a broad perspective and not permit our 
early training or later associations to formu- 
late unilateral or restricted points of view. 
Psychiatrists must have a wide horizon and 
a persistent recognition of the truth that 
many important elements contribute to man’s 
feelings, thoughts, and actions. E 

My remarks are particularly directed to- 
ward the tendency, currently frequent, to use 
the word dynamics inaccurately. If one has 
followed the psychiatric literature in recent 
years he cannot escape the conclusion that 
many authors use the word dynamics syn- 
onymously with the word psychodynamics. 
This is an unfortunate and limited construc- 
Чоп of a term which means much more. Dy- 
namics signifies those forces that motivate, 
psychodynamics being only one of the ener- 
gies that influence psychological processes. 
Others must be included: genetic or chro- 
mosome factors might be termed genetody- 
namic; constitutional or bodily elements, 
Constitutiodynamic; chemical or endocrine 
Substances chemodynamic ; and social or en- 
Vironmental agents,sociodynamic. Surely it 
сап be said with accuracy that each of these 
contributes to man's behavior. And perhaps 
Other mechanisms unknown today may be 
demonstrated to be important dynamisms 
tomorrow, Further, it would seem probable 
that psychic function is not merely the sum- 


mation of several dynamisms but rather the 
result of a complex interaction of them all, 
a process with which we are presently 
unfamiliar. 

Even admitting that words are nothing but 
semantic devices and unimportant in them- 
selves, let us not forget that words express 
thoughts and attitudes. It follows that words 
should be used both correctly and worthily 
if ideas are to be accurately set forth. AII 
too often when new terms occur in psychi- 
atric writing they are repeated frequently 
and carelessly until they lose their original 
meaning. Dynamics and psychodynamics, 
which now seem to be used interchangeably, 
are examples. Furthermore, new terms are 
justified only if they give a new meaning or 
a more precise meaning than do those in 
common use. Thus, expressions such as 
chemodynamics or sociodynamics say noth- 
ing more than do the familiar terms chemi- 
cal factors or social factors. Accordingly, it 
is not suggested that these words be added 
to an already overburdened psychiatric no- 
menclature. They merely represent a rhetori- 
cal method of clarifying the definition of 
d ics, 

"Finally, and more importantly, there 
would seem to be no doubt ker psychiatry 
must doggedly adhere to a holistic perspec- 
tive if it is to achieve its destiny. Only in 
this way can all of the facets of man's nature 
ultimately be brought into view. In the fur- 
therance of this objective it is to be faith- 
fully remembered that dynamics are dy- 
namics—plural, multiple forces—and not 
just the psychological energies that activate 


man. 
FnAxKLIN S. DuBois, M. D. 


GERIATRICS 


The science of geriatrics which E pour years Gf treatment and study are new. In 1866 


lectures and demonstrations in geriatrics at the Salpé- 


is not a new thing although some 
Charcot inaugurated a course of 
triére, These lectures were pub! 


les Maladies des Veillards et les Maladies Chroniques. 


lished soon afterward under 


receiving long-overdue attention 


the titte Leçons Cliniques sur : 
The book was illustrated and a 


second revised edition was brought out in 1874. 
. 


NEWS AND NOTES 


Vincenzo Curaruci.—An excellent and 
timely survey of the medical career and par- 
ticularly the psychiatric work of this great 
Italian of the second half of the eighteenth 
and early nineteenth centuries by Dr. George 
Mora will be found in the Bulletin of the 
Isaac Ray Medical Library of Butler Hos- 
pital for April 1954. 

Chiarugi, although less well remembered 
than the others, was one of the triumvirate 
of European reformers who initiated the 
humanitarian epoch in the care of the insane, 
the other two being Pinel and Tuke. 

Dr. Mora has rendered valuable service by 
presenting a detailed outline of Chiarugi’s 
Della Pazzia (Medical Treatise on Insanity) 
which was published in 3 volumes in Flor- 
ence, 1793-94. As no English version of this 
work exists, Dr. Mora has translated many 
important passages for us and includes also 
8 of the 100 clinical case reports with which 
the author illustrates his text. 

Mora closes his study with a critical evalu- 
ation of Chiarugi’s work and his place in the 
history of psychiatry and in relation to his 
time and his contemporaries, Here is a wel- 
come addition to our historic literature. 


MENTAL HEALTH IN THE NETHERLANDS. 
—Dr. A. Querido, Professor of Social Medi- 
cine, Director of Public Health of the City 
of Amsterdam, and President of the Na- 
tional Federation for Mental Health in the 
Netherlands, has prepared a small, illustrated 
booklet, giving the historical development 
of the National Federation and a compre- 
hensive statement of its organization, facili- 
ties, and services. Maps are included, giving 
the location of psychiatric hospitals, outdoor 
clinics, and guidance centers. The Dutch 
Federation will gladly send a copy ©Ё the 
booklet to anyone interested; the address: 
National Federation for Mental Health, 
Prinsengracht 717, Amsterdam C, Holland. 


Dn. OvERHOLsER RECEIVES AWARD.—The 
United States Department of Health, Edu- 
cation, and Welfare, in April of this’ year, 
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bestowed the Distinguished Servi 
Gold Medal upon Dr. Winfred O 
Superintendent of St. Elizabeths 
Washington, D. C. and Professor 
atry, George Washington Unive 
of Medicine. This award, the hig] 
within the gift of the Department, 
cifically “їп recognition of his outs 
contributions to humanity in the 

mental health.” ^ 

St. Elizabeths Hospital, which: 

brate its centenary in 1955, has m 
outside of partisan politics thro 
hundred years of its existence, and th 
action of the Federal Department in 
the award is a gratifying reaffirmatio 
position, independent of politics, of tl 
institution, over which Dr. Overho 
presided since 1937. 


СоновлА.—Тһе narcotic snuff, 
used by West Indian witch doctors 
time of Columbus, has recently for 
time been subjected to chemical rest 
scientists at the National Heart T 
the Public Health Service, U. S. I 
of Health, Education, and Welfare. 

Dr. Verner L. Stromberg ге 
Journal of the American Chemical 
that the active agent of cohoba is 
pound called bufotenine. 


Piptadenia peregrina, was described 
very first ethnological work on 
world, an account written in 1496 
Pane, who accompanied Colum! 
second voyage. Although the fruit 0 
dena peregrina had been reported 
explorers and -botanists as highly 
it had never been studied chemical. 
peutically, and the source of its i 
properties remained unknown. 

The Heart Institute scientists i 
bufotenine in 1954. The seeds were 
through the Agricultural Research: 
from Las Mesas, Puerto Rico. B 
substance has a temporary effect ' 
mind, it is now under study in the 
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Institute of Mental Health, while other 
Heart Institute laboratories are exploring 
how mechanisms important in heart and 
blood vessel function are affected by this and 
similar chemicals. 


SOUTHERN PSYCHIATRIC АѕѕостАТІОМ,— 
The annual meeting of the Association is 
held this year in the Brown Hotel, Louis- 
ville, Ky., October 3-5. 

President John D. Trawick of Louisville 
and his program committee have arranged 
an outstanding scientific program and the 
prospects are for full attendance. y 

Secretary Joseph L. Knapp reports that 
among the items of business two amend- 
ments to the Constitution will be presented 
for consideration by the members of the 
Association. T 


Tur CHILDREN’S Memorial HosPITAL 
(Сніслсо) Psycuiarric Crinic—A Di- 
vision of psychiatry has recently been estab- 
lished at the Children’s Memorial Hospital 
of Chicago with Dr. Henry H. Fineberg at- 
tending psychiatrist and 2 full-time child 
Psychologists and a supervising psychiatric 
social worker. The service will combine 
teaching of residents, nurses, social sefvice, 
Northwestern University medical students, 
and senior hospital staff members with re- 
search therapy both in the clinics of the hos- 
pital and on the wards. 


* SEVENTH INDUSTRIAL HEALTH CONFER- 


ENCE.— This conference took place Septem- 


oW 23-25 at the Shamrock Hotel in Houston, · 


ехаз. The meeting was addressed by for- 
mer Secretary of the Army Gordon Gray, 
now President of the University of North 
Carolina and Chairman of the Atomic En- 
ergy Commission Personnél Security Board, 
and Dr, Elmer Hess, President-elect of the 
American Medical Association, who spoke 
on “Industry and Medicine.” / 
Themes of the 3 symposia conducted were: 
“Industry in the Atomic Age,” “Absentee- 
ism, Alcoholism, and Mental Health in In- 


“ 


dustry,” and “Establishing Effective Health , 


Tograms in Industry.” Two further ses- 


sions dealt with the various aspects of in- 
Ustrial nursing. 
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Dr. Е. R. Нлуплмр Dies.—Following 
several years of retirement because of failing 
health, Dr. F. Ross Haviland died at his 
home in Syracuse, N, Y., June 27, 1954. His 
age was 74. 

Dr. Haviland was formerly director of 
psychiatry at Manhattan State Hospital, later 
clinical professor of psychiatry at Fordham 
University Medical School (1914-1920) and 
at is Island College of Medicine (1927- 
1937). 

He was a brother of Dr, С. Floyd 
Haviland who served both as secretary and 
president of The American Psychiatric 
Association. 


New Mentat Hosprra, East BRONX.— 
Governor Dewey of New York has an- 
nounced that a new 4,000-bed mental hos- 
pital costing $45,000,000 will be built in the 
East Bronx on a 124-acre site along the 
Hutchinson River Parkway. It will form 
part of a vast medical center which includes 
the East Bronx General Hospital and Albert 
Einstein College of Medicine of Yeshiva 
University. 

The present construction program of the 
State Department of Mental Hygiene calls 
for the expenditure of $200,090,000 and the 
provision of 16,000 additi hospital beds. 

During the past decade the New York 
State mental hospital population has in- 
creased from 90,000 to 112,000 and is still 
increasing. One-third of the state budget is 
appropriated for the Department of Mental 


Hygiene. 


Dr. Porrer то Direct STATE UNIVER- 
srry CoLLece or Menictne.—Announce- 
ment has been made of the appointment of 
Dr. Howard W. Potter as acting dean of 
New York State University College of Medi- 
cine in Brooklyn. Dr. Potter is professor of 
psychiatry in that institution and director of 
jatric services at Kings County Hos- 
pital. "He served for many years as treasurer 
of The American Psychiatrie Association. 
He assumes his new duties September 1, 
1954- 

PorromyeLITIS!—The Public Health Serv- 


ice, U. S. Department pf Health, Education, 
and Welfare, reports that, for the first V 


Á 
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months of 1954, 9,185 cases have been re- 
ported, compared with 9,840 cases for the 
same period last year. Both years are far 
below the record of 10,582 cases reported in 
the same period, 1952. 

More than a third of the cases this year 
have been in 3 states— California, with 1,525 
cases ; Texas, 1,400, and Florida, 619. 

For the week ending July 31, nearly 1,500 
cases were reported throughout the country, 
about 28% more than for the previous week. 
Increased incidence is normal at this time of 
year. Last year the peak occurred during the 
third week in August, and in 1952 during the 
second week in September. 

State health officers were notified by the 
Public Health Service of the availability on 
July 14 of the second allocation of gamma 
globulin for use against poliomyelitis, Allo- 
cations to states are made under policies 
established by the Office of Defense Mobili- 
zation. 


Fire HAZARDS IN INSTITUTIONS.— The 
National Board of Fire Underwriters an- 
nounces publication of a new edition of its 
"Suggested Ordinance on Nursing, Conva- 
lescent, and Old Age Homes." 

Within the „last ro years 4 of the more 
tragic fires in nursing and old age homes 
took the lives of 88 persons. The more im- 
portant hazards are: the use of highly com- 
bustible fibreboard on interior walls and 
ceilings, unenclosed stairs and dumbwaiters, 
lack of sufficient exits, inadequate fire sep- 
aration for parts of buildings containing spe- 
cial fire hazards, and lack of automatic 
sprinkler protection, 


Some nursing, convalescent, and old age 


homes have modern buildings of fire-resistive 
construction, but a great many existing 
homes are in buildings of combustible con- 
struction. Many of them are in buildings 
originally built for use as private dwellings. 

Large wooden frame buildings of 2 or 3 
stories provide reasonable fire safety' when 
occupied” by single families but when con- 
verted for housing a considerable number 
of persons, the hazard to life from fire is 
greatly increased, the National Board points 
out. E 

To obtain a copy of "Suggested Ordinance 
gh Nursing, Convalescent and Old’ Age 


Homes,” write to the engineering depart. 
ment, National Board of Fire Underwriters, 
85 John Street, New York 38, N. Y. 


Menicat RESEARCH Grants.—The Sur- 
geon General of the Public Health Service, 
U. 5. Department of Health, Education, and ` 
Welfare, has announced approval of federal 
grants totaling $14,685,671 for 1,442 medical 
research projects for basic and applied re- 
search in major diseases. The awards were 
made to scientists in 335 research institutions — 
in the United States and are administered by 
the, National Institutes of Health, research 
bureau of the Public Health Service. 

The National Institute of Neurological 
Diseases and Blindness was awarded $1,327- 
089 for the continuation of 140 existing 
projects and $471,178 in 55 grants for new | 
research. That National Institute of Men- 
tal Health received 25 new grants totaling 
$373,178 and $569,393 to be applied to ex- 
isting projects. 

The grants award program covers support 
of research in the medical and biological sci- | 
ences, particularly in the causes and treat — 
ment of heart disease, cancer, mental illness, 
arthritis and other metabolic disease, the 
neurosensory and neuromuscular diseases 
such as glaucoma, retrolental fibroplasia, 
multiple sclerosis, cerebral palsy and ер“ 
lepsy, diseases of the teeth and oral o 
and in certain diseases of microbiologica 
origin, such as influenza, infectious hepatitis 
the common cold, and malaria. 


CONNECTICUT GRADUATE SEMINAR: 
The eighth Connecticut Postgraduate Sem 
nar in Psychiatry and Neurology will exte? 
from September 27, 1954, through May % 
1955. The schedule is as follows: } 

September 27 to December 10, un 
clinical neurology, neuroroentgenology; € A 
troencephalography, neuroanatomy, де 
physiology, neuropathology, Mondays E 
Wednesdays from 3:00 p.m. to 9:00 We. 
at Yale University School of Medicine, 
Haven. e 

January 3 to February 28, Mondays ue 
3:00 f.m. to 10:00 p.m.: general psychi E 
(psychopathology, clinical psychology, p 
chiatric syndromes, therapy, psychoso™ chie 
medicine, geriatric psychiatry, and PSY’ 
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atry and law), at the Connecticut State Hos- 
pital, Middletown. 

March 7 to April 11, Mondays from 6:30 
pm, to 9:30 p.m.: child psychiatry, at the 
Yale University School of Medicine. 

April 11 to May 9, Mondays from 6:30 
pm. to 9:30 p.m.: pediatric neurology, at 
Yale University School of Medicine. 

There are no fees for these courses. 
Copies of the program may be obtained from 
the Office of the Assistant Dean for Post- 
graduate Medical Eeducation, Yale Univer- 
sity School of Medicine, 333 Cedar Street, 
New Haven, Conn. > . 


GRADUATE Course, Sr. ЈоѕЕРН'Ѕ HosPr- 
TAL, MILWAUKEE.—This hospital is offering 
а course of то weekly lectures, open to phy- 
Sicians of the State of Wisconsin, entitled, 
“Emotional Problems Encountered in Every- 
day Medical Practice,” to be given every 
Wednesday from 8:00 p.m. to 9:00 p.m., 
beginning October 13, 1954. 

The course is designed to (1) introduce 
the doctor to broad patterns of human moti- 
vation and to the common causes and back- 
Brounds of emotional disturbance; (2) to 
lead him to think in terms of the relation 
between emotional disturbance and illness; 
and (3) to teach easily understandable 
methods of therapy. It will consist of 1-hour 
didactic lectures supplemented by slides and 
Sound films, and followed by a 30-minute 
question-and-answer period. There will be 
one session devoted to demonstration of 
cases, Dr, Chris Buscaglia is chairman of 
the faculty, 

Credit for the American Academy of Gen- 
ёта] Practitioners will be arranged. The 
Tegistration fee is 20 dollars. For further 


Brevity is'the best guarantee for being read. 
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information and application blanks, write 
Postgraduate Program, St. Joseph's Hospi- 
tal, Milwaukee, Wis. 


“HIGHLIGHTS OF THE 1954 NATIONAL 
НЕлїтн Forum.”—This publication, a di- 
gest of the 2-day forum on the “Changing 
Factors in Staffing America’s Health Serv- 
ices,” conducted by the National Health 
Council’s 34th annual meeting, will be of in- 
terest to health and social agencies and others 
concerned with enlisting citizen interest and 
support in local, state, and national efforts. 
As well as facts and suggestions brought out 
in the discussion, the monograph includes 
recommendations for action. 

Copies may be obtained at 75 cents each 
from the National Health Council, 1790 
Broadway, New York то, N. Y. Quantity 
rates are available. 


$остЕтү ков CLINICAL AND EXPERIMEN- 
TAL Hypnosis.—The Society will hold its 
fifth annual meeting on October 30, 1954, at 
the New York Academy of Sciences in New 
York City. Full membership in the Society 
requires American Specialty Board status, or 
the equivalent, and published hypnosis re- 
search. Psychologists require the Ph. D., 5 
years in clinical or experimental work and 
publications. Equivalent background is nec- 
essary for other disciplines. There are lesser 
requirements for associate members 3 апі 
greater for Fellows. The Society publishes 
the quarterly Journal of Clinical and Experi- 

tal Hypnosis. 

ber iar about membership should be di- 
rected to the president, Jerome М. Schneck, 
M. D., 26 West oth Street, New York 11, 


N.Y. 


: —VircHow. 
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A Court FOR CHILDREN: A SrUDY ОР THE New 
York Сітү CHILDREN’S Courr. By Alfred J. 
Kahn. (New York: Columbia University 
Press, 1953. Price $4.50.) 

In any program for social Progress, no tenet is 
more obvious than the fundamental one that reme- 
ial and preventive endeavors must be focused 
mainly upon children. Yet it remains apparent that 
many of the child-welfare agencies with greatest 

Potentiality for achievement are still. grievously 

defective. The juvenile courts are one example. 

A specific case is available in this report on a 
3-year study of the Children's Court in New York, 
made under the auspices of the Citizens’ Committee 
on Children. Dr, Kahn, Associate Professor at the 

New York School of Social Research profited from 

exceptional facilities for observing the court and 

its wards at close hand, so his findings are au- 
thentic as well as expert. The gist of the com- 
mittee's conclusions is that, in a world metropolis 
where exemplary leadership might be only 

a minority of the 7,000 children brought into the 

court annually are treated "with kindness and skill," 

and for many the court is "an insensitive instru- 
ment of an indifferent or hostile social world.” 
A frustrating aspect of this depressing situation 


standing character, but more than half are charged 
Much of the reason 


Widely varying staff performance, too, is an out- 
come of insufficient, undertrained and indifferent 
personnel, affected by low salaries, rapid turnover, 
and inept assignment. The Service was considered 
adequate in only a small Percentage of the cases; 
children and their parents were confused or fright, 
ened by the attendants’ manner and unqualified 
clerks were found exercising what amounted ta 
professional judgment. The tourt's physical facili- 
ties were anachronistic, formal, and, in effect, in- 
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timidating. Some basic services were entirely 
lacking. 


A majority of children brought into court re 
ceive service that “does not reflect the juvenile 
court movement's aspirations of the kind of help 
that fully qualified personnel with adequate com- 
munity resources at their disposal would be able 
to provide" Fundamentally, the survey found, "the 
courtroom reflects the failure of the community (o. 
develop an adequate pattern of social welfare re- 
Sources as much as ‘it reveals the court's own 
failings.” - 

New York is no doubt typical of most cities in 
its needs in this field, some of which are: expan- 
sion of temporary shelters for neglected children} 
development of more psychological testing and psy- 
chiatric diagnostic facilities; more public and volun- 
tary community resources for psychiatric treat- 
ment; transitional residences for teenagers released | 
from institutions; vocational guidance and job 
placement facilities; better liaison with schools; 
and more foster homes for many kinds of children 
particularly Negroes. ч 

But the fundamental needs are recognized to bè 


` first, a public awareness of the ultimate economy 


of generous Support of an undertaking as vital si 
justice for children, and, second, selection of judges 
by a yardstick of personality and equipment. 
committee recognizes, too, that few capable judges 
arè available ready-made and schooling or intem- 
ship for them should be considered as essential a 
it is in other technical professions. r the 
“Only a democracy, with its emphasis bor 
dignity and uniqueness of each person, will 
quately recognize the dignity and пайа 
each child,” Justice Jerome Frank of the e. 
Court of Appeafs observes in a preface to the E 
port. "If a city will not, or believes it cann 
afford to make many of those improvements lam 
this report suggests, that fact will stand as à 
of the city's decadence.” 


Av, M. Dy 
RALPH S. oat York City 


Soctery Амр PersonaLrry Disorpers. By S. C 
Weinberg, Ph.D. (New York: Prentice- 
1952. Price: $7.65.) a 

The viewpoint of this book is that personi p 

disorders arise in the process. of socializat om a 

that process the individual will encounter pr 

Problems which he will be able to manage мей 

well and remain organized and adjusted to wit 

living. Other problems may be encounter: 

which the personality cannot deal and 50 ut { 

disorganized and the individual maladjust divided 
A voluminous compendium, the book d bases 
into 5 parts. Part I deals with the theoreti 
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_ of disordered behavior. Part II discusses the social 
factors and various developmental processes which 
lead to neurotic, psychotic, and psychopathic dis- 
orders. Part III is concerned with particular modes 
of relationships and personality processes in indi- 
vidual and group psychotherapy; part IV, care 
and treatment of psychotic persons in mental hos- 
s, particularly state hospitals. Part V covers 
X1) the patient's problems in posthospital readjust- 
“ment in the community, and (2) the principles and 
measures taken to reduce or prevent personal dis- 
orders. 
-It is well known that concepts of etiology and 
therapy in the personality disorders have, in recent 
5, been in an almost constant state of flux. 
"Psychiatry has constantly enlarged its frontiers, 
and some of the major changes in outlook haye 
been due to the contributions from sociology and 
anthropology. Parochial points of view in which 
the patient himself is the sole object of study have 
been forced steadily to yield ground to include find- 
‘ings from other disciplines, and the psychiatrist 
Row, perforce, must take into his purview a much 
г range of vision. 
—— With such a plethora of facts and figures, factors 
And theories, an adequate perspective is essential, 
Sum total of all these, quite thoroughly and 
rtially dealt with by the author, makes for a 
full and reliable panorama of the entire field. 
The book’s scope is practically encyclopedic, 
ing quite exhaustively with the fruits of an 
ous amount of thought and investigation by 
reds of investigators. Nevertheless, this work 
leves an integrated unity, as for example: 
1 a theoretical line of attack, Sapir, who 
Was familiar with anthropology, sociology and fy- 
chiatry, tried to find a mid-point between individual 
Psychiatry and cultural anthropology. This middle 


zr " 
2 Bringing the problems of personality disorders 
into a Social perspective makes this book an in- 
Valuable source of referral. Numerous case his- 
MHes illustrate many minute facets. 
State mental hospital, from a psychosocio- 
* Point of view has not received, to date, its 
attention and study. The state hospital was the 
Tühplace of psychiatry and continues greatly to 
ce its practices generally. Weinberg has 
* one of the few large-scale attempts to evaluate 
intramural medinm from the psychosociological 
9f view and has done so quite adequately. We 
Ж fae more of such studies as intramural therapy 
4 further refined. 
Sychiatrists will find this work a valuable ref- 


Ёсе book, Even the intelligent layman, 
Hentie information on mental disorders, will find 
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ProsLems or Consciousness. Transactions of the 
Fourth Conference, 1953. Edited by Harold А. 
Abramson. (New York: The Josiah Macy, Jr., 
Foundation, 1954. Price: $3.25.) 

This slender volume of 179 pages does not solve 
the problems of consciousness but, in the good Macy 
Conference tradition, illuminates and heats them up. 
Perhaps more than in most of these meetings, the 
reader feels the strong disagreements among and 
between the biologists, social scientists, and mappers 
oe MU pene per ЫШАРА to thelr sub- 


Perhaps for this reason, the factual matter in- 
troduced is subordinate to the elaboration of view- 
points. There was, one senses, much heat in the 
discussions—enough to generate at least a dull red 
glow of light, And since this is the fourth, not the 


The first quarter of the book is occupied by 
су ote CE med 
a ion” and the 

à ЖӨ aa ni middle half is devoted to 


Parsons’ “Consciousness and Symbolic Processes” 


ject of this volume is to present a tech- 
nique for the condoct of the initial interview fash 
{опей after our present-day ae ui 
dynamics of the therapeutic interpersonal 
ship. 


tional о ед а kistorical review of the initial « 


3 : hist ele 
into specific aspects of the life ie interview > 


tional diagnostic “medically orient 4 


. 
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and advocate a spontaneous development of each 
interview following the patient's own leads. The 
purpose behind the patient's desire for therapy and 
the manner in which he relates himself to the inter- 
viewer are said to be of particular importance as a 
focus. It is stressed that the interviewer must dis- 
play empathy toward the patient while sensitizing 
himself to factors which maintain good rapport, con- 
stantly reinforcing the patient's desires for help. In 
appraising the presenting problem, the interviewer 
is enjoined to consider the prevailing motivations, 
the patient's capacity to utilize therapy, and external 
factors helping or hindering the undertaking of 
treatment. He is reminded that he must display a 
searching analytical and kindly attitude, and that he 
must permit his mind to rove freely so that he can 
make and test hypotheses freely. 

In evaluating the clinical validity of these ideas, 
it must be admitted that the old method of tabulat- 
ing a mental status in the initial interview is an 
arbitrary and artificial mode of dealing with a 
human being in trouble. The handling of a patient's 

. emotional turmoil calls for а skillful management 
of interpersonal nuances, as well as of multiform 
resistances, misconceptions, and faulty motivations 
—aspects not generally considered during the ini- 
tial interview. On the other hand, a too scrupulous 
observance of the rule of allowing the patient to 
pursue his own leads often results in a concentra- 
tion on restricted aspects of the total problem. 

An important object of the initial interview is to 
smooth the way to the patient’s acceptance of thera- 
peutic help. In order to do this, it is necessary not 
only to establish rapport with the patient, but to 
get pertinent information from him. ‘This enables 
the interviewex to arrange for proper referral to a 
therapist best suited to help the patient in terms of 
the indicated therapeutic method, the estimated op- 
timal goals, and the sundry reality factors that may 
obstruct therapy. Toward this end statistical ma- 
terial will be required covering such aspects as 
identifying data, occupation, income, marital status, 
and previous treatment efforts to which the pa- 
tient has been exposed. It is also necessary to 
clarify prevailing misconceptions about treatment, 
to deal with varieties of resistances to psychother- 
apy, to handle inadequate motivation, to explore the 
level of insight, and to assay tentatively prevailing 
personality strengths and weaknesses. А frank dis- 
cussion of treatment possibilities is furthermore es- 
sential, the patient's responses to recommendations 
being studied and untoward reactions handled. 
Where one does not interrupt the patient's spon- 
taneous account, focusing on pertinent data, and 
asking pointed questions, one will not fulfill these 
objectives. The patient will leave the interview con- 
fused, früstrated, hostile, and, unprepared for what 
ig in store for him when he actually starts treat- 
ment, Additionally, because not enough informa- 
tion has been obtained, he may be exposed to an 
improper referral. Д : 

One gets the impression in reading this book that 

the authors are somewhat too phobic about “data 
» 


gathering” and “fact finding.” Implied is the ita 
that gathering data concerning the nature and se 
verity of the patient's emotional problem, and his 
attitudes toward it, nullifies the establishing ofa 
proper relationship between patient and therapist, 
In this reference one must remember that the pro- 
viding of the proper emotional climate is more con 
tingent on the personality of the therapist than on 
how he technically conducts the interview. Thus a 
pompous, rejecting, hostile or detached therapist 
will communicate his attitudes even in monosyllabic 
utterances as well as in nonverbal responses, The 
patient will pick up these attitudes and respond to 
them. Indeed a well-adjusted therapist who likes 
and respects his patient will establish better rap- 
port by using the old history forms than one who 
has perfected his interview technique and freezes 
the patient by attitudes of detachment or aggression. 
This is not to condone the antiquated mental status 
with its mechanical probing into sensitive spots in 
the patient's life; for neglect of the interpersonal 
elements of the interview, with failure in communi- 
cation of empathy and of respect for the patients 
dignity and rights to self-determination, will nullify 
the purpose of the interview no matter how astute 
the therapist may have been in gathering data. 
While there is no one best way of managing an 
initial interview, one may both allow the patient 10 
maintain the lead, and observe the rules of essenti 
structuring, focusing, and probing. The authors are 
apparently cognizant of this since they admit the 
need for “a question or two adroitly put" and for è 
“diagnostic appraisal.” 
Many of the points emphasized seem to apply Jess 
to the “initial interview” than to the first hec 
wifh the therapist assigned to carry ou 
bie NM the points stressed are valuable 
in consideration of the interviewing process it 
An interesting feature of the book is the innov 
tion in psychotherapeutic teaching method: „ИШ 
the use of long-playing records in conjunction 
printed material. Three initial interviews, са 
tained оп 3 records, are made available to the pul 
chaser of the book at a fair price. This enables 
listener to observe not only the content of the 
sion, but also to discern the emotional tone 0 
interview as revealed by intonations, inflections, 
cents, pauses, and silences. Admittedly vist 
such as gestures and facial expressions, аге М ngs 
parent to the observer in these sound тесого P 
but, despite this limitation, the recordings bein 
important dimension to the interview not com 
in the printed text. wert 
To appraise the value of the recordings, they 
played to a group of psychiatrists. While there 
no uniformity of opinion, the. consensus was ©. 
they were stimulating, instructive, and pr ‘ally 
of much discussion. The third recording eno 
—an initial interview with a schizophrenic 8 
demonstrated an extraordinary sensitivity s 
patient's moods and conflicts, and a fine under 
ing of the technique of interviewing. мр 
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ALCOHOLISM: A Review OF LITERATURE. 
Brookside Monograph No. 1. By R. J. Gibbins. 
| (Toronto: Alcoholism Research Foundation, 


a 


1953. Price: $1.50.) 

"This small book of 57 pages is, as it claims, “A 
- Survey of Current Literature.” The material is 
шуш into 3 chapters—the first, “Etiology,” the 
‘second, “Psychological Investigations of Alcohol 
Addi ” and the third, "Treatment" In general 
it may be said that the selection of material is well 
-made and the conclusions drawn are in line with 
. the best thinking on this subject. While some of 
the references are standard works which are not at 
all recent, a vast majority of references are within 
_ the last 10 or 12 years. The book can, therefore, 
be recommended as a worthwhile survey of recent 

work done on this subject. ' 
K. M. Bf 


Noper Prize Winners IN MEDICINE AND PHYSIOL- 
ogy: 1901-1950. By Lloyd G. Stevenson, 
_ M.D., Ph.D. (New York: Henry Schuman, 
— 1954. Price: $6.50.) 
This book is the third in the series "A Half 
tury of Nobel Prize Winners in Physics, Chem- 
у, Medicine, and Physiology.” It is a useful 
of the advance of medicine during the first 
of the twentieth century, as represented by the 
eat discoveries which have earned for their au- 
the Nobel Prize. 
There haye been 59 Nobelists in the medical 
from Emil von Behring in 1001 to Kendall, 
and Reichstein in 1950. Within the limits 
& book of a little less than 300 pages they must 
ds be dealt with briefly. They are treated 
logically. Under the name of each Nobel 
eate there is first a short biographical sketch. 
follows a description of the work for which 
award was made. This part is in the prize 
в own words—usually an excerpt from the 
obel lecture delivered in Stockholm at the time of 
a eon of the Prize, Firlally there is in 
th case an editorial explanation of the meaning 
of the work, its relation to that of other investi- 
and its consequences in medical practice. 
9 of the so years there was no award for 
workin the medical sciences. Seven of those years 
tre devoted to the world dislocation of two global 
Wars. There are no Nobel Prizes for warfare. 
«Eight awards were for work in мате кр 
y ; Neurosurgery, and psychiatry. four 
these occasions two investigators shared the 
Chronologically, with extracts from the 
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recognition of his work on the physiology of diges- 
Чоп...” Pavlov demonstrated the part played 
by the vagus nerve. The gastric reflexes he de- 
scribed were conditioned reflexes and led to his 
later studies of the conditioned reflex which have 
had so great an influence on physiology, psychology, 
psychiatry, and education, 

1906.—Camillo Golgi (1844-1926), Santiago Ra- 
món y Cajal (1852-1934) —"In recognition of their 
work on the structure of the nervous system... ." 

1927.—]ulius Wagner-Jauregg (1857-1040)— 
“For his discovery of the therapeutic value of ma- 
laria inoculation in the treatment of dementia para- 
lytica.” Wagner-Jauregg first used this method 
(tertian malaria) in 1917. 

1932—Charles Sherrington (1857-1952), Edgar 
Couglas Adrian (1889- — )—"For their discov- 
eries regarding the function of the neurons." Sher- 
rington's The Integrative Action of the Nervous 
System was first published in 1906, latest edition 


1947. 

1936—Henry Dale (1875- ), Otto Loewi 
1873- — )—"For their discoveries relating to the 
chemical transmission of nerve impulses." 

1944.—]oseph Erlanger (1874- ), Herbert 
Spencer Gasser (1888- ) —"For their discoveries 
regarding the highly differentiated functions of 
single nerve fibres.” 

1949—Walter Rudolf Hess (1881- )—"For 
his discovery of the functional organization of the 
interbrain as a coordinator of the activities of the 
internal organs." 

1949—Egaz Moniz (1874- )—"For his dis- 
covery of the therapeutic value of prefrontal leu- 

in cértain psychoses.” Egaz Moniz is the 
founder of “psychosurgery” which has opened new 
chapters both in brain surgery and in the treatment 
of mental disorder. 

It will be noted that of these 8 awards 6 have 
been for work оп the anatomy, physiology, and’ bio- 
chemistry of the nervous system as such, Only 2 
Nobel Prizes were awarded for investigations in 
psychiatry in the strict sense (Wagner-Jauregg 


physical 
inoculation with malaria and in the second by psy- 


chosurgery. No study in the psychology of mental 
ychotherapy 


disorders or in ps: has been selected for 
rd. 

m wnique volumi are brought together the 

greats during 50 years of twentieth-century medical 

science, and їп compiling and interpreting their 

prize-winning contributions Dr. Stevenson has ren- 


Stations, these 8 were: dered a notable service. CBF 
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IN MEMORIAM 


CLARENCE PAUL OBERNDORF, M.D. 
1882-1954 


On May 30, 1954, a coronary attack 
proved fatal to Dr. C. P. Oberndorf. An at- 
tack eighteen months earlier eventually led 
to curtailment of activities. This was ex- 
tremely difficult for a man who has utilized 
good health for a very active life as psychi- 
atrist, author, editor, and leader in allied 
fields. Dr. Oberndorf remained unmarried— 
ап unusual status for a psychoanalyst—and 
undoubtedly this had multiple determinants. 
But not least among them was Dr. Obern- 
dorf's absorption in his chosen field and a 
jealous reservation of his time for it. 

At the turn of the century, young Dr. 
Oberndorf was interning at Bellevue Hospi- 
tal, New York. His attention was directed 
to the plight of patients suffering from neu- 
rotic disturbances, Their treatment, if any, 
was still based on suggestion or shock. He 
often recalled with embarrassment his being 
ordered to treat a patient with pseudocyesis 
by spraying her with cold vichy? However, 
this experierice stirred up a need for greater 
knowledge and adequate preparation for 
psychotherapy. He continued his postgradu- 
ate studies in Europe under Theodor Ziehen 
and Emil Kraepelin. On his return he joined 
the staff of Manhattan State Hospital where 
he participated actively in the early applica- 
tion of Sigmund Freud's theories in the un- 
derstanding of the Psychoses. At that time 
Adolf Meyer was there as director of the 
Psychopathology Institute. On the staff were 
aso young men who later reached hei 
in psychiatry: Macfie Campbell—later [^m 
fessor of Psychiatry at Harvard; David 
Henderson—later Sir David, head of the 
Royal Edinburgh Infirmary; Clarence О. 
Cheney—later Professor of Psychiatry at 
Columbia, and Dr, Samuel W. Hamilton. АП 
of them contributed to 2 spirit of zest and 
enthusiasm in their chosen field. 

In 1909 he became one of the first psycho- 
analysts in private praotice in the United 
States. He also became a close collaborator 


analytic teaching and practice. He was ате 
sourceful therapist and a gifted observer 
who in his early career developed the habit 
of sharing his experiences with others. His 
successful practice did not deter him how- 
ever from returning to Europe (1921-22) 
to enrich his understanding and experience 
by a personal analysis with Freud. Т 

In 1913, Dr. Oberndorf organized а 
psychiatric clinic (as part of the Neurologi- 
cal Service) at Mt. Sinai—one of the first 
of its kind in a general hospital. He at- 
tracted to it young psychiatrists with an in- 
terest in the psychoanalytic approach. Many 
psychiatrists who later established «н 
careers in psychiatry and psychoanalysis ha 
their experience in psychotherapy in the 
clinic. The senior members of the clinic also 
came to serve as consultants on the d 
for patients whose clinical pictures appeare 
to have etiological or secondary psychic fac- 
tors. This involved pioneering work, for, in 
addition to the patients investigated, it was 
oriented to alerting the physicians and suf 
geons to the potency of emotional factors 1 
human ailments; At a time when perti 
analysis in the United States was still i 
established, Dr. Oberndorf skillfully and r 
tiently introduced the nonpsychiatrists on Me 
staff to psychoanalytic principles in both b. 
understanding and management of patien * 
He also introduced occupational there R 
the psychiatric clinic, which in turn le ne 
the establishment of a social club for D 
patients. In this and many other ways dé 
Oberndorf laid the foundation for ien 
present large and active psychiatric servi 
at Mt. Sinai. 

He remained with Mt. Sinai for pe 
yeàrs. From 1925-39 he held the ror 30 
associate psychiatrist. He resigned in ps 
when he failed in his efforts to get a sepa a6 
psychiatric service, However, in 1953 ed ў 
such a separate service was well eun 
Dr. Oberndorf was appointed cons 
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former heads of departments. In addition, 
shortly before his death, Mt. Sinai Hospital 
honored Dr. Oberndorf by establishing a 
“Clarence P. Oberndorf Visiting Psychi- 
atrist Program.” Не was also clinical profes- 
sor of psychiatry at Columbia (1936-53). 
Dr. Oberndorf’s experience at Sinai 
pointed up to him the importance for the 
therapist to have an understanding and 
empathy for the traditions and mores of his 
patients and their ancestors. This led him 
to help in the establishment of the Commit- 
tee on Mental Health among Jews, of which 
ú the now expanding Hillside Hospital is a 
development. He also organized a psychi; 


atric service at what is now the Pleasantville’ 


| Cottage School of the New York Jewish 
Child Care Association and when the Jewish 
| child-caring agencies in New York amalgam- 
ated in 1941, he headed the Department of 
Psychiatry as Director. 
Dr.. Oberndorf’s recognized leadership 
Was further attested by his election to the 
Presidency of leading societies in his chosen 
field: The New York Psychoanalytic So- 
| tety (of which he was one of the founders), 
| The New York Society for Clinical Psychi- 
atry, The Schilder Society, The Ameri- 
tan Psychoanalytical Association, and The 
| American Psychopathological Associatiorf 
| Че was also chairman of the section of 
| Оу and psychiatry of the New York 

cademy of Medicine. To all these organi- 
гы he gave a great deal of time and 


үр. Oberndorf had an impressive person- 
1y, He made many friends and enjo 

| paintaining contact with them. He had the 

EN faculty of putting people at ease. His 

Я for people and delight in conversation 

| 3 it easy for others—no matter of what 

58 ОГ status—to benefit from his advice. 

5 early as medical school days, when he 

End as assistant in the operating room he 

RN ed attention by his unusual conversa- 

i ability with -patients being operated 

| Pn under local anesthesia. Their attention 

n. distracted to the benefit of patient and 

of a (This experience was probably one 

i € determinants for the choice of psyehi- 

| M аз а profession.) His informal manner, 

егей with a charming “kidding,” always 

ulated exchange of opinions. It was a 


special pleasure for younger colleagues to 
talk things over with “Oby” (as his friends 
called him). One could always rely on his 
wide experience and interests and one did 
not have to fear to venture with new ideas, 
because “Oby” himself never gave up the 
search for new ways and means of handling 
psychic disturbances. 

With patients, Dr. Oberndorf's point of 
view was warmly clinical. He was human- 
being sensitive and was dedicated to the un- 
derstanding of the patient, solicitude for his 
welfare, and a consistent effort to alter the 
abnormal elements. Even in long and tedi- 


'ous investigations, he always kept in mind 


the reasons which brought the patient to him. 
Even though the years brought great suc- 
cess and Dr. Oberndorf attained an impor- 


'tant place as therapist and author in American 


and international psychiatry and psycho- 
analysis he never lost his human touch and 
warmth. It has been my privilege to accom- 
pany “Oby” when he spoke to the sick, when 
he discussed a matter with an interested 
physician, when he strove vigorously to 
make his point, when he tried to do so via a 
pointed anecdote, or when he merely nodded 
his head and maneuvered his participating 
eyes. In all 6f these there was a strong feel- 
ing of shared interest, a comaradérie, a spirit 
of good fellowship. 

Early in his academic years Dr. Obern- 
dorf engaged in writing; he even hoped to 
make journalism his career. Later, as an 
analyst, he was greatly amused when a friend 
said to him: “Well, what are you now? 
Only a fellow snooping around in the affairs 
of other people like any small-time journal- 
ist. The difference is now you have it 
brought to your door and get paid for it to 
boot? He utilized his literary talent in his 
scientific work. He wrote more than 120 
scientific papers. A few early papers on neu- 
rology were followed by'papers on general 
psychiatry. However, the bulk of his papers 
were in the sphere of psychoanalysis, and 
were proof of his strong consistent interest 
in problems of therapy. Difficult, ‘nontypical® 
cases fascinated and stimulated him and led 
to a number of important contributions on 
{Не phenomena of depersonalization, unre- 
ality, and related states. For the last decade — . 
of his life he focused his writing on the prob- K 
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lems of results of therapy. He shared with 
others his puzzlement about failure of anal- 
ysis in cases where it ought to succeed. Some 
colleagues misunderstood this effort and in- 
terpreted it as a sign of disappointment in 
psychoanalysis. But to them Dr. Oberndorf 
would say “Successes I take for granted. My 
failures are a source of concern to me.” 

He was also the author of three books: 
The psychiatric Novels of Oliver Wendell 
Holmes, a study of psychiatric insight in the 
portrayal of characters in the pre-Freudian 
era; Which Way Out, a utilization in story 
form of psychiatric principles, and 4 His- 
tory of Psychoanalysis in America. This 
was written largely from the point of view 
of an active participant. He knew intimately 


many of the leaders and followed clo 
their ideas and activities. In addition he wa 
for years Associate Editor of the Int 
tional Journal of Psychoanalysis and of 
American Journal of Psychiatry. 

For a man with a predilection for the ex. 


Dr. Oberndorf didn’t make persistent en 
mies. His lofty idealism and thought 
through orientation served to lessen the 
anger of his opponents. He was also guided 
by a clinical principle of using only a toler-| 
ated dosage and calling on the time factor | 
for assistance. His active participation, criti- í 


‘gal orientation, and helping devotion will be 


missed by many. 
f PAuL Соогкев, M. D. 
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A STUDY OF PSYCHOTHERAPEUTIC RELATIONSHIPS BETWEEN 
PHYSICIANS AND SCHIZOPHRENIC PATIENTS 


JOHN С. WHITEHORN, M.D. лмо BARBARA J. BETZ, M.D,1; 2 
Battimore, Mp. 


A major presenting obstacle in the psy- 
chotherapy of schizophrenic patients is their 
characteristic lack of readiness to accept the 
physician, or any other person, as a working 
partner in a personal relationship. Schizo- 
phrenic illnesses have a marked tendency to 
chronicity, and it may be that this tendency 
results from the persistent interpersonal au- 
tism which often seems so intractable. In the 
early years of this century the possibility that 
schizophrenic patients might actually become 
engaged in a meaningful personal relation- 
ship, with therapeutic benefit, was not widely 
credited. Much personal experience and 
observation has brought convincing evidence 
that'the schizophrenic patient is not absolute 
in his inhospitality to overtures from others. 
The meaning of the social distance main- 
tained by the schizophrenic patient has be- 
Come increasingly intelligible as a sensitive 


_ interpersonal pattern of separateness, moti- 


vated by a fearful and hateful lack of faith 
in himself and others. y 

This motivational understanding of the 
Schizophrenic patient's social wariness pro- 
Vides a rational basis for meaningful psy- 
chotherapeutic efforts to modify the patient's 
Personal attitudes, in the direction of greater 
trust and confidence in himself and others. 
е Physician’s modes of participation and 

€ patterning of his therapeutic role to effect 
Such attitudinal modification are important 
a — 


*From the Henry Phi iatri inic of 
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салод in part by funds from the Scottish Rite 
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matters for clinical inquiry and experimen- 
tation. 

One natural method for studying this 
problem is for the psychiatrist, with increas- 
ing experience, understanding, and wisdom, 
to apply himself to the task of individual 
therapy, in patient after patient, to observe, 
then, whether the patients seem to gain in- 
creasing benefits; and to attempt to analyze 
these interpersonal transactions to ascertain 
if possible what has been helpful and what 
has not been helpful. To a certain extent it is 
possible for one, in a planned way, to vary 
somewhat the style and method of attempted 
psychotherapy ; but this experimental method 
has serious limitations, It is difficult for one 


* physician to plan and maintain crucially dif- 


ferent approaches and attitudes and patterns 
of interaction, for the sake of planned experi- 
mentation, because some of the significant 
variables appear to be manifestations of the 
physician’ own personality characteristics, 
not readily changed by planned effort. 
During the past decade it has been possible 
for us to organize and carry out a better job 
in this technically difficult field, by analyz- 
ing the differences between different physi- 
cians and their different styles of transac- 
tions with schizophrenic patients, and by 
making systematic comparisons designed to 
reveal the differential effects on patients’ 
ss and outcome. 
u^ purpose of this paper is to report a 
study of the relationships between patients 
with a schizophrenic illness and their physi- 
cians, and the effects thereof on the patient's 
clinical progress. The empirical facts which 
we sought to scrutinize and characterize may 
be sorted roughly into 4 categories: (т) the 
$t relationship established by the pa- 
tients with their physicians; (2) thé types of 
diagnostic perspectives in which the physi- 
cians view their patients; (3) the types of 
strategic goals selected as the primary focus 


* of therapy; and (4) the types of tactical pat- 


terns utilized in therapy with the patients 
The study was designed to explore thes*. 
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clinical phenomena in as factual and objec- 
tive a way as possible. 

For the purposes of this study attention 
was focussed on the psychotherapeutic re- 
lationship of 14 physicians and 100 schizo- 
phrenic patients. The physicians were all 
members of the resident staff of the Henry 
Phipps Psychiatric Clinic at some time be- 
tween the years 1944 and 1952. The schizo- 
phrenic patients whose relationship to these 
physicians and whose clinical progress are 
characterized were all residing in the hospital 
during their period of teatment. Each pa- 
tient was treated individually by one of the 
14 physicians during the period of hospitali- 
zation. The characterizations of the thera- 
pists and the patients are based on data re- 
corded in the individual case records by 
physicians and nurses during the time when 
treatment was in progress. 


THE CASE RECORDS 


The empirical facts upon which this study 
is based have been obtained by analysis of 
the material in our case records. In addition 
to the usual historical and clinical data there 
are 3 sections in each of our records that 
proved of special usefulness for, research 
Purposes. One is a section called the Per- 
sonal Diagnostic Formulation in which the 


> physician records his diagnostic understand- 


^^ ufideractive, or “odd” 
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ing of the patient’s illness and personality 
problems and states his aim in treatment and 
his plans for realizing these aims. Another is 
called Therapy and Progress in Personal Ad- 
Justment. This is written at the time of the 
patient’s discharge and is a brief record of 
what was aimed for in treatment, how treat- 
ment was managed, and how the patient pro- 
gressed. A third useful section of the case 
records was the Behavior Chart. This is a 
gtaphic chart on which the nurses’ daily ob- 
servations of the patient are recorded, sup- 
plemented by descriptive notes of the pa- 
tient’s behavior. The items marked on the 
chart are organized in 4 zones according to 
whether’they characterize normal, overactive 
behavior (hallucina- 
tions, delusions, mannerisms, etc), Such 
charts have been kept in this Clinic since 
1914 and have proved Tealistic, sensitive 
pone of changes in the patient's be- 
avior both in favorable and unfavorable di- 
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rections. Since they are kept by the nurses 
they provide a second record of changes in 
the patient's behavior during his period of 
hospitalization, independent of the physi- 
cians' judgments. 


THE PHYSICIANS 


Tn selecting the physicians for study in the 
present investigation 2 criteria were set up. 
It seemed desirable, first, that the physicians 
have a comparable amount and range of per- 
sonal clinical experience; and, second, to se- 
lect physicians some of.whom ranked high 
and some of whom ranked low in favorable 
treatment results with schizophrenic pa- 
tients, with a view to seeing whether differ- 
ences existed and could be highlighted. A 
list of physicians was assembled each of 
whom had treated a minimum of 4 schizo- 
phrenic, 4 depressed, and 4 neurotic patients. 
Thirty-five physicians met this requirement? 

The improvement rate for schizophrenic 
patients achieved by each of the 35 physi- 
cians was then calculated by dividing the 
number of patients discharged improved by 
the number treated. The 35 physicians were 
then listed in descending order. The im- 
provement rates were found to range from 
100,076 to 00%; the average improvement 
rate was 50.6%. The 7 high-ranking physi- 
cians (hereafter referred to as Group A Phy- 
sicians), with improvement rates ranging Є 
tween 68.0% and 100.0% (average 75%) 
and the 7 low-ranking physicians (hereafter 
referred to as Group B Physicians), with im- 
provement rates ranging from 0.0% to 340% 
(average 26.9%), were then selected for the 
present study. 


SELECTION AND CHARACTERIZATION 
OF PATIENTS 


The schizophrenic patients involved аге, of 
course, the patients of these 14 physicians, 
who as it happened had treated a total of 103 
schizophrenic patients. This number is 
routided off to тоо as a statistical eom 
ence, by eliminating 3 who had the short? 
hospital record. b 

Of*these тоо patients, 48 were treated by 


0 
з Actually, these 35 physicians were found a 
have treated an average of 9 schizophrenic, 13 
Pressed, and 9 neurotic patients. 
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the Group A physicians with 36 (75.0%) 
discharged improved. Fifty-two were treated 
by the Group B physicians, with 14 (26.976) 
discharged improved. 

These 100 patients are a particularly suita- 
ble sample for studying psychotherapeutic 
phenomena since only ro of them received 
shock therapy. Of the 5 patients who received 
insulin shock therapy, 1 was discharged im- 
proved. Of the 5 patients who received elec- 
tric shock therapy, 3 were discharged im- 
proved. Further studies are planned, by 
similar methods, on a series of insulin-treated 
schizophrenic patients, to gain a clearer view 
of the psychotherapeutic processes involved 
in their progress and outcome. 

Improved and Unimproved Categories of 
Patients.—Of these roo patients, 50 were 
considered “improved” at the time of dis- 
charge and 5o “unimproved.” What does 
this mean? In this clinic, the appraisal of the 
Patient’s condition at discharge is made not 
only by the physician who treated the patient, 
but also by the senior resident psychiatrist 
and by the psychiatrist-in-chief. Any per- 
Sonal bias of the individual physician is thus, 
Presumably, subject to correction by the clin- 
ical judgment of more objective observers. 

or purposes of a scientific inquiry, however, 
Particularly in a study like the present one 
Where the clinical progress of patients is it- 
self used as a major criterion for evaluating 
Psychotherapeutic processes, objective evi- 
dence supporting the validity of the appraisal 
of the patient's progress is desirable. Such 
fvidence was sought, and is presented in 
Table r, in relation to 4 kinds of events 
Which are independent of the physician's sub- 
Jective impressions. These events are: (1) 
the disposition of the patient at the time of 
discharge—whether discharged to the com- 
Munity or transferred to another hospital; 
2) increased participation in social relation- 
Stips with other patients, as recorded in the 
ly notes kept by the nurses; (3) increased 

a Cipation in the clinic activity programs, 
ар, corded in nursing and occupational ег- 
Py reports; and (4) changes in Behavior 
mast markings (Figure т). The number of 
atkings in each of the 4 behavior Zones 
"ved the first ro days after admission and 
© last то days before discharge were 


i C'inted and the direction of the shift noted. 
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TABLE 1 
EwimENcE 50РРОВТІМС AccURACY ОЕ DISCHARGE 


APPRAISAL OF CONDITION OF PATIENTS AS 
"IMPROVED" ок “UNIMPROVED” 


Im- Unim- 
proved proved 
(so (so 
patients) patients) 
Discharge to community *...... 45 25 
Showed increased participation 
with other patients *......... 33 7 
Showed increased participation 
in clinic activity programs *.. 38 10 
Im- Unim- 
proved proved 
(47 (43 
patients) patients) 
Changes in Behavior Chart 
markings T 
a. More normal marks f...... 29 14 
b. More overactive§ ........ 17 23 
c. More underactive || .. 14 28 
d. More "odd" * ............ 3 20 
* Di signifi E level. 
t Mice enr 5 иса, 47 improved and 43 
unimproved. 
t Difference si acu at 08 level. 
i Diference significant at от level 


These data complement and support the 
clinical appraisals of the patient's clinical 
progress. 

The quality of improvement made by the 
50 patientS whose progress was considered 
favorable may be characterized briefly. Im- 
provement was evaluated under 3 headings : 
(1) symptom decrease only—21 patients ; 
(2) symptom decrease and increase in social 
effectiveness only—17 patients; and (3) 
symptom decrease, insight increase and in- 
crease in social effectiveness—12 patients. 
None of the 5o patients who were considered 
unimproved fell into amy of these 3 cate- 

ries. 
qo A and Group В Categories.—Ot 
the тоо patients studied, 48 were treated by 
the Group A physicians and 52 by the Group 
B physicians, with markedly contrasting 
rates of improvement.' Why did 75% of 
Group A patients improve, whereas only 
27% of Group B patients improved? How 
can this difference be accounted for among 
physicians whose fevel of training and clin= 
cal experience are so comparable? Three 
possible explanations suggest themselves and 
"will be weighed in«relation to this particular 
series of 100 patients and their therapists. , 

1. Were the patients òf the Group A phy- . 
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sicians clinically "easier" cases than those of 
the Group B physicians, with a more favora- 
ble prognosis from the start? 

"This possibility was weighed by comparing 
the 48 patients treated by the Group A phy- 
sicians with the 52 patients treated by the 
Group B physicians in respect of the personal 
and clinical items listed in Table 2. The in- 
cidence of each of these items in the patients 
treated by the two groups is shown. To the 
extent that the characteristics selected for 
comparing these 2 groups are valid for the 
purpose, the 2 groups appear to have been 
quite comparable when treatment was begun. 
The Group B patients had a slightly higher 


level of education, and also a few more of 
them manifested hallucinations and manner- 
isms, but the difference between the 2 groups 
is not great enough to be of statistical 
significance. 


2. Were the Group A physicians “better 


therapists" than the Group B physicians, with 


greater general therapeutic aptitude, so that | 
their patients, regardless of diagnostic cate- | 


gory, might be expected to make more fa- 
vorable clinical progress? 

In a larger study of the therapeutic effec- 
tiveness of 35 members of our resident staff, 
we have found that the effectiveness of in- 
dividual physicians varies according to the 
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TABLE 2 


CoMPARISON OF PERSONAL AND Socrat DATA AND 
оғ CLINICAL AND PERSONALITY CHARACTERISTICS 
or SCHIZOPHRENIC PATIENTS TREATED BY 
Group А AND Group B PHYSICIANS 


Group A Group B 
physicians physicians 
Toal patleate), patents) 
Personal and social data 
T Males .......;. 45 20 25 
2. Age under 30... 62 31 3I 
3 Married ....... 38 19 19 
4 High school or 
more EE 76 33 43 
5. Working until 
ДО: 70 35 35 
Personality characterization 
1, Sensitive + 95 « 46 49 
2, Shy .. 82 38 44 
3. Submissive . 66 33 33 
4. Stubborn ...... 40 19 21 
5. Outgoing, lively. 39 20 19 
6. Eccentric .. 28 13 15 
Clinical characteristics 
І. Does not talk М 
{геу vesies 47 22 25 
2. Mannerisms ... 39 14 25 
$. Hallucinations . 37 14 23 
4. Delusions 28 33 
5. Angry ..... 21 26 
6, Fearful 28 25 
Duration of illness 
under 4 months.. 36 20 16 
Diagnostic subdivision х ы 
1. Undifferentiated. 54 24 30 
2. Paranoid ...... 22 10 = 
3, Paranoid state.. 9 4 5 
4, Catatonic ...... 5 3 
$ Hebephrenic ... 2 I Б 
6. Other (simple, la- „ 
tent, schizoid). 5 4 * 


type of patient. One's improvement rate with’ 
P р: 


Schizophrenic patients does not correlate 
highly with one’s improvement rate with de- 
Pressed or neurotic patients. In particular, 
the Group A physicians who showed, in com- 
Parison with the Group B physicians, nearly 
3 times as high an improyenient rate in their 
Schizophrenic patients, did not show, in their 
treatment of depressed or neurotic patients, 
Significantly higher improvement rates than 

Group B physicians, and hence their suc- 
ess with schizophrenic patients could not be 
attributed to greater gefieral therapeutic 
aptitude, Д 

3: Did the Group A physicians treat their 
Schizophrenic patients in a significantly dif- 
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ferent way than the Group B physicians? 
Did these patients' better response to treat- 
ment depend upon distinguishable differences 
in physicians' approach or mode of participa- 
tion in psychotherapy? 

To find reliable empirical answers to these 
questions constitutes the main effort of this 
study, and it may be stated that the data pro- 
vide evidence for affirmative answers to these 
questions. We sought to check and recheck 
and to particularize these affirmative answers 
by appropriate analyses of the facts available 
in our records. 

Abstracting the Case Records to Charac- 
terize Physicians’ Approach and Patients’ 
Reaction.—A reading of the тоо case records 
gave an impression of the kinds of pertinent 
data which one might expect to find consist- 
ently recorded. A check list was then pre- 
pared to indicate the following phenomena: 
(1) the type of improvement; (2) the type 
of relationship which the schizophrenic pa- 
tient made with the physician; (3) the type 
of diagnostic perspective with which the phy- 
sicians viewed the patient; (4) the type of 
strategic goals selected by the physicians as 
the primary focus of therapy; and ( 5) the 
type of tactical pattern utilized by physicians 
in actual contacts with the patient. This 
check list is shown in detail iy Table 3. It 
was filled out for each of the roo schizo- 
phrenic patients by abstracting the appropri- 
ate data from the individual case record. It 
will be noted that Table 3 is divided into 5 
major categories. A reliability check was 
done to determine how reliably the case rec- 
ord material could be categorized under these 
5 major headings. A random sample of 10 
cases was abstracted and categorized inde- 
pendently by each af the authors. Perfect 

reement was reached in categorizing Out- 
come" and "Type .of Physician's Personal 
Formulation." Agreement was obtained in 9 
out of то cases in categorizing “Туре of Re- 
lationship of Patient to Physician" ; in 8 out 
of 10 cases in categorizing “Туре of Tactical 
Pattern Utilized by Physician" ; and in 7 out 
of то cases in categorizing “Туре ôi Stra- 
tegic Goals Selected by Physician. These 
findings indicated good reliability. All subse- 
quent statistical comparisons in this paper 


In some instances patients 
А 


є 


A. Outcome 
IS pEOVed OA ы Таш кетш Sar ced erect 
1. Symptom Decrease 
A “ 
3. “ “ 


В. Type of Relationship of Patient to Physician (Check one) 


I. Less Confidential (More autistic) 
т. Superficial social .. Bite 
2. Passive withholding 
3. Aggressive rejecting .. 
II. More Confidential (Less autistic) 
4. Accepts some support; depends 
5. Depends and confides........... 


6. Depends, confides, and evaluates... . 
7. Depends, confides, evaluates with problem solvi. 
Others Ai acta ннн ne tee 


ш. 
IV. Data not recorded...... Aet 


C. Type of Physicians "Personal Formulation" (Check one) 
т. Description and/or narrative biography only........ PCS ANS JU POTENT S P 


2. Motivational (perceives themes, meanings in attitudes and behavioral patterns, patient's {65 
ings: interpersonal and intrapersonal factors) 


3. Other 


7. Data aot recorded. ....... 


E. Type of Tactical Pattern Utilized by 
1. Practical care only 
2. Primarily passive, permissive... Б 
3. Interpretation, instruction prominent 
4 Active personal participation (realistic, 

one self-deprecatory attitudes, 


change of physicians, usually because the phy- 
Sicians were shifted to other duties. Ina few 
instances the change was considered desira- 
ble for the patient’s welfare. For the purpose 
of this study we haye designated as the pa- 
tients physician the one who Was so serving 
at the time of the patient's discharge, and it is 
the record of his work with the patient which 
has been abstracted, ^ 
Comparisons and Contrasts.—Tables 4,5, 
6, and 7 present the factual material in a 
manner designed to test their relevance for 
improvement. The letters 4 and B are used 
in the various compartments to indicate pa- 
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TABLE 3 
CHECK List ror CATEGORIZING THE DATA IN THE CAsE RECORDS 


¢ + Increase in Social Effectiveness .. 


teens 


Physician (Check one) 


honest disagreement, set limiis 


eraction, initiative in sympatheti 


tients treated by physicians of Group А 0 
Group B. L 
Table 4 shows the high association be 
tween the patient's improvement and the tyP* 
of relationship he developed to his physica 
Of 48 patients who developed more con 
dential relationship with their physicians $^ 
improved (27 А and 11 B) ; and of 52 W 
developed less confidential relationships, # 
did not improve (9 A and 31 B). This di Я 
ence is statistically highly significant, bey "li 
the .oor level, which means that the liki 1 
hood that it occurred by chance is less that 


17 
in 1000. This distribution of A's and P? 
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strongly suggests that the Group A physi- 
cians obtained their better improvement rates 
by their ability to gain the confidence of 
their patients. (The other tables give some 
indications as to how they gained this confi- 
dence.) But it is also suggested from Table 4 
that when improvement did occur despite a 
less confidential type of patient-physician re- 
lationship, it was largely the A Group who 
obtained the improvement (9 A and 3 B); 
also when improvement did not occur, de- 
spite a more confidential patient-physician 
relationship, it was largely the B Group who 
failed to obtain the improvement (3 A and 
7 B). i Г 
Another point apparent, оп inspection of 
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Table 4 is the higher quality of improvement 
associated with increasingly greater confi- 
dence shown by the patients in the physician, 
this higher quality being manifested in in- 
creased social effectiveness and increased in- 
sight, in addition to decreased symptoms. 
Table 5 was designed to test the relation 
of improvement to type of “Personal Diag- 
nostic Formulation” made by the physician. 
The prevailing attitude in the Phipps Clinic 
is to foster an understanding of the patient's 
troubled life in terms of his personal ex- 
periences—the meanings and motives that 
can be discerned or inferred by observation, 
acquaintance, discussion, and reflection, This 
prevailing attitude of seeking and formulat- 


TABLE 4 
DIFFERENCES IN IMPROVEMENT ACCORDING TO Кімрѕ ОР RELATIONSHIP OF PATIENT TO PHYSICIAN 
A—Group A 
B—Group В 
Improved 
eo. mmm 
к ; Р + Increased I Чаш 
Relationship of patient to pcs SET Total otal 
Less Confidential 
1. Superficial social ........ es as 
* BB 
E 
оо ОЕПС СЕЕ 
ААААА 
4 й ч АА 
2, Passive withholding ..... AA A 12 40 BBBBB 
ВВВВВ 
BB 
a S —=--—-—-— 
4 А 
ВВВВВ 
3. Aggressive rejecting .... ААААА В BBBBB 
BB 


—— OT ——— 


More Confidential 


4. Accepts support, depends.. AAAAA ААААА АА A 
AA BBB 
BB BBBB 
E REE E E E í 
AA 
5. Confides AAAAA A ы "^ ВВВ 
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ing a motivational understanding of behavior 
is not necessarily tied to the hypothesis of a 
psychogenetic etiology of the illness. It is 
equally consistent with melioristic aims or 
rehabilitation, as part of a general humanistic 
approach to all kinds of patients. Schizo- 
phrenic patients are obviously rather difficult 
for many persons to understand, and it is 
notable that, despite the prevalent attitude in 
the clinic, no motivational interpretation was 
formulated by their physicians in 30% of the 
schizophrenic patients of this series. Their 
Personal Diagnostic Formulations were es- 
sentially description and/or narrative biog- 
raphy. This fact made possible the construc- 
tion of Table 5. Perhaps the most striking 
fact shown here is that very few patients im- 
prove (only 4 out of 30) when their physi- 
cians do not formulate in the clinical record 
some motivational understanding of their re- 
actions. Їп contrast, of 69 patients whose 
physicians formulated some motivational un- 
derstanding, 45 improved (33 A and 12 B). 
This difference is statistically highly signifi- 
cant, at the .оот level. The physicians of the 
A Group much more consistently recorded 
motivational formulations (in 41 out of 48 
cases) than did the B Group (in 28 out of 51 


> TABLE 5, 


DIFFERENCES IN Improvement ACCORDING ТО ТҮРЕ or PHYSICIANS’ 
“PERSONAL DIAGNOSTIC FORMULATION" 
A—Group А 
y B—Group B 


Improved d 
M ——————————À 
Increased 
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cases) and it is suggested that this 
in approach is a strong factor in dete 
the relative therapeutic failure of 
Group. 

We shall not undertake, in this commu 
cation, to discuss the correctness or in 
ness of the motivational formulati 
corded in these case records or the cue 
techniques used in arriving at such formi 
tions. In general, many kinds of pe 
issues get involved in any troubled beha 
problem of schizophrenic type, as well 
other types; hence, many different me 
can be distinguished in the symptoms. 
behavior. A perception and understandinj 
some one of these meanings may be ai 
good basis for a psychotherapeutic part 
ship ; while a different physician might, in 
same patient, perceive and understand а 
ferent meaning. Both might be equally va 
and equally useful рзубһоблегаренЧса у 
the other hand, there is such a thing ag 
error, and a physician can make serious 
rors in his interpretation of the meani 
a symptom, or a bit of behavior. Suche 
may seriously impede therapy; in other j 
stances errors may break the ice, so to sp& 
and be mutually helpful toward better unde 


Unimproved 


Type of icians" “personal Decreased li ‘ial 
[ir EN iie symptoms eiectivencss B ron Total Total 
: A 
BB. 
Description and/or Маани BB 
Biography .......... Кы ji M 4 т 
Де АЛАДА 
Мааны Mies io «аы UU AAAAA AAAAA ААААА 
vie у | aye: AAAA. з ААДА 45 
7 ВВВ ВВВВ ВВВ 
Data not recorded. ...,,.. РСА B 
ў І 
Totals... 1... ПО 
: 50 
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standing and communication. For our pres- 
ent purpose we have merely noted whether 
the physician did or did not include motiva- 
tional interpretations in his personal diag- 
nostic formulation of the patient. 

Table 6 presents the correlation between 
the patient’s improvement and the type of 
strategic goal selected by the physician. The 
fourth category represents the physician’s 
aim of developing in the patient a better un- 
derstanding of his capabilities and his po- 
tentialities for constructive resolution of his 
conflicts and troubled: life situations. The 
fifth category represents the aim of develop- 
ing and utilizing a dependable and meaning- 
ful personal relationship between patient and 
physician of a type which would serve to 
foster a new start toward greater confidence 
and freedom and some growth in maturity of 
personality. In Table 6 these 2 categories are 
combined as “Personality-Oriented Goals,” 
and categories 1, 2, and 3 are combined as 
“Psychopathology-Oriented Goals.” 
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These types of goals were not irrespon- 
sibly “dreamed-up” by the physicians merely 
because they seemed desirable, but were de- 
veloped from the study of a patient's char- 
acteristics and history and were, of course, 
intimately related to the types of “Personal 
Diagnostic Formulation” developed for that 
patient. 

The high association between the patient’s 
improvement and the personality-oriented 
type of goals set by the physician (statisti- 
cally significant beyond the .oor level) ap- 
pears to reflect the favorable influence of the 
physician who finds in the study of his pa- 
tient a basis for understanding personal 
meanings and who, on that basis, formulates 
a goal which is positively personal rather 
than merely antipathological. The physicians 
of the A Group more consistently formulated 
personality-oriented. goals (in 35 out of 48 
cases) when compared with those of the B 
Group (in 21 out of 50 cases). 


TABLE 6 


Dirrerences tw Improvement Acconomo TO Tyre or STRATEGIC GOAL Serecrep BY Pu 


ilius QU MSN T 


Increased 
NUUS 


Decreased 


SICIAN 


Unimproved 


+ Increased Total Total 


Type of Strategic Goal symptoms effectiveness insight : 


I. Psychopathology-oriented 


Goals AA 
AAAAA AA A BBBBB 
I, Supervised living or B B BBBBB 
symptom decrease ... BBB, 
оаа А 
2. "To increase socializa- 12 зо ВВВВВ 
Чоп” ТООН B B BB 
=e Н 
йш А АА 
3. Insight into symptoms BBBBB 


or psychopathology .. 


Ц, Personality-oriented Goals , . А 
4. Insight into personal is- AAAAA SEN BBBB 
AAAAA 
5. Interacting relationship AAAAA ААААА AAAAA 37 AM S 
between patient and А AAAA е 
Physican B 
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In Table 7 improvement is seen to be 
highly associated (statistically significant be- 
yond the .oo1 level) with the tactical pattern 
which has been characterized as “active per- 
sonal participation." Inclusion in that cate- 
gory means that the record shows that the 
physician, in his transactions with his schizo- 
phrenic patient, manifested initiative in sym- 
pathetic inquiry, expressed honest disagree- 
ment at times, sometimes challenged the 
patient's self-deprecatory attitudes, set realis- 
tic limits to what he could accept in the pa- 
tient's behavior and avoided getting caught 
permissively, so to speak, in the patient's ob- 
sessive-compulsive patterns of control and 
manipulation. "These characteristics are rec- 
ognizable as manifestations of an attitude of 
respectful and sympathetic independence, on 
the part of the doctor toward the patient, 
combined with the expectation that the pa- 
tient also has potentiality for respectful in- 
dependent action. 

The use of such tactics in appropriate situ- 
ations is regarded very favorably by the chief 
of the service and other consultant person- 
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nel, and they were found to be used ina 
fairly high proportion of the cases (39), 
particularly by the A Group of physicians 
(in 31 out of 47 cases), not so much by the 
B Group (in 8 out of 46 cases). Among the 
39 patients whose records showed the use of 
this tactical pattern, only 6 did not improve, 

Improvement is much less frequently 
shown in Table 7 for the 3 other tactical 
patterns noted, which were, in. the order of 
most frequent use: passive permissive (26 
cases of whom 9 improved) ; interpretation 
and instruction (15 cases of whom 4 im- 
proved); and practical care only (13 cases 
of whom 3 improved). 


SuMMARY 


In a study of the therapeutic successes 
and failures of 35 physicians, members of 
the resident staff of the Henry Phipps Psy- 
chiatric Clinic between 1944 and 1952, it has 
been found that success with one type of 
patient does not correlate very highly with 
success with a different type of patient, To 


TABLE 7 
DIFFERENCES IN IMPROVEMENT ACCORDING TO TYPE ОР TACTICAL PATTERN Usrp BY PHYSICIAN 
A—Group A 
o B—Group B 
Improved 
ксы Pean aind OMM 
+ Increased Unimproved 
Decreased ii increased 
"Type of tactical pattern symptoms PUE insight Total Total ШЕ 
т. Practical care ошу........ AA А ААА 
ВВВВВ 
BB ' 
——— = uie oe qeu xu pues -z 
y у р АА АА 
2. Passive Permissive ........ B BBBBB B 16 38 ВВВВВ 
» BBBBB 
\ ВВВВВ 
7 Em 
3. Interpretation and instruc- ААА A АА 
tón РОО ТЯ ВВВВВ 
BBBB 
^ AAAAA 
4. Active personal participa- AAAAA AAAAA AAAAA 
ME co ОРА * AAAA ва 
ү, ВВВВ | ВВ зз 6 ВВ 
3 А 
Data not гесогйей............. B 4 5 6 ВВВВВ 
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get a wide range of empirical facts, regard- 
ing factors significant for the improvement 
of schizophrenic patients, we selected for 
comparison 2 groups of patients, the A 
group 48 in number and the B group 52 in 
number, the A. group having been treated by 
the 7 physicians who were most successful 
with schizophrenic patients and the B group 
by the 7 physicians who were least successful. 

In the A group 75% of the patients were 
improved at discharge; whereas only 27% 
of the B group were improved. 

So wide a difference can not be attributed 
simply to inherent differences between ће A 
and B groups, because a detailed clinical 
comparison indicates only „slight differences 
not statistically significant. 

From analysis of nurses' notes, charte, con- 
ference notes, and other portions of our case 
records which served ta supplement and 
check the physicians’ notes, comparisons 
have been made as to differences in the way 
the physicians worked with these patients, 
and the way the patients responded. The 
comparisons and contrasts of these empirical 
facts, presented in Tables 4, 5, 6, and 7, indi- 
cate that improvement in the schizophrenic 
patient is most likely to occur: 

(1) when the physician indicates in his 
personal diagnostic formulation some grasp 
of the personal meaning and motivation of 
the patient’s behavior, going beyond mere 
clinical description and narrative biography ; 

(2) when the physician, in his formulation 
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of strategic goals in the treatment of a par- 
ticular patient, selects personality-oriented 
goals rather than psychopathology-oriented 
goals, i.e., aims at assisting the patient in 
definite modifications of personal adjustment 
patterns and toward more constructive use of 
assets rather than mere decrease of symp- 
toms or vague “better socialization” ; 

(3) when the physician, in his day-by-day 
tactics makes use of “active personal par- 
ticipation,” rather than the patterns "passive 
permissive,” “interpretation and instruction,” 
or “practical care.” 

These findings have been tested by statis- 
tical methods and are statistically significant 
beyond the .001 level of mere chance. 

There is a similarly high association be- 
tween improved condition at the time of a 
patient's discharge and the development by 
the patient, while in treatment, of a trusting, 
confidential relationship to the physician, 

We interpret these empirical findings to 
mean that in the psychotherapy of schizo- 
phrenic patients success is to à large extent 
determined by the differences found among 
physicians in the extent to which they are 
able to approach their patients’ problems in а 
personal way, gaina trusted, confidential re- 
lationship and participate in ап active, per- 
sonal way in the patient's reorientation to 
personal relationships. Techfiques of pas- 
sive permissiveness, or efforts to develop in- , 
sight by interpretation appear to have much 
less therapeutic value. 
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ARTERIOSCLEROTIC MUSCULAR RIGIDITY WITH SPECIAL 
REFERENCE TO GAIT DISTURBANCES * 


CLINICO-ANATOMIC STUDY or Two Cases 
WALTER L. BRUETSCH, M.D. лмо CLIFFORD L. WILLIAMS, M.D. 
INDIANAPOLIS, IND. 


Arteriosclerotic muscular rigidity was first 
described by Foerster in 1909(1,2). The 
syndrome consists of a progressive muscular 
rigidity, slowness of movements, various 
types of gait disturbances, and mental de- 
terioration. The rigidity involves the muscles 
of the extremities, the trunk, the neck, and 
face, and even the muscles of the eyes. The 
affected muscular groups appear hard to the 
touch. 


MUSCULAR RIGIDITY 


Frequently, there is marked rigidity of 
the neck. By pressure on the head the entire 
body can be moved in any direction. In 
turning the patient in bed, the body can be 
rolled over like a log of wood. Because of 
the muscular stiffness it is particularly diffi- 
cult for the patient to change from a recum- 
bent into a sitting position. After spending 
a night outstretched in bed, the ‘patient at 
times is unable to adopt in the morning a 

, Sitting position, unaided. 

Figure 1 shows one of Foerster’s patients 
who has been taken out of bed to be placed 
on a chair. Rigidity and contracture of the 
extensor muscles of the knees and hips pre- 
vent the patient from bending his knees to 
assume a normal sitting position. In extreme 
instances, the assistance of the nurse is re- 
quired to flex the legs. Likewise, after a 
patient has been seated’ for a while and is 
then urged to stand, the contracture of the 
flexor muscles of the knées and hips, which 

: kms bi vo and sitting, offers a re- 
sistance can i 
difficulty. overcome only with 
_ In Figure 2, the patient has been -helped 
into a position, halfway between lying down 


1 Read ЈЕ the 110th annual meeting of The Ameri- 
can Psycniatric Association, St. Louis, Mo., May 
3-7, 1954. 

From the Research Department, Central State 
Hospital, Indianapolis, and the Division of Mental 
Health, State of Indiana. 


ЖҮ 849 


and sitting up. This is a most uncomfortable 
position to the normal perso? but the arterio- 
sclerotic patient with muscular rigidity will 
remain in this posture without effort. Ex- 
tremities, which have been placed in abnor- 
mal positions, will retain these postures for 
a considerable time, showing similarity with 
the phenomenon of “catalepsy.” 

The facial expression becomes fixed. Indi- 
viduals who previously had an active mim- 
icry can hardly be recognized. The patient 
speaks in a low woice because of the rigid 
condition of the muscles involved in the 
formation of words. Swallowing is often 
impeded for the same reason. : 

As time goes on, the rigidity increases 
until the patients lie helplessly in bed, some- 
times with contractures in hips and knees, 
the so-called paraplegia in flexion of cerebral 
origin(3). Decerebrate forms have also been 
observed. 

Slowness of Movements—The musculat 
rigidity is the basic cause for the slowing of 
all motions; fast movements can no longer 
be executed. It is an effort for the patient to 
move. Changes in the facial expression 
laughing or crying—develop slowly and pet 
sist longer. Chewing of food requires more 
time. Handwriting is impaired. Charactet 
istic is the small size of single letters. Latet 
writing may become impossible. Early there 
are difficulties in buttoning the clothing, 
which makes a good test for adiadoko- 
kinesis, an important abnormality in this 
condition. 

Disturbance of Gait—Often an early 
symptom is a disturbance in walking as (1 
lower extremities are always first and most 
severely affected by the muscular stiffness: 
A distinctive feature in the majority of pa 
tientsis the gait with small steps, the shuffling 
gait—the marche à petits pas of the Fren Е 
This may be preceded by staggering ап 4 
certain insecurity in walking, indicating 
disturbance of equilibrium. The patie? 
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stumble and fall easily. The sense of balance 
may become so disordered that the patient 
has to resort to 2 canes. In other instances, 
the disturbed equilibrium leads to an ataxic 
gait: the individual walks on a wide base, 
using the arms as a balance. Because of the 
muscular rigidity, the vertebral column and 
the pelvis remain immobile. The patient 
barely bends .the’ knees. The feet scrape on 

the floor. The slow beginning and the limi- 

tation in the execution of movements, such 

as steps, result from the resistance of the 
| rigid agonist and antagonist muscles, which 
put a brake on the execution of every motion. 

The stiffness of the limbs may progress to 

the point where both walking and standing 
| аге impossible. Without support the patient 

topples over like a rigid puppet. In instances 
"of a one-sided developmen of the rigidity, he 
falls toward the affected side. 

There are numerous variations in the gait 
disturbances. They depend on the extent and 
Tocation of the cerebral softenings in the re- 
gions related to normal equilibrium and gait. 

A The ataxia, which co-exists with the spas- 
ticity, is at times not far removed from that 
“Of tabes. If lesions are present in the cere- 
bellum, components of a cerebellar gait are 
added to the syndrome. 

_ Reflexes —The pupils are small and "not 
Anfrequently slightly unequal and irregular; 
they are almost always sluggish to light. 
| Both the Argyll Robertson type of pupils 
è (Foerster) and fixgtion to both light and 
| *ctommodation (Bumke) have been reported. 
a the initial stage, the knee jerk is neat 
" тпа], but the extension (“kick”) of the leg 
Sh tapping the tendon of the quadriceps ex- 
5 E is reduced. In some patients, the 
«Паг reflex is increased. In the later stage, 

Jis reflex is often diminished and may dis- 
dm entirely. Occasionally, there is a posi- 
І E. abinski sign. The abdominal reflexes 
hi requently absent. The reflexes of the 
Upper extremities show little or no change. 
E E is usüally absent. gue is 
«c^ But the’ patients may complain of 
p esthesias, such as burning, in the lower 
m Ке An urge for frequent urination 

E. E np and there may be difficulties 

E. Bug the stream. Later, there are vari- 

E pese of incontinence of bladder and 


W. L. BRUETSCH AND C. L. WILLIAMS 


- standing was impossible. 


333 


Any other neurologic symptom, such as a 
fleeting aphasia, dysarthria, Jacksonian con- 
yulsions, mind blindness, pseudobulbar palsy, 
etc., may be observed. 

Mental Changes.—Almost any type and 
degree of mental abnormality may be present. 
In the late stage, the intellectual deterioration 
may resemble the profound dementia of gen- 
eral paralysis, and a differential diagnosis 
can be made only by an examination of the 
cerebrospinal fluid. 

Development of Muscular Rigidity—In a 
considerable number of cases, muscular ri- 
gidity appears following one or more slight 
strokes. After a few weeks the paralysis of 
the extremities disappears, but is followed 
by a one-sided slowly increasing muscular 
rigidity. In other patients, the condition de- 
velops in the absence of any obvious apo- 
plexies. In both instances, the muscular 
rigidity is caused by cerebral softenings. In 
cases developing in the absence of an apo- 
plectic insult, the cerebral softenings are so 
small that they remain asymptomatic, except 
for the resulting stiffness of the musculature. 
If the rigidity begins in one side only, this 
will usually be followed by an involvement of 
the other side as the softenings rarely remain 
unilateral. However, an occasional patient 
will retain the one-sided rigidity until death, 
or one side may always remain more rigid . 
than the other. 


Report ОР CASES " 


CASE I: ARTERIOSCLEROTIC MUSCULAR RI- 
GIDITY DEVELOPING INSIDIOUSLY WITHOUT 
EVIDENCE OF SMALL STROKES 


History. —J.H.M., а locomotive engineer, at the 
ud ©, ЖА apparently їп the best of health, 
showed loss of muscular coordination. He had diffi- 
culties in buttoning his clothing and became awk- 
ward and slow in operating the various instruments 
in the engine cab. After a fall, while descending 
from the engine, his physical disability was noted, 
and he was retired. Within the next 2 years, he 
developed a progressive mental deterioration and a 

impediment, accompanied by a бай disturb- 
diagnosed as lecomotor ataxia. Ñ " 
poires arrived at the hospital, he \valked in 
small steps with the support of 2 canes. "Не clung 
desperately to the canes because, without them, 


Physical examination revealed a generalized 
muscular rigidity, most adyanced in the lower ex- 
tremities. There was 2 marked disturbance of. 
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equilibrium. Pupillary reactions and knee jerks 
were near normal. There was no tremor. Hearing 
was slightly impaired. Blood pressure was 180/110. 

A cerebrospinal fluid examination, which was 
done once a year, revealed a 2 plus Pandy and a 2 
plus Ross test, with the total protein oscillating 
between 45 and 55 mg. The cells were below 5 per 
cmm. There was no change in the colloidal gold 
test. The Wassermann reaction of the cerebrospinal 
fluid and of the blood was negative. 

The urine, on admission, was normal, but in the 
second year began showing a slight trace of albumin 
and a few hyaline casts. 

In the year prior to death, following a few attacks 
of brief unconsciousness which were interpreted as 
slight strokes, the patient retired first to a wheel 
chair and finally to bed. He died 4 years after the 
onset of the illness from acute pulmonary edema, 
caused by failure of the left ventricle of the heart, 

Postmortem Observations—There was marked 
atherosclerosis of the vessels at the base of the 
brain. Minute old and recent softenings were scat- 
tered throughout the brain, with a predilection for 
the basal ganglia. Some of these foci were so small 
that they were barely visible on gross examination. 

In the putamen and optic thalamus of either side 
there was the greatest number of softenings, vary- 
ing from 1 to 2 mm. in diameter. The globus palli- 
dus, substantia nigra, pons, and cerebellum were 
free of gross changes. 

Microscopic examination revealed additional old 
and recent softenings in the caudate nucleus, puta- 
men (Fig. 3), internal capsule, and in the pons, 
In the striate bodies were also areas in which the 
ganglion cells had completely disappeared. Foci of 
incomplete demyelination and of glial proliferation 
‘were observed in the white matter. 

The globus pallidus was free of microscopic 
‘lesions, In the substantia nigra was one occluded 
arteriole, which had produced a limited disintegra- 
tion of neurons, but the large majority of the 
Banglior cells of the substantia nigra was intact, 

In one caudate nucleus was a mass of golden 
yellow pigment, encircling in part an otherwise 
normal large artery. The surrounding tissue was 
sprinkled with similar coarse yellow pigment 
granules, 4 

In the cortex were a few old ani Е 
ings and several acellular areas, сн ш 

The small foci of cerebral often: 
fibrous obliteration of жае сш eld 
liferation of the endothelial cells. Frequently, such 
arterioles showed hyalinization of the media and at 
times a cellular proliferation in the adventitia, con- 
sisting of lymphocytic and plasma cell-like calls, 

In the spinal cord was slight demyelination in 

-bgth pyramidal tracts, more advanced on one side 

(Fig. 4). Some arterioles revealed similar changes 
as in the-brain, but complete occlusion Was never 
observed. 


Other important postmortem;findings were hyper- 


Comment.—In this patient, the muscular rigidity 
had developed insidiously in the absence of any sign 
of apoplexies, and only in the last year did small 
strokes make their appearance. At autopsy, some of 
the multiple foci of softening were so small that 
they were noticeable only to an expert eye, and 
others were detected by microscopic examination, 

The disability had developed unnoticed in an in- 
dividual engaged in the operation of a locomotive, 
His awkwardness and slowness in operating the 
numerous devices in the engine'c^^. had for some 
months made this person unfit for hia, occupation. 
Only after the muscular incoordination had become 
so great that it led to his falling from the engine 
cab was the condition recognized. The serious im- 
plications involving public safety are too obvious 
to necessitate further comment. 


CASE 2: ARTERIOSCLEROTIC MUSCULAR Ri- 
GIDITY DEVELOPING AFTER A STROKE 


History.—C.B., a white male of pyknic body type, 
at the age of 65, e&perienced a slight stroke, in 
volving mainly the right arm. The paralysis dis- 
appeared within a few weeks. In the succeeding 
months it became difficult for him to carry on with 
his occupation as a tailor because of an oncoming 
slowness and awkwardness of all movements of the 
fingers. At the same time his gait became impaired. 
Eighteen months after the initial stroke he became 
depressed and attempted suicide. x 

On admission to Central State Hospital, he 
walked on a wide base, using his arms as a balance. 
His feet stuck to the floor and with every step he 
moved forward less than half the distance of à 
normal person. At times the difficulty in walking 
became so great that he had to be supported by p 
nurse. He was unable to maintain his balance Wit 
his feet together and eyes still open. , 

There was hypertonus of all muscles. Qu 
most marked in the calf musculature. Both patel 
reflexes were exaggerated. There was an siete 
of a positive Babinski sign on either side. Ti 
pupils were midwide, regular in outline, and De 
normally to light and accommodation. Arcus sen" 
was absent. The right side of the mouth was 
slightly drooping. The grip of the right hand Ms 
weaker than the left. Fast movements of the finge 
were slowed, particularly in the right hand. is 

The patient displayed a slight euphoria, in CÓ 
trast to his previous depression. There was таг 
enfeeblement of the intellect. in the 

The blood pressure varied between 190/90 Phe 
morning and 210/120 in the late afternoon. The 
fundi showed marked retinal arteriosclerosis. 8 
elect }ocardiogram was normal. Roentgenolost” 
amination revealed left ventricular hypertrophy, 
prominent aortic knob, and ectasia of the pes 

The Wassermann of the blood and of the c! ET 
spinal fluid was negative. In the spinal fluid 
cell per cmm,; the Pandy and Ross €: iE 


tensive (arteriosclerotic) heart disease with hyper- 
trephy of the left ventricle, moderate Coronary and 
aortic atherosclerosis, and arteriosclerotic kidneys, 


negative; the total protein was 23 mg-; 
colloidal gold reaction was normal. The п ай 
showed a slightest possible trace of album! 
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isor muscles of the knees and hips prevent the patient from assuming 


normal sitting position. (From Foerster, Ztschr. f. d. ges. Neurol. и. 
sychiat. 73: 1, 1921). 


РА 1 1 N 
T x : 
Fig. 1—Arteriosclerotic muscular rigidity. Contracture of the ex- 


Fic. 2—Arteriosclerotic muscular idit The trunk and extremities retain abņosmal 


Postures for a considerable length of time, s ggesting the phenomendh of “catalepsy.” (Krom pa 


Foerster, Ztschr. f. d. ges. Neurol. u. Psychiat. 73: 1, ®921). 
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Fic. 3 (Case 1).—Putamen : 


Microscopic area of recent softening, with compound 
granular corpuscles (encircled), 
ing of about equal size. Disturban 
ing tissue, Toluidin blue Stain, 


Immediately above is an old cystic area of soften- 
се of the normal cellular architectonic in surround- 


$?-— y" 4 (Case 1) Spinal cord 


With slight degeneration i 
more advanced di 


in both pyramidal tracts, 
Оп one side. Myelin sheath stain, 
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5 
їс. 5 (Case 2).—Cut through anterior portion of caudate nucleus. There are two cystic foci on 
Опе side (arrow). The minute areas of Softening in the opposite caudatum are less obvious. 


g 
Fic, 6 (Case 2).—Small cystic area of softening in pons. Myelin sheath stain. 
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an occasional hyaline and granular cast. The white 
blood cell count. ranged between 9,200 and 11,600, 
with a slight shift to the left; red cells numbered 
5,120,000. The sedimentation rate remained slightly 
elevated during the entire course of the illness. 

Tn the 6 months prior to death, the patient was 
bedíast because of muscular rigidity. He died 4 
years after the onset of the disease from broncho- 
pneumonia. 

Postmorten Observations.—In the vessels at the 
base of the brain.’ were yellow atherosclerotic 
plaques, but tke lumina of the basilar and middle 
cerebral artefies were little narrowed. The menin- 
geal arteries were free of atherosclerosis. Atrophy 
of cerebral convolutions wds absent. 

Dissection of the hardened brain disclosed minute 
areas of softening in the white matter of the hemj- 
spheres, including the corpus callosum. The largest 
of these softenings, 10 x 8 mm. in diameter, was in 
the'fibers of the left corona radiata coming from the 
atm area, This focal lesion might have been the 
cause of the transient paralysis of the right arm. 
The greatest number of small.softenings was pres- 
ent in the striate bodies,of either side (Fig. 5). 
‘The largest of these cystic degenerations was lo- 
tated in the right putamen, being 10 x 2 mm. in 
size, Other minute softenings, 1 x 2 mm, in di- 
ameter, were observed in the internal capsule, in 
both optic thalami, and in the pons (Fig, 6). The 
Pontine lesions involved the fibers of the pyramidal 
and of the fronto-ponto-cerebellar tracts. There 
Were also a few small cystic areas of degeneration 
ithe white and grey matter of the cerebellum. 

Histologic examination unearthed in the white 
Б, of both cerebral hemispheres an occasional 
Б 1 focus of demyelination and additional recent 
in old softenings. Similarly, microscopic soften- 

gs were observed in regions of the basal ganglia, 
Which appeared normal on gross examination. A 
tW of these were filled with compound granular 
corpuscles, indicating their recent origin. Some of 

arterioles in the basal ganglia and white matter 
осе hyalinized media afd the remaining 
Molitor completely obliterated by intimal 

а the walls of both middle cerebral arteries 
kun deposition of lipid material, which was 
el off by fibrotic tissue, but leaving the size of 

1 "umen little altered. 

e Out of 19 tissue blocks of the cortex that 

тне; there was either an old or recent 

FA Softening or an acellular area, in which all 

Em cells had disappeared. 
ге was slight degeneration of the pyramidal 
E in the spinal sant 
Beginn tn this patient, a little stroke was ће 
fested E the niuscular rigidity, which i- 
ic elf mainly in the development of a spastic- 
Component. to which was added a cerebellar 


Ti 6 
шуы large vessels at the base of the brain dis- 
Meg Telatively moderate amount of athero- 

- The main vascular process was in the 


arterioles, consisting of medial hyalinization, 
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often associated with terminal occlusion by intimal 
proliferation. 


DISCUSSION 


Arteriosclerotic muscular rigidity is due 
to innumerable small areas of cerebral soften- 
ings, which may be so small that they remain 
microscopic and subclinical, except for the 
muscular stiffness. In other instances, a 
slight stroke initiates the condition. The 
presence of old and recent softenings is indic- 
ative of the continuity of the process after 
it once has started. 

The small cerebral softenings are the re- 
sult of disease of the arterioles, consisting of 
hyalinization of the media, which may be- 
come several times its normal thickness, lead- 
ing to-narrowing of the lumen. In some 
instances, the lumen becomes entirely ob- 
literated by proliferation of the intimal cells. 
The areas of softenings are, therefore, due to 
organic vascular occlusion and are not caused 
by functional, so-called vasospastic phe- 
nomena. As a rule, if there is extensive 
vascular disease in a certain region, there is 
also extensive damage to the parenchyma. 

The process in the arterioles is different 
from that of the large vessels at the base of 
the brain in which plaques of lipid deposits, 
walled off from the lumen by Aio tissue, 
are the main lesions. 

In neither brain was there histologic evi- 
dence of “thrombosis,” which customarily 
has been assumed to be the cause ọf the 
occlusions. This fact is of importance in any 
therapeutic attempts to influence the vascular 
disease(4). 


“SITE OF THE MAIN LESIONS 


Although there is a diffuse arteriosclerotic 
process of the brain, it is important to de- 
lineate more precisely the main site of the 
multiple softenings, as hot all patients with 
cerebral arteriosclerosis develop the syn- 
drome ef muscular rigidity. Foerster(1) lo- 
cated in 2 instances the main softemings in 
the middle cerebéllar peduncles "brachia 
pontis). He deduced that the sad ar ri- 
gidity was due to involvement of this par- 
ticular anatomic structure, which contains 
the fronto-ponto-cerebellar tract. In- Foer- 
ster’s publication of 1921 (2), the prevailing 
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idea was that the rigidity originated mostly 
from lesions in the globus pallidus, but no 
anatomic examinations were reported in this 
purely clinical study. Grinker(5) accused 
the substantia nigra and the globus pallidus 
for the production of the syndrome, 

In both our cases, the globus pallidus and 
the substantia nigra, with the exception of 
one isolated area in case т, were free of 
lesions. The largest number of gross and 
microscopic softenings were found in the 
striate bodies. Rigidity and bradykinesia 
have been considered for many years signs 
of disease of the striatum. 

Foerster(1) emphasized that the rigidity 
was not connected with an involvement of 
the pyramidal tract. However, in our cases, 
examination of the spinal cord revealed slight 
bilateral degeneration of the pyramidal tract, 
resulting from the summation of numerous 
small areas of softening as the corticospinal 
fibers pass through the brain. In the spinal 
cord itself, the blood vessels revealed only 
minor changes, and for that reason there 
were no changes dependent on ischemia. 

Of paramount importance in causing the 
syndrome of arteriosclerotic muscular rigid- 
ity are the numerous minute areas of soften- 
ing and demyelination in the white matter, 
involving thé fronto-pontine tract, as these 
fibers pass from the frontal lobe through the 
corona radiata and the anterior limb of the 
internal capsule to the pons. It is in these 
fibers that the impulses for volitional skilled 
movements are mediated, their impairment 
manifesting itself in difficulties of buttoning 
clothing. Other tracts passing through the 
white matter are injured, e.g., the parieto- 
temporo-occipitopontine tract, which is of 
importance in its function of equilibration. 
All these efferent motor pathways play a role 
in balance and muscle tone by their effect on 
the lower motor neurons and the muscles 
which they control, 
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509 АКТЕУТОЅСІЕКОТІС PARKINSONISM 


The Jnuscular rigidity resembles that of 
idiopathic paralysis agitans. The analogy is 


particularly obvious in cases of Parkinson's 


disease.without tremor, Е oerster(1) thought 
‚ that the differentiation could be made from 
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the severe end stages, such as contractures, 


and from associated signs attributable to the | 


diffuse cerebral arteriosclerosis. Bonhoeffer 
in discussing Foerster’s paper(1) mentioned 
that all his cases of arteriosclerotic muscular 
rigidity displayed dementia; this sets them 
apart from the idiopathic type of paralysis 
agitans. 


Davison(8) studied 18 such cases. In his 
series he included patients with the charac- 


teristics of the Foerster type of arterioscle- | 


rotic muscular rigidity. 

Both terms have their clinical justification. 
The 2 patients ‘described in this study did 
not suggest arteriosclerotic Parkinsonism, 
Their outstanding symptoms were the dis- 
turbance of equilibrium and of gait. Such 
cases are best placed ia the group of arterio- 
sclerotic muscular rigidity. 


SUMMARY 


The syndrome of arteriosclerotic muscular 
rigidity results from a partial involvement of 
various systems ^ (fronto-ponto-cerebellar 
tract, pyramidal and extrapyramidal system), 
rather than from an affection of 1 or 2 special 
cefebral centers. 
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PSYCHODYNAMIC AND CLINICAL OBSERVATIONS IN A 
GROUP OF UNMARRIED MOTHERS: 


JAMES P. CATTELL, M.D,? New York Cirv 


It is well known that women with all types 
of behavior patterns and many varieties of 
emotional disorder become unmarried moth- 
ers, Motivation to the specific experience of 
unmarried ‘motherhood depends to some ex- 
tent on the degree of emotional illness and 
the personality of the patient. There is a 
growing volume of literature on clinical in- 
vestigations and psychodynamic formulations 
of some of these problems. In the present 
study, it is hoped that some of the earlier 
observations and concepts may be supple- 
mented with data on a somewhat larger case 
material. Eco 

The setting of this investigation is a pri- 
vately endowed maternity home in New 
York City. Fifty-four consecutive referrals 
Were seen once or twice in psychiatric con- 
Sultation. The social workers provided a con- 
cise history of patients in most instances. The 
group ranged in age from 15 to 39 years and 
represented a reasonable cross section of the 
community in terms of socio-economic back- 
ground and education. С 
Personality evaluation or diagnostic clas- 
Sification was made on the basis of historical 
data, present clinical status, and function- 
ing in the residence hall. A diagnosis of 
character disorder «was based on evidence 
of passive-aggressive or pdssive-dependent 
functioning, some degree of emotional im- 
maturity, the prominence of such ego de- 
ense mechanisms as acting-out, denial, 
displacement, reaction formation, and the 
Pursuit of some magical resolution of prob- 
lems, A diagnosis of anxiety, depressive or 
Conversion reaction, was made whenever 
there were leading symptorhs of that nature. 

chizophrenia was diagnosed in patients in 
Whom the primary symptoms of the disorder 
Obtained, The pseudoneurotic category} was 
Used to designate those who, in addition, had 
к 


E ar at the rroth annual meeting of The Ameri- 
37, кше Association, St. Louis, Me, May 
57, 1954. 
7 *From the Department of Experimental Psychi- 
M (Paul Н. Hoch, M.D.), New York State Psy- 
tric Institute, 
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numerous neurotic mechanisms, gross emo- 
tional dysregulation, and chaotic sexuality. 
The other subcategories of schizophrenia 
were used according to the standard criteria. 
Patients with character disorder were differ- 
entiated from those with pseudoneurotic 
schizophrenia on the basis of the primary 
symptoms of schizophrenia and pan-neurotic 
symptoms in the pseudoneurotic group. The 
psychopathology in the character disorder 
group was quantitatively less severe and 
qualitatively less ramified. 

The following distribution of diagnoses 
was found: character disorder, 30; neurotic 
reaction, 7 (anxiety, depressive, and con- 
version) ; schizophrenia, 17 (pseudoneurotic, 
7; other types, то). i 

One schizophrenic patient was rejected on 
psychiatric grounds and another had to be 
sent to a psychiatric hospital after admission 
because of an acute psychotic episode. The 
other 1§ patients with this diagnosis con- 
tinued to term without acute emotional com- 
plications, though in contrast with the non- 
schizophrenic group, there were obvious 
differences in ego strength and ability to cope + 
with reality. In most instances, these defi- 
ciencies had been present in many areas for 
most of the patient’s life. A great majority 
of the schizophrenic group had a history of 
a broken home (loss of one or both parents 
by death, divorce, separation, or mental ill- 
ness years before the pregnancy), and a 
higher incidence of recognized or evident 
mental illness in the family was noted. The 
res of these, patients to environmental 
vicissitudes were usually rigid, unrealistic, 
and there was an illogical expectation that 
problems would be resolved by the magical 
effects of certain behavior. The relationship 
of such patients to a parent or parent-sur- 

te was often one of extreme dependency, 
to the point of psychological addiction, ant 
the emulation of parental behaviomor defi- 
ance of parental mores was carried out on a 
very concrete basis. Sexuality in this group 
was chaotic and the motivations tq inter- 
course were usually vague and unreal, as was. 
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the relationship to the putative father. The 
latter was often a casual acquaintance who 
was repudiated by the patient with the ad- 
vent of pregnancy, or an older man, often 
married, who fulfilled the role of understand- 
ing father in the patient’s literal dramatiza- 
tion of this wish. These men lost interest 
in the patient with pregnancy or proposed 
continuation of the relationship after the 
child had been placed for adoption. A ma- 
jority of the schizophrenic group planned 
to keep the child in contrast with only a mi- 


nority of the nonschizophrenic group. These 


plans were formulated in some instances on 
the basis of regarding the child as a supple- 
mentary ego to be completely possessed, who 
would be a dependable and lifelong source of 
love for the patient. Some planned to keep 
the child as a lever to facilitate the legalizing 
of the illicit relationship with the married 
man, Others were pressured by not too 
healthy mothers to bring the child home, 
either to fulfill a need in the life of the 
mother or to insure a firm tie between pa- 
tient and the home with a mother-daughter- 
grandchild group as a substitute for the 
father-mother-child domestic role. Some pa- 
tients had little apparent interest in a con- 
tinued social and sexual relationship with the 
man, using him only to sire a child and then 
to have the child without the problems of 
living with а man. The patient's father could 
be retained in fantasy to complete the 
triangle, 
Many other real or apparent determinants 
of behavior could be mentioned for this 
group. To some extent, these obtain in asso- 
cation with the chaotic thinking, emotion- 
ality, and sexuality which are so evident in 
these patients, ^ 
The 37 nonschizophrenic patients demon- 
much more flexibility in coping with 


ness. There were qualitative and quantitative 
differences in reactions in contrast with the 
schizophrenic group, including more inclina- 
tion to abstract, logical ses, and less 
tendency to the use of denial, acting out, dis- 
placement and projection in the concrete, 
literal sense. The ability ¢o initiate and eus 
tain emotional relationships was much better, 
„Often despite numérous traumatic experi- 
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ences. It is possible to achieve a better under- 
standing of the psychodynamics of these | 
patients inasmuch as one can more clearly 
establish some meaningful sequence of en- 
vironmental experiences and the patient's re- 
action to them. Multiple determinants of be- 
havior continued to obtain but one could 
differentiate the primary factors more easily 
from the accessory ones. : 

A majority of the patients with character 
disorder or neurotic illness had a history of 
a broken home, though the percentage was 
not as great as in the schizophrenic group. 
However, there was striking evidence of dis- 
tortion and disturbance in the patient's rela- 
tionship to her father in almost all of the 
group. The patient had had little or no op- 
portunity to achieve concepts of the role of 
father, husband, or man in the domestic and 
social milieu. In those;instances in which the 
patient had grown up in a intact home, the 
father was usually a passive, ineffectual, pet- 
son who either resignedly tolerated the girl 
as another inexplicable female or idolized her 
in a somewhat seductive manner. Some of 
the fathers were unpredictable strangers t0 
the patients in the sense that they were sel- 
dom at home when the patient was, or, hav- 
ing functioned as a father for a period, 
would suddenly lose interest in the home and 
move in with another woman. Concepts of à 
stable, responsible man of the house am 
father of the family were difficult to crystal 
lize. A few of the fathers and some of the 
step-fathers were brutal, exploitative, ot 8 
ductive in their attitude toward the patient 
The mothers or mother-surrogates of pr 
tients in this group introduced further com 
plexity into the patient's discovering her ow? 
identity and gaining concepts of the mother 
wife-woman role in life. These women, wi 
or without husbands present, usually “wore 
the pants of the family,” assuming many 0 
the male prerogatives in domestic and et 
munity activities. In some instances, thet 
was a possessive, harsh, demanding attitu 4 
toward the patient, a cool attitude of ™ 
tionalized neglect, or a begrudging ac 
ance of an unruly child who seemed alien 
the family. One factor, noted with striking 
regularity in this group, was a feeling of Т 4 
belonging, not having a close emotional | T 
with someone, and compensatory activity | 
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achieve a feeling of being loved. This feel- 
ing of a lack of love was predominantly 
based on reality factors rather than individ- 
wal emotional deficit and social retirement. 
However, negative attitudes toward family 
were, for the most part, repressed and denied 
- and appeared only obliquely in various types 
of displacement or acting-out behavior. 
The relationship to the putative father va- 
tied from real or invited rape by an unknown 
toa 10-year affair with a married man. Some 
[were boy-friends or "rebound" boy-friends, 
following the termination of another rela- 
tionship. Many of these men had a facade 
of tender devotion and deep interest in the 
| welfare of the patient, but ap underlying ex- 
ploitative and irresponsible behavior. The 
- patients often denied the presence of these 
fairly obvious characteristics in the men and 
responded to the superficial aspects they 
Wished to see. In mañy instances, the puta- 
live father was several years older than the 
patient and fulfilled some of the fantasies of 
the ideal father. Only in exceptional cases 
did the putative fathers offer emotional or 
nancial support after pregnancy was recog- 
nized. Several of the patients preferred not 
to inform the men of their plight and a few 
Tefused assistance. Inasmuch as many of the 
Patients had a lifelong experience of rejec- 
tion or repudiation, some probably ed 
the pattern to continue and, to some extent, 
May have invited it. A vague recognition of 
| Some of the unconscious incestuous connota- 
tions of the relationship was another factor 
ih arranging for desertion by the putative 
father. A few quickly shifted emotional in- 
terest to another man in an effort to deny the 
tire experience. 
Some of the other motivations to inter- 
Course and impregnation included emulation 
Of sexual behavior of important persons in 
life of the patient as well as defiance of 
ily and social mores. Curiosity and con- 
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ered by some as a magical route to maturity 
and a resolution of problems. A number 
spoke of their wish and need to continue a 
relationship with the man and feared sexual 
refusal would drive him away. Some women 
wished to force married men to seek divorce 
and wed them. 

After a period of ambivalence during 
pregnancy, most of these patients decided to 
place the child for adoption. With those who 
decided to keep the child, there was often 
defiance of family wishes for adoption and a 
few hoped to attract the man to marriage. 
Manifest evidence of the more primitive 
motivations to keeping the child, as seen in 
the schizophrenic group, was not striking, 
though such material might be revealed with 
more intensive investigation. 

А comparison of behavior and of various 
determining factors in the actions of younger 
and older adolescent age groups and young 
adult and adult age groups revealed more 
likenesses than differences. The nie A 
the patients in all age groups were bou 
a poem, or parent-surrogate with adolescent 
ambivalence about dependency, defiant re- 
sentment, and some confusion about emo- 
tional relationships. Just as each patient had 
a unique set of motivating factors, each 
group showed certain diffe i 
others. There was some evidence of increas- 
ing incidence of emotional disability and psy- 
chopathology proceeding from the younger 
to the older groups. 

There were no significant physical ор emo- 
tional complications in this group in specific 
relationship to the puerperium. There were 
2 stillbirths and in each there was some ques- 
tion of ind bá vi 

i gnancy. other patien! 
ry ee infant in the seventh month 
of gestation but the,child died a few minutes 
later. The patients were delivered in various 
hospitals either as ward or private patients. 
The gross infant mortality rate for this 
group, including the premature infant who 
died, i$ 5.55%. This does not compare un- 
favorably with thg infant mortality rate of 
3-36%,а% а large medical center (1). 

There are numerous problems in tke tech- 
nique and application of psychotherapy ina 
"maternity home sefting. Patients have а num- 
ber of pregnancy-specific problems telating 
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to hospitalization, plans for the child, atti- 
tude toward putative father, and future plans 
for self. In addition, there are the person- 
ality-specific problems of much greater mag- 
nitude and more subtle connotation. On a 
more superficial level, these include attitudes 
toward family, friends, and self, and some of 
the meaningfulness of behavior in terms of 
acting-out, displacement, and other mecha- 
nisms. Other issues of character structure 
and symptom formation on a more profound 
level would require much more extensive in- 
vestigation and intensive treatment. An ef- 
fort was made to help the social workers 
limit the goals of treatment in view of the 
short time available and the heavy case-load. 
In treating patients who were quite disturbed 
emotionally, it was suggested that most of 
the efforts be confined to pregnancy-specific 
problems and even these proved too formida- 
ble to be adequately handled by some pa- 
tients. Concerning some of the other pa- 
tients, it was suggested that ventilation of the 
more superficial aspects of personality prob- 
lems could be facilitated, with an occasional 
comment by the worker on some of the pos- 
sible meanings of behavior in present-day 
terms, 

Despite the obvious need for therapy and 
the efforts of the staff, a majority of the pa- 
tients Seemed’ averse to any opportunity 

у, for clarification of personality problems dur- 
ing or after the Pregnancy. They cherished 
their defenses, however unsuccessful they had 
Proved to be, and were eager to return to 
the status quo. This was a further reason 
for limiting the goals of therapy and for sug- 
gesting that defenses should be left intact 
unless something better could be offered, 
, The role of the social worker in this setting 
18 most difficult in view of the circumstances 
iic ен well as in association with 
countertransference and subjecti i 
reactions of the worker, ланыш 


Discussion 


An atterapt to organize and integrate clini- 

` Tal and psychodynamic material оп any siza- 
ble group of patients is a humbling and ardu- 

ous task which will increasingly occupy the 

student of clinical researth in psychiatry. 
The problem is compounded as one ap. 
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proaches such a widely ramified issue as un- 
married motherhood. Excellent reports of 
smaller groups have been presented by Ber- 
nard(2, 3), Clothier(4), Deutsch(s), Ka- 
sanin and Handschin(6), Reider(7), and 
others. 

Space limitations preclude use of much of 
the fascinating and extensive case material; 
however, the sample is as large and unse- 
lected as possible. y 

The individual is seen as the emergent, in- 
tegrated product of his basic endowment, his 
nursery and early childhood experiences in 
the family, and his response to them, as well 
as.the impact of subsequent biological, 50- 
cial, and other experiences at a given time in 
his development. Clinical data suggest that 
in some individuals there may be an inherent 
deficiency in potential for integration, witha 
low threshold to.stimuli from within and 
without and inability tà cope with environ- 
mental vicissitudes(8). The needs of differ- 
ent individuals may vary remarkably from 
birth, and various techniques of care, love, 
and training are applicable to various pef- 
sons for optimal facilitation of integrated de- 
velopment. To the extent that much of the 
development of the concepts of oneself, of 
the sexual differences, of the behavior of 
male and female, husband and wife, father 
and mother, are based on passive emulation, 
especially during the early years, the relative 
intactness of the family is most necessary: 
The importance of the father and mother ful- 
filling their respective roles, as seen in this 
culture, is paramount. 

It must also be noted that evidence of cet- 
tain dynamic mechanisms varies according t0 
the relative intactness of the personality 0 
the patient. Those with integrative disability, 
low threshold to stimuli, and disorder 
thinking processes, equivalent or tantamos 
to primary process thinking, usually рее 
much more material in terms of regressive 0 
fixated mechanisms and chaotic sexuality. 
These factors must be considered in ша 
lating psychodynamic mechanisms in гй 
to a ‘specific patient or to a special symp! 
such as unmarried motherhood. T 

The somewhat bold attempt to use diag 


‚ ROStic'categories in this study was prompt? 


by a wish to obtain a better understand 
of the problem in a relatively unexplo 


| 
| 
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area and to indicate certain possibilities as to 
goals of therapy. It was astonishing to dis- 
cover, upon tabulation of the material, the 
distribution of diagnoses: 30% of this group 
of 54 were diagnosed schizophrenic. It is 
quite possible that other investigators might 
have made a somewhat different interpreta- 
tion, 

Schizophrenia, in an unmarried mother 
may make a difference in the decision to ad- 
mit or to keep her on the roles of a given 
agency or maternity home. This material 
demonstrates that of 17 patients with this 
diagnosis, all but 2. were cared for through 
parturition. The others made a variable ad- 
justment and the very fact of recognizing 
the illness facilitated understanding and flex- 
ibility in the staff. It was possible të warn 
the social workers to be cautious about pur- 
Sung emotionally-charged material that, 
once recognized, might not be dealt with ade- 
quately in the short time available. Thus, it 
must be emphasized that, despite integrative 
deficiency and emotional disability of variable 
severity, these patients have some adaptive 
Capacity and are accessible to some psycho- 
therapeutic and social assistance in a mater- 
tity home. 

The numerous motivations to keep the 
child have been touched on and have been 
Well described in the literature. The reality 
Awareness of the schizophrenic is impaired 
ind may be quite evident in unrealistic, 
Yague plans about keeping the child. It has 

noted that a large majority (70%) of 
the honschizophrenic patients selected adop- 
tion for the child, while a small majority 
(54%) of the schizophrenic patients decided 
Keep the child. The extent to which staff 
po are able to influence this decision, 
T Should try to influence it, is a matter for 

er investigation. 

Several of the investigators noted above 

Үе reported remarkable results with psy- 
Mined cd over a reasonable pe- 
m iamily agencies, clinics, or private 
Е The unmarried mother, especially 
ect Olescence or early adulthood, has mani- 

st evidence of personality difficulty, usually 
Hist d more chronic problems. If suffi- 
Were a. dealing with unmarried mothers 

adequately coordinated, it might be pos- 
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sible to have more of these patients enter 
psychotherapy. Technique and goals of ther- 
apy would vary according to the patient's in- 
tegrative capacity. This could be a definite 
contribution to preventive and therapeutic 
psychiatry and might obviate recidivism. A 
5-year follow-up study of a sizeable group of 
unmarried mothers, with and without psy- 
chotherapy, would further help in clarifying 
this and many other of these problems. 
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DISCUSSION 


VioLA M. Bernar, M. D. (New York City).— 
In evaluating Dr. Cattell’s figures on psychiatric 
diagnosis and comparing them with reports of 
other investigators, an important selective factor in 
his sample must be borne in mind. Dr. Cattell's 
series is drawn exclusively from a maternity home. 
Large numbers of unmarried mothers seek no 
agency help whatever for many reasons and of those 
with agency contact düring the antepartum period 
only a fraction enter maternity homes. The reasons 
for this include not omly practical considerations but 
complex psychodynamic determinants. The protec- 
tive group setting of the shelter usually appeals to 
the more dependent and'immature of unmarried 
mothers. The assumption is unwarranted that this 
maternjty shelter group is psychiatrically represent- 
ative of the much larger number of unmarried 
mothers among whom, as we know, very £reat vari- 
ations prevail as to personality structure and the 
nature’ and degree of psychological disturbance. 

In New York City recently it was roughly esti- 
mated that only about 1,200 unmarried mothers use 
agency resources anhually out of at least 7,200 ille- 
gitimate births a year in New York hospitals. The 
latter is a minimal figureeand does not includé the 
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nonresident girls or the large number who enter 
hospitals as married although they are not. Many 
situational factors, of course, including economic 
need, the quality and quantity of available resources 
in the community, and how these are publicized 
influence the seeking of help. We find two opposite 
extremes, from the psychiatric standpoint, among 
those who never use agency contact—the healthiest 
and the sickest, Relatively more mature individuals 
with greater inner resources often mobilize their 
own ways of meeting the situation, Those most 
severely disturbed may lack the ability to make 
plans or to face the problem of seeking and follow- 
ing through with appropriate help. Thus we would 
not expect to find that the incidence and distribution 
of psychiatric disorders for unmarried mothers in 
general would be the same as has been found for 
the series selected from a maternity shelter, 

It may be of interest to compare Dr. Cattell's fig- 
ures on psychiatric diagnosis with those made on a 
group of or cases in a recetit, unpublished study by 
an agency with which I am associated that provides 
а variety of casework services to unmarried mothers, 
Shelter care is but one of the alternative resources 
at its disposal. The clinical diagnosis was estab- 
lished by Dr. Ruth Rabinovich, the consultant psy- 
chiatrist, in all cases, only some of whom, however, 
were directly interviewed by her. This contrasts 
with Dr. Cattell's series of 54 in that he personally 
examined each case. On the other hand, psychologi- 
cal tests, apparently lacking for Dr. Cattell's series, 
were carried out in each instance. Of this group, 
70% were diagnosed 
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phrenics. These figures support Dr. Cattell’s find- 
ings of a much larger number of seriously sick 
individuals than has been recognized. 

In an unpublished paper read at the American 
Orthopsychiatric Association meeting in 1952, Dr, 
Stephen Fleck and co-workers described a study of 
100 unmarried mothers in a maternity shelter, Dr. 
Fleck’s psychiatric classification is not readily com- 
parable with the Cattell or Rabinovich studies be- 
cause of his use of different diagnostic categories 
and because he considered that the condition of only 
18 of the 100 cases warranted definite psychiatric 
classification, Of these 18, 5 were schizophrenic 
but none required hospitalization before or after 
delivery. 1 

Some other comparisons with Dr. Cattell's ma- 
terial might be made with the 91 cases referred to 
earlier. In the experience of this agency the de- 
sire to keep the baby was also found more frequently 
among the sicker girls. Although a large number of 
the unmarried mothers in this series resisted help, 
the staff has estimated that at least 25% could use 
some form of psychotherapy or intensive casework. 
Many of us feel that improved coordination of 
diversified social and psychological services for un- 
married mothers can significantly increase the num- 
ber regarded as treatable in the broad sense, In 
general, the major responsibility for services to ùn- 
married mothers is appropriately borne by social 
workers, In the social agency the psychiatrist 

ions in an adjunctive capacity, requiring a re 
adjustment from his accustomed role of top re- 
sponsibility. Dr, Cattell’s experience illustrates 
fruitful integration of dynamic psychiatry 
social work for the study and treatment of malad- 
justment expressed through unwed motherhood. 
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There is no more urgent problem facing 
psychiatry today than the evaluation of the 
effectiveness of psychotherapy. It is esti- 
mated that at least 9,000,000 Americans are 
suffering from some form of mental illness 
(25, p. 125). Many of these receive psycho- 
therapy and many more feel that if only they 
could get it they would be relieved. As the 
approximately 10,000 psychiatrists, clinical 
psychologists, and psychiatric social workers 
in this country cannot begin to satisfy the 
demand, public and private agencies are sup- 
porting vast training programs requiring 
large investments of time and money. So- 
ciety has a very large stake in psychotherapy 
but can be expected to continue support at 
Present levels only if the results prove to be 
worth the cost. 

Tn the face of this situation the unpleasant 
truth is that there is no agreement as to what 
kind of psychotherapy is best for different 
Patients or psychiatric disorders, and the 
value of any type of psychotherapy rerhains 
to be conclusively demonstrated. At present 
the type of treatment received by a patient is 
largely determined by the accident of train- 
Ing of the therapist to whom he happens to 
Eo. Each therapist is confident that he is 

ping at least some of his patients. He 
can see them gain an understanding of their 
difficulties, lose their symptoms, and become 
More effective in their personal relationships. 

Successful patients are sure he has 

ped them and do not hesitate to sing his 

Praise and refer their friends. Therapists 

lend to attribute failures to the patient's not 

being ready for therapy, or to a breach of 
Sie 


м at the rroth annual meeting of The Ameri- 
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technique. Failures seldom cause the thera- 
pist to question the aims or methods of his 
form of therapy. 

Statistical studies of the results of psycho- 
therapy, however, all show about two-thirds 
of the patients, plus or minus about 1076, as 
improved regardless of the type of therapy 
(x, 16). Moreover, the same improvement 
figare crops up with methods of treatment 
that are considered by their proponents to 
involve little if any, psychotherapy, such as 
carbon dioxide treatment(7). What does 
this mean? The cynic may say that it proba- 
bly represents the improvement rate that oc- 
curs over a period of several months as a 
result of ordinary life experiences or the 
spontaneous mobilization of the patient's re- 
cuperative forces. Those who accept such 
an interpretation might conclude that psy- 
chotherapists make their living off the 
spontaneous remission rate, Yet every psy- 
chotherapist has had patients whose improve- 
ment followed so closely upon occurrences 
in the therapeutic situation as to make it 
highly unlikely that this was due to mere 
chance. ^ 

In the present state of knowledge interpre- 
tation of these statistical findings is impos- 
sible, It is not even clear, for example, to 
what extent the consistency of improvement 
rates represents actual changes in the pa- 
tients and to what extent they reflect a habit 


* of mind of the judges. We do not know in 


what ways patients said to improve under 
different therapies resemble or differ from 
each other, or how to compare the techniques 
of different therapies and the nature of the 
results obtained. 

These and many other questions must be 
clarified if psychotherapy is to become a sci- 
ence in the sense that different psychothera- 
pies can be adequately described; their rele- 
tive effectiveness convincingly demonstrated, 
and the type of therapy tailored to' the per- 
sonality of the patient and the nature of his 
disorder. To achieve these goals we must be 
able (т) to describe therapeutic techniques 
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in such terms that others can perform them 
similarly(4); (2) to describe the person- 
ality of the therapist as it relates to his influ- 
ence on different types of patients(11, 19); 
(3) to describe patients in terms relevant for 
psychotherapy(6, 8) ; and (4) to describe 
improvement in terms permitting comparison 
of one type of therapy with another. 

The problem of describing improvement 
has become one of concern to us in connec- 
tion with a current study of attributes which 
influence the response to therapy of outpa- 
tients in a psychiatric clinic. For this study 
it was necessary to devise measures of im- 
provement which made possible comparison 
of the results of 3 different types of therapy 
with a wide range of “patients. This paper 
describes the measures selected, the consid- 
erations which led to their choice, and prob- 
lems connected with their use. We believe 
that it is possible to measure the effects of 
therapy by means of a limited number of 
criteria, based on the patient’s conscious, re- 
portable feelings and overt behavior, which 
can be quantified, thereby allowing com- 
parison of the effects of one therapy with 
another, and which at the same time are 
relevant to what is generally meant by im- 
provement. The criteria proposed are com- 
fort, effectiveriess, and self-awareness. 


п 


Most of the accumulated literature оп 
therapy is so difficult to evaluate because im- 
Provement is thought of in global terms and 
rated only with respect to degree, The fatal 
flaw in this procedure, as is now rather gen- 
erally recognized, is that it assumes improve- 
ment to be a unitary phenomenon. All cri- 
teria of improvement are assumed to vary 
together, so that regardless of the specific 
criterion selected the results would be the 
same. This assumption Probably does hold 
for patients who are markedly improved or 
recovered, Therapists of different sehools, 
despite differences in their implicit or ex- 
plicit criteria, agree readily as to the im- 
provement of these patients, Suggesting that 
the criteria have changed together, 


With lesser degrees of improvement, how- ` 


ever, the assumption that all criteria vary 
together is at best questionable and very 
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likely false. It is probable that measures of 
different criteria of improvement would be 
affected differently depending on such fac- 
tors as: (1) The type of therapy. For ex- 
ample, group therapy may tend to increase a 
patient's social facility more than his under- 
standing of the historical origins of his in- 
terpersonal difficulties ; certain kinds of indi- 
vidual therapy, on the other hand, may tend 
to increase the patient's insight without in- 
creasing his social facility. (2) The type of 
patient. Different individuals may have dif- 
ferential predispositions to change. Some 
may change readily with'respect to symptoms 
and slowly as regards insight, while others 
may have opposite tendencies. Also, differ- 
ent persons may have differential need for 
change. One patient may be "sick" sympto- 
matically, but functioning adequately in his 
social relations, while another may have his 
difficulties in the latter area. Successful 
therapy for the first patient would involve 
chiefly change in symptoms ; for the second, 
improvement in his social relations. Finally, 
there may also be individual differences in 
the extent to which changes on the different 
criteria converge(17). (3) Time. Measures 
of some criteria may show change early in 
therapy but remain unaffected thereafter. 
Other criteria may show no change, or pef- 
haps even worsen, during the early period 
but begin to change after further treatment. 
For example, the greater part of sympto- 
matic relief may occur early in therapy; 
whatever symptoms survive the early treat- 
ment period may be extremely resistant t0 
change. On the other hand, anxiety may 1n" 
crease early in therapy and decline later. The 
conditions under which different criteria of 
improvement are or are not positively corre 
lated thus become a matter for empirical 
study. 

If improvement is not a unitary phenome 
non, over-all evaluations have serious draw- 
backs, Different evaluators may mean ffer- 
ent things by improvement and the same 
evaluator may shift his criterion from er 
patient to the next. He may call one patien 
improved because his headaches are bette! 
and another improved because he has no 
а better job. Depending on the patient 
original level, he may consider am 
change, such as loss of а symptom, slig 
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improvement" in one case and "great im- 
provement" in another. The same change 
| may be considered to represent improvement 
їп one patient and worsening in another. In- 
creased anxiety, for example, might be taken 
asa sign of improvement in an obsessional 
neurotic but a danger signal in an incipient 
schizophrenic. 

The problem is most sharply emphasized 
by the patient who moves in opposite direc- 
tions at tlie same time. For example, how is 
the over-all improvement to be rated in a 
woman who stops having migraine when she 
leaves her husband and gets it back when she 
resumes her role as housewife and mother? 

;Parenthetically, leaving’ “improvement” 
tndefined probably facilitates overestimation 
of improvement, In the course of several 
months any patient is apt to change in some 
Way whether or not he is receiving therapy, 
and the rater can usually find some positive 

ange when he is looking for it and no re- 
strictions are put on his choice. The study 
of Teuber and Powers(23) strikingly illus- 
trates the danger of relying solely on thera- 
Pists’ estimates of improvement unchecked 

у an objective criterion. Although thera- 

Pists of predelinquent boys believed about 

two-thirds of the children had “substan- 

- ally benefited" from the treatment, no sig- 

nificant difference in number of court ap- 

Pearances was found between the treated 
and an untreated control group. 

In short, global ratings of improvement 
tell nothing about the nature of the change 
poured by the therapy in question. They 
"erefore contribute little to our understand- 
ion above all, do not permit comparison 
a е effects of one therapy with another. It 

fans little to conclude that therapy A is 
aa than therapy B because the results of 
th ару A show 90% improved and those of 

STaby В 60% improved, when these per- 

е really mean that in therapy A 90% 

е patients lose their somatic symptoms 

Of the ї after exposure to therapy В 60% 
Peon} Patients get along better with other 
ла ©. We agree with others(17, 20) that 
"obs: TeSearch point of view the effort to 
E n Over-all evaluations of improvement 

"pa blind alley. 

9 illustrate the probable nonunitary na- 

9: improvement, an ekample may be 
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given from data of a preliminary study of 
16 neurotic patients who were evaluated be- 
fore and after 20 weeks of group therapy. 
Certain relationships among 4 of the many 
measures studied will be considered here. 
The measures are: 

т. А symptom check list, filled out by the 
patient, which contained items pertaining 
chiefly to bodily distress and emotional 
disturbances. 

2. A rating scale of the patient's discom- 
fort, filled out by the staff and containing 
such items as sexual conflicts, social uneasi- 
ness, feelings of being exploited by others. 

3. A measure of self-acceptance obtained 

by having a patient describe his behavior in 
the group by means tf a Q-sort technique, 
and then, by re-sorting the items, describe 
what he would like his behavior to be(19). 
The degree of correlation between the two 
sorts was taken as a measure of self-accept- 
ance. 
4. A measure of the accuracy of the pa- 
tient's description of his own behavior (self- 
awareness), obtained with the same Q-sort 
by correlating the patient's description of his 
own group behavior with that made by a 
trained observer. The higher the correlation, 
the more+self-aware the patient was con- 
sidered to be. + 

Certain correlations among these measures 
at the start of treatment, and among their 
degrees of change after treatment, are given 
in Table т. (АП omitted correlations did 
not differ significantly from zero.) • 

The fact that the staff's estimate of dis- 
comfort and the patient’s own report of his 
symptoms tended to be positively correlated 


TABLE 1 


CORRELATIONS BETWEEN CERTAIN MEASURES OF 
IMPROVEMENT 


„ Correlation Coefficients (г) 


8 of 
change 
Bef 
Я * Measures pu ШУ 
Patients symptoms and . 
staff's estimate of*his dis- z a 
45 * 44* 
f seli : Srt 14 
-Patients symptoms and lack 
of self-awareness......... —12 537 


* p less than ло. 
tb less than 105. з 
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to start with and to vary together under 
treatment suggests that they were to some 
extent measures of the same thing. This 
finding led us to abandon the former meas- 
ure in subsequent research and to rely solely 
on the patients’ own ratings as a measure of 
comfort (16). 

That patients’ symptoms and lack of self- 
acceptance are correlated at the start of 
treatment bears out the hypothesis that fail- 
ure to accept oneself contributes to feelings 
of discomfort(13). Despite this initial re- 
lationship the two measures do not vary to- 
gether under the conditions of therapy in 
this 


study. 

Finally, that the severity of symptoms is 
not correlated with the patient's lack of self- 
awareness initially is in keeping with the 

clinical observation that severity of 
symptoms and degree of self-awareness are 
not directly related. On the other hand, the 
correlation of decrease of symptoms with in- 
crease in self-awareness is consistent with the 
supposition that as patients get more com- 
fortable they can dare to see themselves more 
accurately. 
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If improvement is not a unitary phenome- 
пла оре At once prides a8 to how to 
* select or measuring the effects of 
therapy. ар елиш Meine the 
veness of any form of therapy we 
Cri Ort ыр 
wi py modifies or 
eliminates these conditions. The causes of 


illness are so varied, complex, · 


about, if a consensus can be reached 
what the baseline is from which improvement 


provement.will be used. Patients ma change 
їй any number of ways while sta i 


therapy. Which of these changes shall be 
called improvement depends on value judg- 


ments as to the goals of therapy and these ` 


rest on value judgments as to the nature of 
mental health. The range of therapies. and 
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patients to which a given criterion of im- 
provement can be applied depends on how 
widely held and generally applicable the 
values are on which it is based(12, 17). 

With respect to the baseline from which 
improvement is measured, 3 possibilities are 
the patient's level at the beginning of treat- 
ment, his highest level of functioning prior 
to treatment, and the highest level of which 
he is capable. All are legitimate depending 
on what the goals of therapy are, but we have 
no hesitation in selecting the first as being 
the most widely used, as well as the easiest to 
handle. ^ 


Our criteria of improvement are based on 
the values of persons most concerned with 
the outcome of psychotherapy—the patient 
himself, his associates, and his therapist. It 
is safe to say that every patient seeks to gain 
from therapy more comfort in his daily 
functioning. "Those with whom he interacts 
are apt to be less concerned with how well he 
feels than his effectiveness as a social being. 
Comfort and effectiveness have therefore 
been selected as the major criteria of im- 
provement. Since increase in the patient’s 
comfort and effectiveness are the goals of all 
the healing arts, we assume that these cri- 
teria are also acceptable to all psychothera- 
pist Many school have an additional 
therapeutic goal, namely, increase іп self-un- 
derstanding. We have therefore included a 
measure of self-awareness as a criterion 
improvement, Since self-awareness is of à 
different order than comfort and effective- 
ness it will be considered separately. 

Before we describe the measures selected 
for comfort and effectiveness, it must 
pointed out that the criteria can be measure 
in any number of ways, and changes іп 97 
ferent measures of the same criterion 
not necessarily positively correlated. For ЄХ" 
ample, two possible measures of the criterion 
"comfort" are the discomfort-relief quot! 
(5), and a symptom checklist. For some ра" 
tients, early in therapy, symptoms may ; 
reduted, yet discomfort in terms of the 
comfort-relief quotient increases. The tW? 
measures would thus show contradictory 
trends'though both are reasonable m! 
of comfort. t 

The measures we have selected represi 
only one possible operational definition 
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tach of the criteria. They seem to have a face 
validity, that is, they are obviously related to 
the criterion they are supposed to define. The 
extent to which other measures of the same 
criteria would yield similar results, however, 
would have to be determined by further 
research. 

In choosing measures of comfort, it be- 
came obvious that since this is a subjective 
state по one can judge it but the patient. It 
seemed wise to construct the chief measure 
of this criterion in terms not of comfort but 
its opposite—discomfort—since almost all 
dinic outpatients seek treatment to be. re- 
lieved of distress, rather than to be helped 
to move from a satisfactory state of comfort 
toa better one. Accordingly our majar meas- 
ure of this criterion is a check list of distress- 
ing symptoms based on the Cornell Index. 

symptom is rated on a 4-point scale of 
Severity. Since this scale does not provide for 
changes in the direction of positive comfort 
(as contrasted to diminution of discomfort) 
We are also using one modified from Lorr 
(15), containing 12 items chiefly concerned 
with the patient’s feelings about various as- 
pects of his interpersonal functioning. Each 
is rated on a 6-point scale ranging from the 
healthy, satisfying end of the continuum to 
the distressing one. For example, one*scale 
Tanges from “nearly always felt adequa " to 
(early always felt inferior ;” another from 
Saw associates as almost always friendly” to 
ost always antagonistic.” 

To test the reliability of this measure and 
the symptom check list, over one-third of the 

were rewritten in alternate form. The 


Average correlation between the original . 


items and their equivalent forms was 0.74. 
Total scores as well as individual items are 
to evaluate improvement. The use of a 
„Score circumvents the objection of 
à onal equivalence of symptoms which 
18 urged against the use of symptoms as a 
measure of improvement; that is, if a pa- 
М t gives up one symptom he may develop 
other to replace it. The total score would 
v improvement only if there were a net 
Пе in number and intensity of all symp- 
toms, If a patient replaces distressing head- 
his with equally distressing stomach aches, 

total score will remain unchanged. 

© problem of rating effectiveness posed 
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more difficulties. As with comfort, it seemed 
wisest to try to measure the degree to which 
the patient fell short of satisfactory func- 
tioning rather than the extent to which he 
exceeded it, so that the scale actually meas- 
ures ineffectiveness. Fifteen categories were 
selected, the first 7 representing “active” 
modes of social ineffectiveness, the next 
7 their “passive” counterparts, while the 
fifteenth was sexual adjustment. The 7 
pairs of categories are: overindependent— 
overdependent; superficially sociable — 
withdrawn; extrapunitive — intrapunitive ; 
officious—irresponsible ; impulsive—overcau- 
tious ; hyperreactive—constrained ; and over- 
systematic—unsystematic. 

On the basis of material obtained from an 
interview with the patient and with another 
informant who knows him well (usually a 
close relative) the degree of ineffectiveness 
in each category is rated on a 5-point scale. 
The rating is determined by the degree of in- 
appropriateness of the behavior and its fre- 
quency. In arriving at each rating the degree 
of the ineffectiveness of the patient's behavior 
is first rated separately with respect to vari- 
ous significant people in his life. These per- 
sons are grouped under 5 headings—own 
family, rharital family, occupation, social ac- 
tivities, and interviewer. It should be noted 
that this procedure takes account of the fact 
that degree and form of a patient's ineffec- 
tiveness are closely related to the situations 
in which he finds himself. A patient may on 
this scale obtain fairly high scores on op- 
posed modes of ineffectiveness with different 
significant persons. For example, he may be 
intrapunitive with his mother but extrapuni- 
tive with his wife, withdrawn from work as- 
sociates but superficially sociable with tavern 
acquaintances, and so on. А final single rat- 
ing for each catégory is obtained by using 
the ratings for each of the 5 headings as a 
guide but taking intd consideration also the 
relative importance to the patient of the per- 
sons*with whom the ineffective behavior was 
shown and the number of persons involved. 
Despite the inférential nature of these ret- 
ings they were found to have adequately high 
interjudge reliability. The average intercor- 
relation of 4 judges was 0.69, and the aver- 
age difference between their ratings was only 
six,tenths of a scale whit. Ў 


e 
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Since our measures are based exclusively 
on rating scales, certain questions and prob- 
lems connected with the use of this tool must 
be considered. It may be attacked in prin- 
ciple on the grounds that results of therapy 
are not amenable to measurement because it 
is a highly personal relationship differing for 
each patient and therapist and involving 
emergent rather than static situations(2). 
According to this view the infinite variety 
and subtlety of patients’ feelings in therapy 
cannot be adequately comprehended by rat- 
ing scales or any other limited objective 
measures, It is claimed that only the intui- 
tive judgment of the therapist, untrammeled 
by the chains of scientific method, can prop- 
erly evaluate his patient’s unique therapeutic 
experience (то). 

We grant that certain gifted therapists 
might be excellent judges of the results of 
therapy on their patients. Such judgments, 
however, afford no basis for developing a sci- 
ence of psychotherapy. If the basis for a 
judgment cannot be made explicit, real ad- 
vance in knowledge is not possible( 3). Every 
clinical judgment, however intuitive, is im- 
plicitly а statistical judgment, because in 
making it the clinician is comparing his pres- 
ent patient with all the other patients he 

» happens to remember. That is, he is actually 
using statistical techniques but in a subjective 
and uncontrolled way, Actually, some evi- 
dence suggests that highly circumscribed sta- 


clinical approach in making prognoses, which 
is analogous to evaluating improvement (21). 
Kelley (14), 


better than any, other predictive 
measure including pooled clinical judgments. 

We believe that the implicitly statistica] 
nature of clinical judgments should be made 
explicit and that they can be objectified and 
quantified, Rating scales achieve both’ these 
ends, Judgments on rating scales are clinical 
jüdgments, in the sense that they are ar- 
rived at after consideration of many impon- 
derable variables which may differ from Case 


to case and which cannot be'precisely formu- ' 


lated. They are an шры over crude 
clinical judgments in fhat they tend to make 


" 
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them more accurate and more comparable, 
They do the former by breaking the over-all 
judgment down into subcategories which 
serve as checks on each other; the latter by 
forcing all the judges to use the same terms 
regardless of the particular patient and ther- 
apy involved. The use of rating scales does, 
indeed, lose nuances of feeling and behavior, 
and a given set of scales may prove to have 
omitted the very phenomena that most re- 
quire study. If this is the case, however, the 
answer is not to abandon the method but to 
develop rating scales to fill the gaps. 

The scores on our: scales represent either 
direct judgments by the patient or judgments 
by staff members, The latter are based on 3 
sources of data: what the patient says about 
himself, the limited segment of his behavior 
observable in the interview, and a relative's 
report. The limitations:and sources of error 
inherent in such data have been well de- 
scribed by Mosak(18). The patient's reports 
are subject to 2 sources of error which may 
be termed attentional and motivational. From 
the standpoint of attention, with the best will 
in the world it is difficult to introspect one's 
feelings accurately or to give an undistorted 
report of past experiences, especially for а 
person inexperienced in doing this. From the 
stantlpoint of motivation, the patient's re 
ports are influenced by his fears and hopes 
and by his relationship to the interviewer. Ап 
example of the former is the patient whose 
toothache disappears while he sits in the den- 
tist’s waiting room. Another is ће patient 
whose fear of heart disease intensifies his. 
distress from cardiac symptoms. The pa- 
tient’s relationship with the interviewer may 
lead him, for example, to exaggerate his diffi 
culties in order to convince the interview 
he needs help, or minimize them, especially 
after a period of treatment, to please the 
interviewer by showing how effective treat- 
ment has been. Initially, distrust of the in- 
terviewer may lead him to conceal, con- 
sciously or, unconsciously, cértain difficulties 
which he reveals as he becomes more ere? 
so that he may appear sicker when he if 
actually improving. Certain patients cannot 
admit the existence of a problem to some 
else, or sometimes even to themselves, pe 
they have at least partly overcome it. S 
a final interview one may learn for the 
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time of a difficulty that was present from the 
beginning. Thus changes in ratings after a 
period of therapy might be due to a change 
not in how the patient actually felt or saw 
his behavior but in what he was able or will- 
ing to report about himself. 

Raters are vulnerable to the same type of 
attentional and motivational errors as the pa- 
tient, usually because of a desire to see im- 
provement. For them, however, the errors 
are apt to be less severe, both because of 
their training and because they are not as 
deeply involved emotionally. 

While these sources of error cannot be 
completely eliminated certain steps were 
taken to minimize them. Many different 
Sources of data—interview material, direct 
Observations of behavior, interviews with 
Telatives—made it possible to check the find- 
ings from differert sources against each 
Other. The patient's description of his be- 
havior at home was evaluated with respect to 
some of its aspects by reference to a rela- 
tive’s report, as well as by the observation 
of the patient's facial expressions, posture, 
and tone of voice. The latter also served as 
à check on his description of his feelings. 

Finally, we believe that the accuracy of the 
clinical judgment of any one rater can be 
heightened by a conference among the differ- 
ent raters. Ratings based on a conference 
May have certain disadvantages, among them 
the danger that a member of the group with 
More prestige than the others, say the senior 
Psychiatrist, may unduly influence the final 
Tatings. This danger is greatly reduced if 
all the conferees are aware of it. It is further 
Minimized by having each member make his 
own ratings before coming to the conference. 

atever the drawbacks in the conference 
Method, they are more than counterbalanced 
the opportunity given each participant to 
Teevaluate his impressions.in the light of new 
information or differences in emphasis sup- 
Plied by the other members. 
V ^ 
, Comfort and effectiveness are criteria of 
‘provement based on values generally held 
Patients, the persons with whom they, 
po omarily interact, and psychotherapists. 
ep hotherapists are inclined to judge the 
ects of therapy by reference to additional 
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values based on their theories of person- 
ality. We therefore include a criterion de- 
rived from certain prevalent views of per- 
sonality and have studied its relation to 
changes in comfort and effectiveness. This 
we term self-awareness. 

It is often claimed that changes in con- 
scious distress and overt behavior are super- 
ficial and of little significance unless accom- 
panied by changes assumed to be more 
fundamental, such as increased self-under- 
standing, modification of underlying atti- 
tudes, improved integration, making the un- 
conscious conscious, and making the patient’s 
potential energy available to him(26). While 
such concepts are needed in thinking about 
the goals and processes of therapy, they are 
useful for research only to the extent that 
they can be defined operationally, measured 
reliably, and clearly related to generally ac- 
cepted criteria of improvement. 

Statements that a patient has undergone a 
reorganization of personality, or their equiva- 
lent, may be defined from an operational 
standpoint in at least 3 ways. (1) They may 
mean that the patient has come to express 
attitudes more highly approved by the thera- 
pist than,those expressed at the start of treat- 
ment. To take an extreme example, some 
therapists say that even if a patient fails to 
improve symptomatically, his treatment is. 
worthwhile because it makes him more in- 
sightful or tolerant. Operationally this means 
merely that he has become closer to what the 
therapist considers a mentally healthy per- 
son. Sometimes this implies that the patient 
has become more like the therapist ; probably 


. more often it means that he has become more 


like what the therapist would like to be(22). 
Basic personality change in this sense is 
equivalent to accepting the therapist's value 
system, at least in part, and is closely anal- 
ogous to being converted to a religious faith. 
That this may be a powerful therapeutic ex- 
perience is recognized. Questions as to the 
conditions under which a patient's values ap- 
proach those of,the therapist and “the extent 
to which this is related to improvement*in 
comfort and effectiveness, are beyond the 
scope of this paper. ` 

(2) Statements as to the occurrence of 
deeper personality changes may be hypoth- 
eses as to the means by which improvement 
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їп CUBO О УШ ушшш, and effectiveness was brought 
about. Thus it may be said that a patient 

become more comfortable and effective 
because he has gained insight. Two meth- 
odological difficulties with this view are that 
there are no unequivocal tests of deeper per- 
sonality changes and the relationship of such 
changes to the goals of therapy remains un- 
clear. Projective tests(9) and indices of 
autonomic activity (24), as possible measures 
of personality change, promise to shed much 
light on the psychotherapeutic process, but 
present great difficulties in interpretation. 
Neither is it possible at present to relate 
surmised personality changes to changes in 
comfort or effectiveness. One judge might 
conclude that a certain patient had | undergone 
a significant personality reorganization be- 
cause the quality of his work had improved, 
another that he had not because his relation- 
ship with his wife was no better, 


means of follow-up 
involve a formidable 

lem—how to compare 
the severity of situational Stresses at the tine 


which changes inen бе © = 
dependent of шешле or caused by i d 


Ясыл the importance of tempo- 
mM arn Ч not be underesti- 


ment with shock treatment has saved many a 
depressed patient from sui cjde. 

"One goal of therapy, foc in terms 
of underlying personali change, is so widely 
held that we are including a measure of one 
aspect of this goal and аге studying how it 
varies with comfort and effectiveness, This 
goal may be summed up by the Socratic.dic- 


COMFORT, DU ND SCE AWARENESS [Чу AND SELF-AWARENESS 


tum “know thyself.” Increased understand. 
ing of oneself and the nature of one’s illness 
is an important objective of treatment in all 
chronic illness, on the assumption that the 
better the patient understands his condition 
the better he can care for himself, Analo- 
gously, all uncovering, exploratory or client- 
centered methods of psychotherapy, as well 
as those based on learning theory, include in 
their goal gain in self-awareness. The impli- 
cation is that the more completely and accu- 
rately a patient knows himself, the more free 
he will be of subjection to inner compulsions 
and outer pressures and the better able to 
meet the stresses of life. 

Accuracy and completeness of self-aware- 
ness may well be a culturally determined 
goal, limited largely to the intellectually ori- 
ented segment of the population (27). Many 
persons make marked strides in comfort and 
effectiveness by forcibly directing their atten- 
tion away from themselves to the outside 
world. Others are greatly helped by embrac- 
ing illusion and submerging themselves in а 
cult. Moreover, it is unlikely that any psy- 
chotherapist would consider increase in self- 
understanding to be a desirable goal for all 
types of patients. Older persons with depres- 
Sive tendencies, for example, may need to 
sttehgthen their favorable illusions about 
themselves rather than learn to appraise 
themselves with cold objectivity. Such an 
appraisal may reveal their inadequacies 
too clearly at a time of life when not much 
can be done about them. Nevertheless, the 
concept of self-awareness underlies so much 
thinking about the goals and processes 
Psychotherapy that some attempt to measure 

ges in this criterion seems worthwhile. 
We have fallen back on а very simple de 
which attempts to measure the patient's abil- 
ity to appraise accurately his own behavior 
in the interview. ‘This is only a small aspect 
of self-awareness, to be sure. Whether it 
will prove a significant one, studies now ber 
Way ‘ill tell. An interview with the patien 
is observed through a one-way screen. d 
the close of the interview both patient an f 
observer rate the patient's behavior in ter 


‚ of a check list containing 13 adjectives 0 


Scriptive of behavior: alert, shy, subh 
annoyed, relaxed, friendly, polite, honest, T 
strained, overtalkative, inconsistent, 


“ened, and cautious. Some of these also refer 
tofeelings, The extent to which each adjec- 
tive applied to the patient in the interview, 
ranging from "not like I behaved” to “very 
much like I behaved,” is rated on a 4-point 
- scale. 

The observer's rating is accepted as the 
accurate опе, an assumption which seems 
justified on а priori grounds as well as by 
the high reliability of independent ratings by 
‘observers (r—.88). The accuracy of the 
patient's perception of his own behavior to- 
wards the interviewer is given by the agree- 
ment between his ratings and those of the 
observer. { . 


, SUMMARY 


Since improvement under psychotherapy 
i$ not a unitary phenomenon, progress іп 
studying the effectiveness -of psychotherapy 
depends on the use ôf carefully defined and 
generally agreed upon criteria of improve- 
ment, Tn the present state of knowledge such 
criteria must be based on value judgments 
the patient, and by persons with whom he 
interacts. It is suggested that the criteria 
Comfort and effectiveness represent these 
Values. Means of measuring them are de- 
scribed and problems connected with the 
measures considered. Some implications of 
Viewpoint that improvement must be 
"ated in terms of underlying personality 
are discussed. A simple measure of 
self-awareness is described which may be a 
Possible indicator of certain such changes. 
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DISCUSSION 


Joan Fleming, M.D., Chicago, IIL—With sev- 
eral basic assumptions as stated in the paper, I 
would agree that improvement is not a unitary phe- 
nomenon and that the goals of therapy vary with 
the patient and with the therapist. However, there 
are certain assumptions implicit in the paper with 
which I would not agree. There is a strong 
tendency to treat "a type of psychotherapy" as if 
it were an entity [in omitted paragraphs]. A plea 
is made for efforts toward adequate descriptions 
of "type of psychotherapies" in order to differ- 
entiate one from another for the purpose of testing 
each separately. There is also the implicit assump- 
tion that a "type of psychotherapy" is something 
"done to" the patient. It is hard for me to believe 
that the authors believe this. Therefore I would 
suggest that they pay some attention to this possible 
interpretation of their work. For, with this impli- 
cation, many of their other statements are belied 
and their paper seems to 


кине capacities, 
seems to me the emphasis in this on 
criteria for evaluating different types уу. 
stherapy is premature when the description of the 
Process of psychotherapy is so inadequately de- 
scribed at present, This basic study must deal first 
with our language which is extremely deficient in 
describe, let alone explain, the Processes 
and intrapersonal communication. The 
I am sure, felt this deficiency when they 
1o make up the rating scales used to test their 
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My personal orientation is toward psychoanalytic 
psychology, which the authors seem to attribute to 
the group who consider self-understanding as an 
important meastire of improvement. Certainly, this 
is not a goal in itself in spite of the interpretation 
of what Socrates said. Socrates lived so long be- 
fore Freud that he never heard the famous story 
of the American who spent 2 years in Europe 
undergoing a certain type of psychotherapy. This 
"improved" patient was met at the boat by his 
Íriends eager to see the results. "Well, I still 
stutter,” he said, "but I know why." 

Many questions could be asked regarding minor 
points in {һе paper. On the whole, the authors 
demonstrate an awareness of the complications, 
objections, and sources óf error in their work. 
Reading the paper left me with a feeling of disap- 
pointment and of hope: · disappointment that the 
presentation omitted so much of the clinical data and 
especially that such short shrift was given to “selfs 
understanding.” There was a disappointment that 
so much emphasis was given to evaluation of 
“types of psychotherapy.” Y 

My hope is for continued study and publication 
with emphasis on the process of psychotherapy, 
whatever the procedure, the goals, or the psy 
logical systems of the therapist. 


CLOSING DISCUSSION 


Jerome D, Frank, M.D., Baltimore, Md—We 
share Dr. Fleming’s opinion that the decisive fac- 
tor in producing improvement lies more in 
Patients’ restorative powers than in the form 0 
psychotherapy used, and have started research proj- 
ects to evaluate attributes influencing their response 
to psythotherapy. But different schools of psycho- 
therapy do exist, each of which claims § 
virtues. Before trying to define their processes in 
more detail we must determine whether their effects 
really are different. If not, there is little point in 
trying to describe them more precisely. A pre- 
requisite for studying differences in both responsive- 
ness of patients and effectiveness of therapies is the 
development of measures of improvement by which 
all neurotic patients and all forms of psychotherapy 


‚ can be compared, which is what we have tried to do. 


SOME PROGNOSTIC FACTORS IN 538 TRANSORBITAL 
LOBOTOMY CASES 


C. L. JACKSON, M.D,: Rusk, Tex., ano E. GARTLY JACO, Pu.D,,? Austin, TEx. 


This study represents an attempt to deter- 
mine statistically an array of specific factors 
significantly associated with improvement or 
successful outcorne and unimprovement or 
failure in 538 patients who have had transor- 
bital lobotomy following unsuccessful out- 
tome of other common, treatment methods.? 
Freeman's pioneer work(1, 2) in transorbi- 
tal lobotomy, the Boston studies in lobotomy 
under Greenblatt (3), and certain aspects of 
the Columbia-Greystone project as discussed 
ly Mettler(4) have been helpful in provid- 
ing hypotheses and pointing out many fac- 
lors leading toward a more precise evaluation 
of lobotomy in general and transorbital lo- 
botomy in particular. This paper, although 
not exhaustive, reports the significance or 
lack of significance of many psychiatric and 
sociologic factors, suggested or implied by 

studies, contingent upon improvement 
or unimprovement I to 4 years following 
transorbital lobotomy. 

Following each transorbital lobotomy, the 
Patient was classified as improved, unim- 
Moved, or worse, such evaluation being the 
Consensus of the neurosurgeon, ward physi- 
“ans, nurses, and attendants. Of the 538 
fases, only 13 were evaluated as being worse. 

this sum was too small for statistical 
Analysis, the category of “worse” was com- 
with that of “unimproved,” leaving 2 
Foups—improved and unimproved, The sta- 
1 null hypothesis that no significant dif- 
nce existed between the improved and 
Igi ed groups was then tested for each 
г by the chi-square test of significance. 
сей of contingency between the 
;° icant factors and outcome of the opera- 
E tested by corrected contingency 


F t я 
i ur (at time of preparation of manu- 


| Hospital pt. 1953) Superintendent, Rusk State 


pital, 
H sssearch Consultant, Board of Texas, State 
5 and Special Schools, and Department of 
a Age University of Texas. 
sista Wledgment is due Richard L, Neel for his 
ce in gathering the data, * 


SIGNIFICANT FACTORS 


The following factors were found to be 
significantly different between the improved 
and unimproved groups. 

General. Improvement.—Of the 538 pa- 
tients, 307 (57%) were improved while 231 
(43%) were unimproved (P=.01). Ten 
fatalities (2%) occurred while no other dis- 
abilities were apparent. Fifty-three percent 
were able to leave the hospital following 
transorbital lobotomy, including 78% of the 
improved and 19% of the unimproved 
groups. Of this group leaving the hospital, 
53% later returned, while at present, out of 
the total group of lobotomy patients, 31% are 
still out of hospital. Of the improved group, 
52% are now out of hospital while 96% of 
the unimproved group are at present still in 
hospital. It seems pertinent to point out that, 
since the median length of illness for the en- 
tire group was 5 to 9 years and the median 
duration of hospitalization was 2 to 4 years, 
this further indicates favorable results of 
transorbital lobotomy, as the, likelihood of 
discharge from the hospital after one or more 
years of hospitalization is considerably less. 

Sex.—Female patients showed a higher 
percentage of improvement than the males 
(P-.oor). Sixty-seven percent of the fe- 
males improved while only 41% of the males 
did so (Table 1). 

Color.—Between white and Negro patients, 
the latter group was significantly more im- 
proved (P=.001), 67% of the negroes com- 
pared with 5196 of the whites. Only 3 Mexi- 
can cases received transorbital lobotomy, 


TABLE 1 


Sex DIFFERENCES BETWEEN 538 IMPROVED AND UN- 
TRANSORBITAL Loporomy Casks * 


Improved, Unimproved ^. "Totals 

Sx © 'N % N % N % 
Male..... 84 лї 123 .50 207 38 
Female... 223  .67 108 .33 331 62 
Totals... 307 .57°* 231 .43 538 тоо 

2 Chi-square = 37.05; p<.oor. 2 

C=.36. М 
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with 1 improving and 2 not, but this sum 
was too small for inclusion in the statistical 
analysis (Table 2). 
Diagnosis.—Involutional, paranoid, and 
mixed schizophrenic patients had higher per- 
centages of improvement than expected 
while psychoses with meningoencephalitis, 
convulsive disorders, and mental deficiency 
cases had lower frequencies of improvement 
than expected (Р=.оот) (Table 3). 
Duration of Iliness—The shorter the du- 
tation of illness, the greater is the likelihood 
of improvement (P=.05). Less than 4 
years’ duration showed the greatest improve- 
ment while over 10 years decreased chances 
of improvement sharply (Table 4). 
Duration of Hospitalization.—This factor 
was of greater significance than duration of 
illness, although the general pattern was 
similar; the shorter time hospitalized, the 
greater chance for improvement (P—.oot). 
The period for improvement, however, is 


TABLE 2 


COLOR AND IMPROVEMENT AND UNIMPROVEMENT IN 
535 TmANsonBITAL Lopotomy Cases * 


Improved Uni; 

he T ae A. the least improvement. Although the tren 
White... 16t 51 156 49 зу у і5 "Ot entirely consistent, generally Ue 
Negro... 145 4 п 28 at e. de amount of spen shots e: 
> Totals... 306 у 229 43 zoo Ment, the less likely are the chances tor ^. 
pea S dd at ex provement. It should also be pointed out 

Bead that, since 21% of the patients were omitt 

т ТАВІЕ 3 ‘ 
DIAGNOSIS AND IMPROVEMENT AND UNIMPROVEMENT IN 521 TmAWsommITAL 1.овотому Cases * 
RI Improved Unimproved Totals 

D j N % N я NU E 

Мепіпаоеседа іо... 8 36 14.64 22 Ж 

erebral arteriosclerosis 3 .50 3 50 6 2 

р 02 

Involutional ........,,.,.,.‚ @ wm У e 8 T 

Manic-depressive, manic type... ў 2 z i is he 05 

Manic-depressive, depressed type . 14 52 І 48 27 8 

Schizophrenia, simple ... ne Е 12 46 8 17 26 2 

зи hebephreni type . 39 «51 37 40 76 a 

rae ‘ophrenia, catatonic type ... 19.80 10 50 38 Z 

izophrenia, paranoid type ..... 93 *.63 . 54 37 147 s 

Schizophrehig, mixed type ... 52s 1 2 69 p^ 

Schizophrenia, other ...... 5 i 7 Е п a 

Psychosis, undifferentiated . 4 px x 5 4 

Personality disorders ..... ARORA 5 6; x E 8 $^ 

Psychosis with mental defici 10 3 hs r4 EH a 

Totals .. .. 205 57 225 43 521 ie 


* Chi-square = 37.82; p $ oor 
Как Casas 


FACTORS IN TRANSORBITAL LOBOTOMY CASES 


[Nov, 
TABLE 4 


Duration or ILLNESS AND IMPROVEMENT AND 
UNIMPROVEMENT IN 532 TRANSORBITAL 
Losoromy Caszs * 


Duration of Improved Unimproved Totals 
illness N % N v N 9 

Up to 180 days.. то .63 6 .37 16 .03 

181-365 days .... 17 74 6 .26 23 04 


34 .26 11 24 45 08 
69 бб 46 до 115 22 
68 .58 50 .42 118 22 
45 1з 44 49 89 17 
31 46 36 54 6 a 
29 40 30 .51 50 ш 
303 .57 229 43 532 100 


* Chi-square = 15.63; p < .05. 
= 18. 


shorter than that for duration of illness: the 
maximum for improvement is less than 2 
years and under 1 year hospitalization the 
probability is considerably greater; more 
than 2 years of hospitalization decreases 
chances for improvement (Table 5). , 

Electric Shock Therapy.—Patients receiv- 
ing no more than то electric shock treatments 
showed greater improvement than those re- 
ceiving a greater number (P=.05). The 
group having more than 7o shocks showed 
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from the analysis of this factor because their 
exact EST history was undetermined (rec- 
ords of some patients destroyed by fire), 
these results concerning EST should be re- 
garded as tentative (Table 6). 

Insulin Coma Therapy.—Patients having 
һай no insulin treatment showed greater im- 
provement than the insulin-treated group. 
While the pattern is erratic, generally the 
greater the number of insulin coma hours, 
the less the chance of improvement following 
"transorbital lobotomy: (Р=.от) (Table 7). 

Marital Status —Data suitable for statisti- 
cal analysis included 43% of the total num- 
ber of patients receiving transorbital 10- 
botomy, Married patients showed greater 
improvement than expected while single per- 
sons indicated less improvement than ex- 
pected (P=.05) (Table 8). 

Education —F ort¥-five percent of the total 
subjects were included in the analysis of this 


TABLE 5 


Duration or HOSPITALIZATION AND IMPROVEMENT 
_ AND UNIMPROVEMENT IN 533 TRANSORBITAL 
Losotomy Cases * 


Unimproved Totals 


Duration of 


Improved 


Hospitalization N % Ne NU de 
77 43 29 27 106 20 
38 78 п 22 49 9.00 
37 61: 24 39 бї лт 
44 46 52 .54 96 18 
51 .49 53 .51 104 20 
23 43 31 .57 54 ло 
1 
ome 22,63 13 37 35 07 
| i2 43 16 .57 28 05 
pronis E. is 304 .57 229 43 533 100 
pChisauare = 34.98; p < .001. 
za. 
TABLE 6 


тыс SHOCK THERAPY AND IMPROVEMENT AND 
NIMPROVEMENT IN 424 TRANSORBITAL 
Говотому Casrs* 


Improved Unimproved ^ Totals 


N % N 9 N 9 

QM 77 5 23 22 05 

10 .50 10 .50- 20° .05 

30,.60 20 40 50" 12 

25 65 18 .37 40 .09 

14 .54 12 46 26 .06 

17 Z1 "7 29 24 06 

41 58 30 42 71 17 

54 .57 40 .43 94 22 

30 .390 | 47 бт 77 18 

Be - 238 .56 186 .44 424 тоо 
Сш Не = 16.85; p < os. 
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factor. While no consistent relationship was 
found between the amount of education and 
outcome, specific levels of education were 
significant between the improved and unim- 
proved groups (P—.or). In the improved 
group, higher frequencies than expected 
were found for those having 8, 9, and 11 to 
12 years of schooling. For the unimproved 
group, those who were illiterate, or who had 
б and то years of education, were higher 
than expected. The amount of college edu- 
cation was not found to be significant, al- 
though 78% with college training failed to 
improve after transorbital lobotomy (Table 
9). 

Occupation Only a limited number of 
occupational classes were large enough to 
justify statistical analysis, rendering this fac- 
tor of limited application in this study. Those 
in the service occupations and housewives 
showed greater improvement than the agri- 
cultural and unskilled laboring occupations 
(P=.05) (Table 10). 

Church A ffiliation—In general, Protes- 


TABLE 7 


INSULIN ComA THERAPY AND IMPROVEMENT AND 
UNIMPROVEMENT IN 528 TRANSORBITAL 
Losoromy Cases * 


AB "Totals 
N 9 N 96 
127 .37 343 65 


4 57 7 OL 
Sake) II" 02 
21 уо ёо .06 
5 .63 8 оз 
6 .50 112 02 
2 .33 6 хот 
9 75 12 .02 
16 .50 32 .06 
34 51 67 13 
227 .43 


* Chi-square = 26.13; b < .or. 
CEs 


TABLE 8 


MARITAL STATUS AND IMPROVEMENT AND UNIM- 
PROVEMENT IN 234 TRANSORBITAL LoBOTOMY 
Cases * 

& е 
Unimproveé Totals 
ү e 


% N % N % 

26 70 74 ол до 
46 50 54 93 до 
43 16 57 28 л2 
:37 12 .63 .19 08 


37 148 .63 234 тоо 
* Chi-square = 9.68; p < .os. v 
C=.23. 
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tants showed greater improvement than 
Catholics; there were no Jewish patients in 
this group. Among specific denominations 
represented, Baptist and Methodist member- 
ship (prevalent in this particular region of 
the state) showed greatest improvement 
while Catholics and those having no known 
church affiliation indicated lowest improve- 
ment (P=.01) (Table тт). 

Venereal History—One of the unex- 
pected findings was that those patients hav- 
ing a positive venereal disease history 
showed a significantly greater improvement 
following transorbital lobotomy than those 
having a negative history (Р=.05). Sev- 
enty-three percent of the positive cases im- 
proved compared with 56% of the negative 
patients (Table 12), f 

Readmission Status.—Those having a re- 
admission status either before or after trans- 
orbital lobotomy showed greater improve- 


Cases * 
Improved U; Totals 
Ts we ио» 
. 17 15 83 18 o 
8 32 1 68 25 E 
E 28 » 44 48 
n 20 24 ло 
36 23 64 36 15 
52 10 48 л 0 
бо 6 40 15 o 
45 12275 16 o 
бі 9 39 23 ло 
M 4 22 14 28 18 075 
ten B6 36 154 бу 240 1.000 
pim = 22.46: p < ш, 
LII 
TABLE 10 
OCCUPATIONAL CtAss: AND TwrROVEMENT 
UNIMPROVEMENT IN 229 ТалмзойытА о 
Lonoromy Casgs* 
4 Improved Totals 
OM: s % * жаг 
9190658 16 50 16 , 
Agricultural +10 24 31 E: т, 3 


Miscellaneous .., 34 47 
No occupation ... 


ТОШ дб 83 36 цб 64 229 100 


> * Chi-square = 11.13; p < .os. 
aM 4 
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ment than those never having been released 
from the hospital (P—.05) (Table 13). 


INSIGNIFICANT FACTORS 


The following factors, some of which have 
been considered significant in the prognosis 
of lobotomy by others, were found to be 
statistically insignificant in improvement or 
unimprovement in our transorbital lobotomy 
cases: 

.Age.—While age generally was not a dis- 
criminatory factor between improvement or 
unimprovement in transorbital lobotomy, the 
extreme age-groups, 15 to 19 and 65 to 69, 


2 ТАВІЕ 11 


CHURCH AFFILIATION AND IMPROVEMENT AND 
UNIMPROVEMENT IN 487 TRANSORBITAL 


Losoromye Cases * 
Improved Unimproved Totals 
Church affiliation N % мо N % 
Baptist ...... +++ 129 65 70 35 199 4 
Catholic ........ 3 39 20 б 33 1 
Church of Christ. 15 5 8 35 23 4 
Methodist . 36 бб 16 з 5a 4! 
Presbyterian 5 .50 5 50 10 02 
Holiness 5 63 3 .37 8 ш 
None .. 78 48 84 .52 162 3 
. 281 8 206 42 487 19 


* Chi-square = 18.94; p < .о1. 
Жз. 


TABLE 12 


VENEREAL History AND IMPROVEMENT AND | 
UNIMPROVEMENT 1N 526 TRANSORBITAL \ 


Losoromy Cases * 
Unimproved Totals 
* 
N % 
212 44 48 M 
та 27 4 A 
Ds aa 43 5% 10 
* Chi-square = 4.67; p < .os. 
C=.13, 
TABLE 13 


READMISSION STATUS AND IMPROVEMENT ANP 
| UNIMPROVEMENT IN 520 TRANSORBITAL 
Товотому Caszs * 


otals 
Improved Unimproved T 
Readmission status“ Ч — 95 N % ^ 
[RUNI CREE 189 .53 166 47 355 21 
Before lobotomy. 92 .65 40 .35 141 
After lobotomy.. 16 .67 8 33 34 m 
Totals ......... "297 .57 223 48 59" 


* Chi-square = 6.78; p < .os. 
Cz.14. 
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indicated the least likelihood of improve- 
ment; 67% of the former and 73% of the 
latter age-group failed to improve. 

Onset of Illness.—Three types of onset of 
mental illness were determined: gradual, 
rapid, and insidious. In no instance did type 
of onset discriminate between improvement 
and lack of improvement, although rapid on- 
set held a very slight edge over the other 2 


Suicidal Tendencies.—The presence or ab- 
sence of suicidal tendencies among transorbi- 
tal lobotomy patients failed to discriminate 
significantly between irhprovement and fail- 
ше {о improve. 

‘Birth Order.—The order of birth of the 
patient in his family did not prove to be sig- 
nificantly related to improvement or unim- 
provement in transorbital lobotomy. The 
median of both improved and unimproved 
groups was the second order of birth. 

Number of Siblings.—Another family fac- 
tor, size, as measured by the number of sib- 

» was insignificant in improvement or 
of improvement. Patients with ro or 
more siblings indicated the poorest prognosis. 


ConcLusions 


ЕЈ 

Arnot, Talbot, and СтеепЫа (3), have 
Presented a profile of the theoretically ideal 
Patient for improvement and for unimprove- 

| Rent in prefrontal lobotomy, Similarly, our 
oe Suggest the following profiles for the 
in Patient with good and poor prognosis 
transorbital lobotomy, its validity being 
confined to the range of patients included in 

foregoing analysis: 


More LIKELY ТО IMPROVE 


1. Sex: femal 
ы Color: Ке. x 
: is: involutional, or schizo; i 
EM Ог paranoid types. ne 
M Duration of Iliness: less than 2 years. * 
& tion of Hospitalization: less than т year. 
м Мейо Treatment: less than то EST's. 
& Ed tal Status: married. 
М боа 00: 11-12 years. + 
pation: service occupations. J 
Meg Church 
u Mt 
| po &real History: positive, 
ч Readmission Status: present. 


o 


Affiliation: Protestant—Baptist or * 


Less LIKELY To IMPROVE 


1. Sex: male. 

2. Color: white. 

3. Diagnosis: psychosis with mental deficiency, 
psychosis with convulsive disorders, or psychosis 
with meningoencephalitis. 

4. Duration of Illness: 10 or more years. 

5. Duration of Hospitalization: 2 or more years. 

6. Previous Treatment: 15 or more ICT's, or 
over 70 EST's. 

7. Marital Status: single. 

8. Education: illiterate or 6 years. 

9. Occupation: agriculture. 

10. Church Affiliation: Catholic, or none. 

1r. Venereal History: negative. 

12. Readmission Status: none. 


SuMMARY 


A statistical analysis was made of the sig- 
nificafice of 18 psychiatric and sociologic fac- 
tors in improvement and unimprovement of 
538 mental patients following transorbital 
lobotomy. The results indicated that 57% 
showed improvement while 43% failed to 
improve. Fatalities amounted to 2%. Fifty- 
three percent left the hospital following 
transorbital lobotomy with 31% still remain- 
ing out of the hospital to date. 

Thirteen factors were found to signifi- 
cantly discriminate between improvement 
and unimprovement following transorbital 
lobotomy: sex, color, diagnosis, duration of 
illness, duration of hospitalization, number 
of electric shock treatments, number of in- 
sulin coma hours, marital status, education, 
occupational class, church affiliation, vene- 
real history, and readmission status. 

The remaining 5 factors found to be insig- 
nificant in improvement and unimprovement 
"following transorbital lobotomy were: age, 
onset of illness, suieidal tendencies, birth or- 
der, and number of siblings of the patient. 

Profiles of е» theoretical patient more 
likely and less likely to improve following 
transorbital lobotomy are presented, 
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INITIAL PSYCHIATRIC FINDINGS OF RECENTLY REPATI 
PRISONERS OF WAR: 


MAJOR HENRY A. SEGAL, M. C, USA,? Wasuincton, D. C. 


INTRODUCTION 


The circumstances surrounding the so- 
called "confessions" of Mindszenty, Oatis, 
and Voegeler suggested that the Communists 
were using psychiatric knowledge perversely 
to produce drastic changes in men's funda- 
mental attitudes and beliefs. Knowledge of 
the Communist program of “Brain Wash- 
ing" in Red China(1) further confirmed this 
opinion. For the first time, psychiatric prin- 
ciples and techniques were being utilized not 
constructively for the study, diagnosis, pro- 
phylaxis, and treatment of mental illness, but 
rather destructively in a deliberate, coldly 
calculated, highly systematized attempt to 
produce a state of mental aberration detri- 
mental to the individual concerned and of 
value only to the Communists, 

During the Korean conflict there were in- 
dications that Americans held prisoner by 
the enemy were being subjected to an in- 
tensive indoctrination program. Tt was pro- 
posed that a study of those prisoners at the 
time of repattiation to friendly hands might 
provide valuable preliminary information for 
the essential appraisal of the tactics, tech- 
niques, and effectiveness of Communist in- 
doctrination efforts, 

This paper is a résumé of the psychiatric 

, and modus operandi of Operations 

ttle Switch and Big Switch. Reference 
will мш to the initial psychiatric find- 
ings impressions in 149 triated 
United States military ena i evatuated 
in Tokyo during Operation Little Switch, 
and 1,551 Big Swi repatriates, including 
1,301 evaluated at Inchon, Korea, and 250 
sick and wounded evacuated to Tokyo. The 


Е 2 Read at the rroth annual meeting of Amer- 
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enemy indoctrination program will | 
cussed in some detail. Such а s 
jectively cross-sectional rather th 
clusive. A continuing study of 
problem is being carried out by the 


PLANNING 


"The Department of the Army 
minimum standards to be met in 
nation of repatriates, including | 
medital and psychiatric evalua 
medical literature contains many т 
to the effects of war imprisonment u 
the minds and bodies of men(2- 
emphasis placed upon neurological 
rophysiological findings by many 
studies made them of limited value 
ning an appraisal of Communist 
ment and indoctrination. It was di 
in the Far East Command that the p 
atric examination would consist of 
atric interview of at least 1 hour’: 
a somplete psychological test batt 
where time permitted, a psychiats 
history. 4 

This evaluation was necessary for 
reasons. It was essential that s 
suffering from serious psychiatric 
be detected immediately and accord 
chiatric treatment. Moreover a са 
chiatric evaluation should be 
that possible future claims 
prisoner-of-war-connected disa! 
judicated with justice to both th 
concerned and the government, ОЁ 
consequence than its potential info 
value was the fact that the psychia! 
ation might be utilized prophyla 
therapeutically as well. Some Wt 
repatriates developed a syndromt 
acterized initially by excessive 
spending, or both. This was 
turn by excessive demands upon ? 
environment. There was consideraDe" 
culty in renewing old friendships 
lishing new ones with a patholo 
pendence upon fellow former p! 


atendency оп the part of the repatriates and 
physicians alike to explain their failure on 
the basis of “rice brain.” This group sub- 
sequently proved incapable of adjusting to 
either civil or military life. We believed that 
the delineation of specific anticipated prob- 
lems of adjustment to the repatriated pris- 
oners of the Korean War at the time of their 
psychiatric evaluation might forestall the 
ent of the above-described syn- 
- drome. The chief anticipated problems were: 
1, The Hero-For-a-W eek | Problem.—1t 
appeared evident that upon their return to 
America the repatriates.would be regaled in 
| а fashion generally reserved for national 
heroes. During this period 'of extreme per- 
missiveness everything possible would be 
done for them; they would be wined, dined, 
and given gifts, Some men, failing to recog- 
nize that this was to be a limited period, 
Might persist in making unreasonable de- 
“mands of the environment on the grounds 
that they were indeed “heroes.” For others, 
this period of adulation might serve to 
awaken repressed feelings of guilt over being 
Vaptured. The inevitable eventual with- 
drawal of dependent gratifications would 
Prove a disillusioning experience for all. 
‚2% The Problem of Communication —Dur- 
mg periods of prolonged imprisonment а 
tive idiomatic communication system 
‘mong groups of fellow prisoners is evolved. 
n Such a system striking condensations, 
lacements, and references occur so that 
_ Mne not thoroughly familiar with the system 
great difficulty at times to understand 
at the real meanings are. Hence, prisoners 
ek upon their return may find a strange 
Of understanding between themselves 
and those who have not been prisoners. This 
‘ay create a feeling of rejection, helpless- 
FH and frustration in being unable to make 
fying human contacts. They might then 
Er greatest comfort for some time in 
ng with old fellow prisoners of war 
thei vis among all others, would speak 
guage. . E 
erem to a Disinterested or Hostile 
2 тне Меп who, had spent up to 
- i. months in captivity might find it highly 
Eu On their return to America to 
apo uet the Korean War had been quite 
Шаг. Some unthinking individuals 
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might even refer to them as "stupid" for 
having taken a part in this war. 

4. Curiosity Seekers.—Individuals who 
approached and questioned repatriates about 
their experiences, not out of genuine interest, 
but rather through curiosity might well pre- 
sent a challenge to the former prisoner's 
ability to continue suppressing hostility. 


OPERATION LITTLE SWITCH 


In order to handle the expected heavy 
work load, additional psychiatrists aug- 
mented the staffs of the 2 hospitals desig- 
nated to receive Little Switch returnees. 

Following their return from enemy hands 
the men were taken by helicopter to an Army 
Evacuation Hospital near Seoul, Korea, 
where*they received a brief physical exami- 
nation. On the following day they were 
airlifted to Tokyo. The entire medical and 
psychiatric examination had to be completed 
within 3 days of their arrival in the Tokyo 
hospitals. 

The findings of the comprehensive medical 
evaluation performed on 68 repatriates is 
reported elsewhere(17). Included in that 
report is a brief survey of the psychiatric 
findings. [n general, all of the patients ini- 
tially showed a marked disinterest in their 
environment. They appeared bland, apa- 
thetic, and retarded. Their affective display 
was carefully modulated. Talk was shallow, 
often vague, and with definite lack of con- 
tent. Large memory gaps were present, par- 
ticularly for the period of capture and the 
so-called *death marches." There was little 
if any spontaneous talk of home, family, or 
future. Such future plans as were mentioned 
were of a short-term nature, poorly con- 
ceived and highly unrealistic. 

This initial picture was labelled the “zom- 
bie reaction.” In most cases 3 days after 
release from imprisonment the blandness 
and apathy cleared spontaneously and was 
replaced by a mild euphoria. More interest 
was sltown in personal appearance and cog- 
nizance was taken of the environment. The 
entire, group demonstrated an increditge 
degree of cooperation with the medical au- 
thorities. Despite newspaper stories avail- 


“able to and read*by the repatriates of the 


warm welcome awaiting them преп their 
return to America, thefe was no pressure on 
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their part to return home immediately. In 
fact, many requested that their return to the 
States be delayed in order that time might 
be gained for resolving present and antici- 
pated anxieties. 

In discussing the Communist indoctrina- 
tion program, the men presented persevera- 
tive, stereotyped responses. There was con- 
siderable confusion expressed as to who 
really started the Korean War. The majority 
believed that our forces had actually used 
germ warfare although most of the men felt 
"it was all right for us to do that in a war.” 
Many expressed antipathy toward the Chi- 
nese Communists, but at the same time 
praised them for the “fine job they have done 
in China.” Others stated that, “although 
Communism won’t work in America I think 
it’s a good thing for Asia." There was con- 
siderable hatred of the North Koreans for the 
brutal treatment they had given. However, 
none of the prisoners expressed any deep- 
seated hatred towards the Chinese Com- 
munists. Contrariwise, most felt that the 
“Chinese treated us the best they could.” 

It was evident to the examining psychia- 
trists that although the majority of re- 
patriates did not suffer from any specific 
psychiatric disease, they were nonetheless 
abnormal, They appeared “suspended in 
time,” confused by their newly acquired 

° status, and incapable of forming decisions 
regarding their future course of action. The 
Pressure of concentrated medical, psychi- 
atric, and administrative Processing, coupled 
with newspaper accounts which told of 
Mounting concern over the possibility of 
their having been successfully indoctrinated 


by the enemy, gave rise to mounting tension ` 


and anxiety with fears o£ nonacceptance by 
family and Army alike. At this point there 
was a clear and evident need for psycho- 
therapeutic measures, 

Because of the serious ti 

limitations under which e. euer 
the only feasible method was group psycho- 
therapy. Three random groups of 6 to то 
repatriates were asked to participate in group 
therapy. At the first meeting of the gfoup, 
the psychiatrist? explained that imprison- 

з Dr. David McK. Rioch, Div& d 
atric Research Divison Атай ЫШ Кейт 
Graduate School, Washington, D. C, and Major 
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ment often produces emotional problems and 
that a discussion might prove helpful in 
resolving some of them. The men did not 
respond to this relatively nondirective ap- 
proach, appeared quite apprehensive and 
suspicious and, for the most part, remained 
silent. When the interview was structured 
by introducing specific problems of adjust- 
ment (hero for a day, communication, etc.), 
they were able to discuss these in a limited 
way. t 

One striking fact emerged: psychiatrists 
and repatriates alike recognized that an in- 
sufficient period had been allotted in which 
to prepare them for their return to the 
United States. At the time of their departure 
from the hospitals in Tokyo, the majority 
were ténse, anxious, insecure, perturbed, and 
in considerable doubt as to their future 
status. ч 5 ( 

While it is questionable if much lessening 
of anxiety took place in the 3 group therapy 
sessions possible, it was believed, nonethe- 
less, that with more time this approach might 
have yielded satisfactory results. Therefore, 
it was strongly recommended that group psy- 
chotherapy be carried out over an appreciable 
period with all of the men who were to be 
repatriated in Operation Big Switch. 


» 
OPERATION BIG SWITCH 


Only the sick and wounded’ were to be 
returned to the United States through hos- 
pital channels. All others were to be main- 
tained briefly in a repfacement depot, especi- 
ally prepared for them, at Inchon, Korea 
and then to return to America as ambulant 
patients via ship. The voyage of approxi- 
mately 14 days duration was to be utiliz 
for necessary medical and administrative 
Processing. The Department of the Army гё 
quirements for the medical evaluation ae 
mained unchanged. Since the psychiatrie 
evaluation performed in Operation Li Де 
Switch proved of value, no change was mat 
locally in our basic requirements. We af 
however, stress the need for prophylaxis " а 
therapy both in individual psychiatric Е 
view and supplementary group psycho be 
ару. 1% was recommended that attention 
ару. It was recommended that attention __ 


; п i chiatric 
F. Gentry Harris, MC, USA, Chief, Psyd Ой, 
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focused on the “here-and-now” situation and 
that no efforts be made to give depth therapy. 
It was recognized that underlying guilt, once 
stirred up, could not easily be handled. 

The author was assigned to Inchon during 
Operation Big Switch as Chief Psychiatrist 
and Liaison Officer for the psychiatric proc- 
| essing teams assigned to each transport car- 
tying prisoners of war to America. From 
the psychiatric standpoint, Operation Big 
Switch was truly an example of unification. 
Army, Navy, and Air Force psychiatrists, 
| psychologists, and neurologists from Korea, 
Japan, the Ryukyus, and the United States 
took part. 

‘It was evident at the outset that in the 
limited time and with the available personnel 
а proper neuropsychiatric evaluation could 
not be performed aboard ship. More serious, 
there would be no opportunity whatsoever 
for the essential therapeutic mission. Ac- 
cordingly, plans were made to perform as 
many psychiatric evaluations as possible 
while the repatriates were at Inchon await- 
ing ship. In addition to providing necessary 
time for therapy this plan enabled the psy- 
chiatric teams to become familiar with their 
duties prior to boarding ship. A total of 
1,301 repatriates or approximately one-third 
the total number repatriated received their 
Initial psychiatric interview at Inchon. 

„^1 contradistinction to the hospital en- 
vironment of Operation Little Switch, which, 
fhough friendly, was firm and military, the 
environment at Inchor? was. опе of permis- 
Sveness beyond description. The men were 
po virtually “everything,” and this created 
Rand for them. They repeatedly at- 
ke Pted to test the limits. Many failed to 

E appointments. A number went AWOL 
Кое drunk and disorderly, etc. It 
ы есате apparent that limits had to be 

t. The establishment and maintenance of 
и discipline produced no dire conse- 
Corn The unrealistic and all-too-permis- 

attitude at Tnchon did little to facilitate 
© sorely needed re-identification witlf the 
| Seed - The men remained, as in the prison 

‚шр, 
E ates. Their behavior en route to America 

an 
choth 


e Н 5 : 
Шоо ^ reported in an article by 


a noncohesive, nonintegrated group of , 


account of the effects of group psy- ` 


The majority of repatriates who had spent 
over 6 months in prison camps initially pre- 
sented the picture of the “zombie reaction.” 
They differed somewhat from those seen in 
Operation Little Switch since they were less 
bland and more interested in their environ- 
ment. Although superficially cooperative, 
they were considerably more guarded during 
interview than the first group. Following 
Operation Little Switch the Communists re- 
peatedly informed the remaining prisoners 
that they would be persecuted and prosecuted 
following their return to America, “since 
most of the men repatriated in Operation 
Little Switch had been declared insane and 
sent to Valley Forge Army Hospital.” 

The men continuetl to behave at Inchon 
as if still in Communist prison camp. Affect 
was very carefully controlled and there were 
few overt evidences of aggression or hostility 
(forbidden feelings in camp). Talk was shal- 
low, vague, and with little content. Large 
memory gaps were evident, particularly for 
the period immediately following capture. 
There was little spontaneous talk of family 
or future. They banded together in small 
groups of 2 or 3 and appeared to be non- 
cohesive and isolated. Their group identifi- 
cations maintained prior to capture were 
apparently absent. The repatriates identified 
themselves as prisoners of war or former 
prisoners. They referred to “Тһе Ameri- 
cans” or “American Forces.” Many re- 
sponded to the question, “What unit were 
you with?” with the reply, “Camp Number 
so-and-so.” 

As was predicted after Operation Little 
Switch, the repatriates exerted practically no 


‘pressure to return to America immediately. 


A sizeable number wanted to obtain leave in 
Japan. A review of prisoners evacuated to 
Japan ostensibly ‘for medical reasons dis- 
closed that a large number had no medical 
condition which necessitated evacuation. 
They had merely succeeded in fighting a 
delaying action with a sympathetic medical 


officer. x 


. LI 


е 
INDOCTRINATION 


At one time or another every soldier en- 
gaged in combat ‘considers the possibility of 
death or serious incapacitating injury. How- 


ever, very few repatriates experienced fan-. 
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tasies of possible capture and imprisonment 
prior to actual capture. When taken prisoner 
the overwhelming majority experienced for 
the first time fantasies of torture and death 


tenance of uncomfortable positions for long 
periods, solitary imprisonment, déficient diet, 

firing squads and, 
Temoval to 


ance and of escape, food, and intelligen 

+, . . 2 us 
Committees. within the camps is testimony to 
their effectiveness in destroying the group's 


within this group, they wete removed silently 
and expeditiously to d 


squads under the leadership of 4 Chinese 
Communist squad leader who, in addition 


„to constant spying and informing upon the 
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squad members, was also responsible for its 

discipline and indoctrination. A new ) 
identity with entirely new basic codes, con- 

cepts, and behavior was to emerge. Its most 

striking feature was the fact that it was 

really a group of isolates. 

The loss of personal and group identity. 
was a first step in the path towards isolation, 
Prisoners were addressed by their last name 
only and told they had no rank since they 
were no longer soldiers but prisoners and 
war criminals instead. Regulation of mail 
from home provided the enemy with an | 
insidious and ingenuous method of destroy- 
ing the home ties. Letters which were pleas. 
ant or at least neutral in nature were de- 
liberately withheld. Those of a complaining 
or pessimistic nature were delivered un- 
censored to the men. Because of the de- 
Pressing effect of such letters, many с 4 
to look forward to mail from home and. 
tended to lose their identification with the 
family. E 

The autobiography required of each pris 
опег became an effective enemy tool for 
proving the presence of at least one “enemy 
of the people" in each man's family. In the 
Communist’s scheme of things there were 
no longer crimes against the individual, only 
crimes against the people. Hence, the theft 
of a single turnip became a crime against 
the poor people of North Korea and the 
thief a war criminal whose punishment coul 
be exile to Siberia. | 

Isolation was further fostered through the | 
use of confession and self-criticism. 
though the latter technique (whereby 0i 
criticises one's own shortcomings before: ў 
entire group) was more applicable to Oren, 
tals with their strong need for “saving face : 
it was nonetheless quite effective with n 
prisoners since the criticisms were recor 
and filed and one never knew when enoug 
"evidence" had been amassed to cause 
exile to Siberia. Confession was mandat 
Not to confess, even though ther 
implicated family, friend, or country, 001 7 
a crime against the people. Under such F 
cumstances the “buddy” system describe 2 
Worid War II POW societies was E x 4 
Sible for no one could trust even hj im 
to inform upon himself. Having rt EAE 
once, the prisoner must perforce conie? 


“ways, lest he be accused of not telling the 
"truth" and hence a war criminal. There 
yas no compromise with the "system," һау- 
ing entered there was no turning back. 
Each squad of prisoners received relent- 
fess daily propaganda instruction under the 
supervision of the Communist squad leader 
and an "elected" monitor. In an appeal to 
open-mindedness and American fair play, 
men were enjoined to "just listen to our 
side of the story.” The material presented 
was not ludicrous so as to cause ridi- 
cule nor was it venomous to arouse group 
“hostility, Instead, it, concentrated on such 
topics as "the maldistribution of wealth in 
America," “racial and class discrimination,” 
ànd "America's imperialistic designs in start- 
ig the Korean War and threatening the 
orders of peace-loving Red China." The 
Üommunists presented themselves as "being 
interested in the peoplé and in peace,” a sub- 
ft dear to the heart of every soldier, par- 
1 ly one in an enemy prison camp await- 
dig repatriation, The principal ego support 
ven the group was an opportunity to work 
WT peace (certainly an acceptable gratifica- 
tion). Besides, not to work for peace was 
<œ an enemy of the people—and hence 
Unfit to live! In addition to the supposed 
Mivilege of working for peace and for the 
Коре, the Communists also rewarded éo- 
‘(erative individuals with extra creature 
forts in the form of extra privileges, 
— Cigarettes, etc. 
У Ове prisoners who, for any reason, took 
Active part in the enemy’s:indoctrination 
there Were used by the enemy to "sell" 
[Ea 9n the need to take part. Many men 
i © Tationalized their cooperative behavior 
Son camp as being due to the fact that 


онтоп Officer told me it was all right 


BYECTIVENESs ор THE INDOCTRINATION 


Measured in terms of conversion to Cem- 
m ет the enemy’s program was quite 
бте; Үе since relatively few of our pris- 
А Were actually “conyerted to Com- 
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munism"(19). Nor does it appear too likely 
that this was the enemy's prime intent. 
Measured in terms of confusion, unceasing 
anxiety, fear, needless death, defection, dis- 
loyalty, changed attitudes and beliefs, poor 
discipline, poor morale, poor esfrit, and 
doubts as to America's role, their efforts 
were highly successful. 


SuMMARY 


1. The planning, modus operandi, and 
initial psychiatric findings and impressions 
of Operations Little Switch and Big Switch 
are discussed. 

2. Reference is made to the Communist 
Indoctrination Program (brain washing) ; 
its methods and effectiveness are discussed. 
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PSYCHIATRIC CONSULTATIONS * 
LEO Н. BARTEMEIER, M.D., Derrorr, Мсн. 


Tt is the purpose of this presentation to 
offer suggestions for the more adequate care 
of the patients with whom referring physi- 
cians and psychiatrists are mutually con- 
cerned in psychiatric consultations. These 
situations offer excellent opportunities for 
improving the relations between medicine 


adopted 
helpful 
the knowledge that has been acquired regard- 


ing interpersonal relations. It is known, 
however, thatsin many instances psychiatric 


the psychiatrist has the responsibility of con- 

ег the physician before deciding 
to see the patient in consultation or to accept 
him for treatment. These conferences afford 


1 Read in the Section on Private Practice 
110th annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 3-7, 1954. 
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- sultations. They often overlook the ^ 


an opportunity to learn the patient's history 
and family situation; the onset and history 
of the present illness; the facts about the 
therapy; and the all-important information 
regarding the doctor-patient relationship. 
The indication for these conferences is 
dictated by the following facts: The psy- 
chiatric consultant, unlike any other medical 
specialist, needs to have concern not only 
for the patient to be referred but also for the 
physician who wishes to refer him, This 
concern is centered upon the necessity for 
learning what one can about their relation- 
ship with each other and whether it is ad- 
visable to intervene by seeing the patient in 
consultation or to disrupt the relationship by 
taking the patient into treatment. Everyone 
would agree that it is an injustice to both 
the referring physician and his patient to 
interfere solely to relieve the physician of 
his anxiety over transference or his frustra- 
tion in not being able to do more for his 
patient. Both these reasons account for many 
of the requests for psychiatric consultations. 
In such instances would it not be " 
sirable to encourage a colleague to contin 
his care of the patient and do everything 
possible to allay his anxiety and assist 
in lessening his personal dissatisfaction? 
conversing with other physicians about 
patients, and especially as to how they feel 
about them, it is often somewhat of а Sif 
Prise to discover that they secretly viet 
continue the care of the patients they 1616 
for consultation if only they might have 
the benefit of occasional supervisory i 
ance. As a rule, the psychiatrist needs, 
take the initiative and he is in position 
to do so if he has sufficient time and interes 
to listen to his medical colleague in need, 
his help. Psychiatrists regularly. r 
other medical men for not allowing um 
patients to talk about their personal at 
social problems, but they in turn their 
behave in a similar fashion toward pine 
medical colleagues when they request 
lace of 


sity of imagining themselves in the р! 
the other physician, who may be timid, &?* 
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larrassed, or otherwise disinclined to discuss 
what he really needs and wishes to discuss 
- with the psychiatrist. Every practitioner of 
medicine is more or less emotionally involved 
with his patient. He may be consciously 
aware of how he has inadvertently con- 
tributed to make his treatment of his patient 
more difficult. He may even be aware of 
lis irrational fears or his untoward feelings, 
but he cannot speak about these problems 
wnless he senses a friendly and understanding 
attitude and a wish on the part of the psy- 
chiatrist to take time with him. The psychi- 
atric consultant must regárd many a medical 
tonfrere as if he were an intelligent layman 
because he has not had the benefit of any 
training in psychiatry and must depend en- 
tirely upon his intuition. A greater respect 
- for him as one who practices medicine with 
much the same handicaps as every psychia- 
trist in his early experiences with patients 
Would go far toward making friends for 
Psychiatry and for better patient care. 
It would be well for practicing psychia- 
trists to attempt to orient the members of 
r local medical societies regarding the 
Problems peculiar to psychiatric consulta- 
It would be well, for example, to ex- 
the wisdom of conferring personally 
Psychiatrists whenever they intend to 
Tquest psychiatric consultations and 40° do 
$% prior to discussing this intention with 
Fatients to be referred. It should be empha- 
that psychiatrists are interested and 
me to assist other physicians with prob- 
E involving the caré of their patients; 
in Personal consultations can be of value 
ving patients remain in their care. Psy- 
sts need to acquaint other doctors with 
tole of transference in medical and surgi- 
therapy ; the emotional trauma which 
ED. patient experiences in being trans- 
they out of their care; and that frequently 
they ате doing more for their patients than 
Tealize, There is an urgent need for 
atrists to orient other members of the 
‘“ssion regarding the methods they might 
in speaking to their patients about 
Em for consultation with psychiatrists ; 
they Important it is for their patients that 
of E make promises to them ; not to speak 
erring them for psychoanalysis; how 


to help them understand the function of psy- 
chiatrists in the practice of medicine; and 
how they might prepare them for such con- 
sultations. It is important that prior to any 
discussions with their patients they make 
certain that psychiatrists can arrange for ap- 
pointments and can accept patients into 
treatment if necessary, 

These are but a few of the many facts 
peculiar to psychiatric consultations. If 
members of local medical societies are ac- 
quainted with them they may thereby be 
able to render more satisfactory professional 
service and the contributions of psychiatry 
may become of practical assistance. This and 
this only is what the term “consultation” 
signifies, " 

А DISCUSSION 


Zigmond Lebensohn, M. D., Washington, D. C.— 
Dr. Bartemeier the need to give more 
consideration to the referring physician in order to 
learn from him directly all one can about his pa- 
tient, the patient's family, and to explore the pos- 
sible motivations for the consultation. This is the 
procedure every psychiatric clinician uses when, in 
addition to what he learns from the patient, he 
interviews a member of the patient's family. The 
referring physician's role is somewhat similar to 
that of the patient's relative, When psychiatrists 
give proper gonsideration to the referring physician 
and his knowledge of the patient who has been in 
his care for several years, they nôt only manifest 
the respect due their professional colleagues but 
pursue a course of i tion characteristic of 
every serious clinician. 

Referring physicians are often justified in their 
complaints that they have been disregarded by 
psychiatric consultants; that they have been treated 
as if they knew nothing; as if they were unimpor- 


and no 

other li Finzlly, in order to obtain an evalua- 
tion of one’s consultive services, there is opportu- 
nity to learn from tie physician his pafient’s reag- 
tion to* his visit with the psychiatrist. In every 
instance the effort must be primarily in the direction 
of the referring doctor--to consult with him in 
'every sense of the werd. 
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A STUDY OF JUVENILE SEX OFFENDERS ' 


J. D. ATCHESON, M. D,* ann D. C. WILLIAMS, Pu. D.* 
Toronto, CANADA 


A voluminous literature is available on 
problems presented by adult sexual offend- 
ers, This literature is related to the clinical 
findings, diagnosis, and suggested treat- 
ments, and to various legislative proposals 
designed to control the problem. In contrast, 
there is very little clinical or statistical ma- 
terial available on the juvenile sex offender 
as seen in juvenile courts, Kanner(1) 
points out that most of the available case 
material, from which studies of juvenile sex 
behavior can be made, comes from the juve- 
дк pres Дик нне еее 

fender is often the precursor óf the 

offender (2). This i 
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tion, The court's concern about offences 
against sex mores is such that it almost in- 
variably refers cases involving sexual mis- 
behavior for clinical investigation, A previ- 
ous study established that 00% of all sex 
offenders appearing before the Toronto Ju- 
venile Court are referred for clinical study. 
compared with 55% of all offenders so ap- 
pearing. It is our conclusion, therefore, that 
material referred to the clinic represents а 
true cross-section of the total sex offender 
problem coming before the court. 
Accbrdingly, a statistical survey of all sex 
offenders appearing in the clinic between the 
years 1939 and 1948 was conducted. The 
ings were compared with a randomly se 
lected sample of other offenders. In this 10- 
year period 3,112 juvenile delinquents were 
referred to the clinic, 2,516 male and 596 fe 
male, Of these, 5.8% of the boys and 34.5 
of the girls were involved in sexual mi 
havior. Kanner states that in 88 juvenile 
courts in the United States in the year 1930, 
2% of the boys and 21% of the girls were 
arraigned because of sex offences. Whi 
our data show a similar male to female ratio, 
the absolute incidence is higher in both case 
because we have included not only children 
charged with sex offences but also those 
regardless of the charge, were discovered bs 
clinical examination to be sexually promiscue 
ous ог {о be demonstrating unusual sex 
havior. Because of the higher incidence 
sexual misconduct among the girls, as 
pared with the boys, we have conduci 
comparative analysis of these cases 1n 
of 2 parallel studies, one for each sex. 
follows that the data cannot be inte e 
for juvenile delinquents in general since 
particular control groups were randomly 8 
lected to approximate the absolute п 
of male and female sex offenders separate 
The то years studied yielded a total of 
sex offenders, 116 boys and 167 girls. 
number of these offenders varied from "the 
of 19 in 1939 to a high of 39 in 1944 , 
control group was randomly selected E 
each year, so that the number of no? 
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. offenders, male and female, approximated 
dosely the number of sex offenders of that 
year. This procedure yielded a total of 294 
hon-sex offenders, 126 male and 168 female. 
E E — of bx and sen 
conducted in terms 0: I) па о: 
the charge; (2) ps (3) IQ; ү, socio- 
economic stress; (5) recidivism ; com- 
mittal to training school; (7) incidence of 
serious personality maladjustment. The 
present study reports these findings and sug- 
gests an interpretation of them. : 
Sex offenders: Nature of Charge.—On 
assessing the cases of sex offenders, it became 
E that the ir pes € ^ 
classifi 113 categories SU ресїпс sex ot- 
fences—exhibitionism, indecent assault, im- 
morality, rape, indecent acts, hs (2) Non- 
Specific charges—vagrancy incorrigi- 
bility, the charge being laid chiefly because 
Of sexual promiscuity. (3) Unrelated 
charges—truancy, theft, breaking and enter- 
; malicious damage, etc., in which sexual 
duct was also a presenting problem. 
In utilizing these categories for classifica- 
of our material, 7.2% of the female sex 
з, as compared with 68.9% of the 
male, could be placed in the category of spe- 
sex рна This shows m over 
two-thirds of the male experimental geoup 
е charge Бини specifies a particular type 
Sexual vior. 
Of the female sex offenders, 79%, as com- 
} with 18.9% of the males were classi- 
i in the category of nonspecific charges. 
^ Was also noted that of the 22 males so 
Chssified, 9 ма involved in homosexual be- 
Мог with adults. 
et per cent of the female and 12% 
b Bero group were brought 
ег “unrelat rges. 
It is apparent from these findings that spe- 
Charges usually involved sexual devia- 
тч in the male, whereas nonspecific charges 
usually blanket terms implying promis- 
J in the female and frequently sexual 
Male, of a rather normal nature irt the 


Distribution by Age Interval—Age dis- 
Ee in the control group demonstrates 
E 9f the males and 87.596 of the females 
The between the ages of 13 and 16 inclusive. 

Temainder were between 7 and 12. This 
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confirms the general findings in our total ju- 
venile court population that boys tend to 
appear in court at an earlier age than girls. 

Tn the experimental group, 79% of the 
males and 95.1% of the females were be- 
tween the ages of 13 and 16, indicating that 
those considered as sex offenders are, on the 
whole, older than the general juvenile court 
population in the case of both the male and 
the female. 

Т.О. Distribution—Approximately 90% of 
I.Q. scores were derived from the Stanford- 
Binet Scale, the remainder from group tests 
distributed randomly over the 10-year period. 

The average І.О). of the male experimen- 
tal group was 91.9, as compared with 94.5 
in the control group* In the female experi- 
mental group an average I.Q. of 92.2 was 
obtained, as compared with 92.6 in the con- 
trols. It would appear, therefore, that there 
is no significant difference in the average 
LQ's of the sex offenders and the control 
group. With the males, however, there is a 
somewhat greater spread or variability of 
scores, as indicated by a higher standard 
deviation. The standard deviation in the 
case of the male sex offenders was 177, 
compared with 14.9 in the male control 
group; whereas, in the female experimen- 
tal group, it was 15.6 compared with 16.37 
in the controls. This greater spread empha- 
sized the advisability of determining the 
incidence of defectiveness, For this purpose 
a defective was defined as a child with 
an I.Q. below 80, regardless of the clinical 
impression of his adequacy of functioning. 
Using this definition, there were over twice as 
many defectives among the male sex offend- 


“ers as among the controls, the percentage 


being 25.2% of the male experimental group, 
as compared with 11.1% of the male con- 
trols. There was, however, no significant 
difference between the female experimental 
group, in which 19.5% were below I.Q. 80, 
and the female control group, in which 20% 
were below this figure. 

Socio-economic Stress—In, a eprevious 
(unpublished) stfidy, it was shown that inde- 
pendent judges could reliably detect in a 
history evidence of "less than marginal in- 
" "unsatisfactory home,” and “broken 
home." These categories were defined as 
follows: (1) Less than marginal incomé— 
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If the family has, at any time during infancy 
or childhood of the delinquent, been depend- 
ent on the municipality or a social agency 
for financial aid, or if the mother has had 
to supplement the family income, the income 
is considered less than marginal. (2) Un- 
satisfactory Home—This applies to the gen- 
eral home atmosphere and includes such 
factors as the sanitation, discipline of the 
children, parents’ relationships to each other, 
presence of poor habits of mental hygiene 
such as alcoholism, etc, and also refers 
to the psychological relationships between 
family members. If any or all of these 
are judged unsatisfactory, this item is 
so checked, (3) Broken Home—This is 
checked if there has*been a prolonged ab- 
sence of either parent from the home or if 
the child has been placed in another home 
for any period. If the break is caused by 
death of either parent, then “death” also is 
checked ; if by divorce, separation or deser- 
tion, then “separation” also is checked. 
Other absences such as military service, ill- 
ness requiring long hospitalization (t.b. etc.), 
penitentiary sentences, are indicated by 
checking "broken home" only. 

Using “less than marginal income" as an 
index of economic stress and “unsatisfactory 
homes” and “broken homes” as an index of 
Social stress, there was no significant differ- 
р between = experimental and the con- 

groups in the incidence of these factors 
ed alone or in combination, 
ecklivism.—Analysis in the case of recid- 
Seir pru MM only. This was 
use of the frequency with 
which charges indicating promiscuity in the 
brought about committal of those 
children to a training ‘school on their first 
пе indicates that both court and 
clinic are concerned over the risk of preg- 
nancy and venereal disease in the female. 


analysis, of female recidivism was а 
taken, “ . 

For our purposes recidivism was defined 

as опе or more reappearances in court on 

any type or number of charges, In order to 

deal with the wide variety of charges laid, a 

_ Previous study of *juvenile offenders was 


m 


used in which the following categories were 
listed: (1) Stealing—defined as including 
all charges of unlawfully taking another's 
property: theft, armed robbery, breaking in, 
etc. (2) Nuisance—defined as covering acts 
of mischief, disorder, and other irritations 
to the public peace: disturbing the peace, 
malicious damage, etc. (3) Sex—covers all 
charges involving a breach:of the sex mores: 
includes all subjects in the present experi- 
mental group. (4) Behavior disortders—cov- 
ers all cases in which the nature of the of- 
fence suggested emotional disturbance, a 
failure to adjust to social standards : truancy, 
rünning away, etc. (5) Miscellaneous—in- 
cludes a few unusual offences not readily 
classified: offences against the Liquor Con- 
trol Act, etc. The charges laid against male 
recidivists in both the experimental and con- 
trol groups, were classified under these cate- 
gories in order to compare (1) the total 
incidence of recidivism in each group; and 
(2) the degree to which recidivism exhibited 
any consistency of pattern, i.e., does а Te 
cidivist continue to steal or is he likely (0, 
reappear for an entirely different offence 
and, by the same token, does the sex offender - 
continue his sexual offences? } 
Analysis of our control and experimental 
greups indicates that there is considerably 
less probability of recidivism of any type 
among sex offenders in comparison with the 
control group; 40.5% of the experimental 
group are recidivists compared with 547% 
of the controls. Repetition of sex offence 
occurred in only 3 cases or in 2.676; while 
97% did not repeat their sex offences, 
least while still in the juvenile age 6700? 
An analysis was carried out to determine 
the degree to which recidivists in the expe? 
mental and control groups repeated the same 
category of charge. Of the sex offender 
recidivists, 47%, were consistent by awe 
and 53% inconsistent. The non-sex 


recidivists were 78% consistent by — 


fiend 
that 
the 


a 


and 22% inconsistent. There is then 0 
sistent pattern of recidivism for sex 0 
ers, but there is a fairly high probability 
the control group cases will repeat ™ 
same category of offence. 1 

Committal to Training School —Owr set 
ysis demonstrated no significant diff in 
in the percentage of males со 


^ 
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the experimental (20.6%) and the control 
(182%) groups. There was, however, al- 
most double (47.3%) the percentage of fe- 
males committed in the experimental as in 
the control group (25.5%). On first exami- 
nation it would appear from these data that 
the court discriminates heavily against the 
female juvenile sex offender, even though 
the offence that brings her to court is seldom, 
if ever, the bizarre sex behavior character- 
istic of the male offender. Such an interpre- 
fation is, in our opinion, totally at variance 
with the facts. Because of the obvious dan- 
ger to the child concerned (pregnancy, abor- 
tion, venereal disease, etc.), both court and 
clinic, as agents of society, use the training 
&hool as a treatment device to protect the 
girl from these hazards. At the same time, 
the court refuses to be stampeded by public 
outcry into wholesale and essentially vindic- 
live committals in the case of male juvenile 
х offenders, since experience dictates that 

would serve no useful purpose. 
Incidence of Serious Personality Malad- 
t.—Personality maladjustment, for 
the purpose of this study, has meant major 
Personality disorder as indicated by (1) di- 
fect mention of abnormal mechanisms in the 
Técorded psychiatric examination; (2) a 
fecord of remand to a psychiatric hospital 
examination ; (3) committal to a psychi- 
uric hospital ; (4) direct referral to a psychi- 
clinic, Any one or more of these fac- 
tors was used as an index of serious mental 
9r personality disorder, It was assumed that 
Probability of these indices being re- 
if present was equal for both con- 

trol and experimental groups. 

Our findings indicate that among the male 
' of sex offenders the incidence of 
Psychiatric disorder is 6 times as great as in 
а group (20% versus 3.2%). 
> us no significant difference (pue 
; le groups in this regard (11.3% 
Yersus 14.8%), 


Conctusions AND INTERPRETATIONS 
I. Incidence —In the juvenile delinquent 
Population there are far more girls than boys 
fought before the court for sexual misbe- 
or, 
2. Age.— Compared with:a control group, 


e 


sex offenders are on the whole older than 
non-sex offenders. 

3. Intelligence.—There is no significant 
difference between the average I.Q.'s of sex 
offenders and non-sex offenders. Among 
male sex offenders there are twice as many 
defectives as among the controls, whereas, 
there is no such difference between the fe- 
male groups. 

4. Recidivism.—There is a lower recidivist 
rate (regardless of charge) for male sex 
offenders compared with the control group. 
"There is no predictable consistency revealed 
in the type of charge among the sex offend- 
ers, while there is a fair degree of consist- 
ency among the non-sex offenders. It is ex- 
tremely unlikely that the male juvenile sex 
offender will reappear on a second sex 
chargé, at least up to the age of 16. This find- 
ing might lead to the erroneous conclusion 
that these problems are easily controlled and 
do not present a serious indication of emo- 
tional disorder. The complete study, how- 
ever, indicates a need for a closer follow-up 
of these cases. 

5. With the foregoing as a background, 3 
further findings stood out as being interre- 
lated and of particular importance: (a) the 
nature of the charge which clearly differenti- 
ates between male and female offenders in 
terms of the way they are dealt with in 
court; (b) the disposal of the charge which 
again differentiates between the male and 
female in terms of the way they are dealt 
with in court; (c) the incidence of serious 
personality maladjustment which clearly 
differentiates sex offenders from non-sex 
offenders. 

Using these 3 findings as a basis, we have 
constructed a tentative classification and in- 
terpretation of juvenile sex offenders as out- 
lined below. e 

1. Emotionally disordered sex offenders 
whose sex behavior is a symptom of pro- 
found personality maladjustment: our find- 
ings would indicate that these are most fre- 
quently males, and we feel it reasonable to 
hypothesize that many of this grotp continue 
to create a problem in adult life or to demon- 
strate more serious mental disorder although 


. they are not recidjvists as juveniles. 


2. Defective sex offenders: Male defec- 
tives are somewhat more prone than females 


е 
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to be involved in sexual activity that will 
bring them before a court. 

3. (a) Normal heterosexual female delin- 
quents: These girls are promiscuous in an 
attempt to gain status, affection, and security. 
(b) Normal heterosexual male delinquents : 
These acts appear to be based on a develop- 
ing sex curiosity, 

While we readily agree that each case must 
be dealt with as an individual problem from 
a psychotherapeutic viewpoint, our classifica- 
tion indicates the general areas within which 
such individual treatment will be conducted. 
Furthermore, this classification points out 
the need for certain community resources, 
such as special casework, to handle the prob- 
lem of the normal male whose act is based 
on developing curiosity or in certain cases 
of female promiscuity where secure family 
relationships appear to exist. Training 
schools are more frequently needed for the 
promiscuous female for her own protection. 
Since certain male defectives studied are 
prone to commit indecent acts and since they 
possess little potential for growth in social 
judgment, special training schools for de- 
fective male delinquents are obviously 
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needed. It is a matter of general experience 
that male defectives adjust poorly in train- 
ing schools where they are grouped with 
male juveniles of normal to superior intelli- 
gence, Again, because of their backgrounds 
and patterns of behavior, they often become 
difficult problems in hospitals for the train- 
ing of nondelinquent, mentally defective 
children. y 

The relatively large percentage, especially 
in the male, of serious personality disorders 
among the juvenile sex offender group, is a 
definite indication of the need for inpatient 
diagnostic and treatment centers for children, 
The psychodynamics of these cases seem 
rarely to be worked out by the usual child 
guidance methods. The eventual understand- 
ing of, the etiology and psychopathology of 
abnormal sexual behavior in the adult must 
come from an intensive and systematic study 
of the emotionally disortlered, sex delinquent 
child. 
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MORAL TREATMENT AND THE MENTAL HOSPITAL * 
LUCY D. OZARIN, M.D.,2 WasnuiNcroN, D. C. 


This paper proposes to review briefly the 
trends in hospital care of mental patients and 
{о consider whether successful experiences 
of the past might be adapted and profitably 
applied today in the light of our current 
psychiatric theory and practice. 


SOCIAL VALUES OF THE PAST 


The history of the mentally ill parallels 
the history of civilization, Where there 'ex- 
isted an enlightened society, the mentally 
Sick were treated with tolerance and under- 

, standing. When social eras were datk, the 
intolerance and bigotry of the times were 
likely to be expressed particularly toward 
the insane. The attitudes of society influence 
greatly the worth of the individual and, in 
turn, the role of the individual in society 
is determined by the attitudes and cultural 
values of society. 

The great Revolution in France at the 
close of the eighteenth century, with its 
Liberté, Egalité, et Fraternité, forecast a new 
tra in social values. For the mentally sick, 
Wandering through the countryside, higden 
їп almshouses or chained in prisons, a new 
ra, too, was born as Pinel struck the chains 
from the insane at the Bicétre. 

As the nineteenth century dawned, the 
= nological causation of mental illness 
ри no longer believed, but in general eti- 

98y was as obscure then as today. -Benja- 
min Rush(r) believed that 
the cause of madness is seated primarily in the 
the Vessels of the brain and that it depends upon 

‘ame kind of morbid and irregular actions that 
tute other arterial diseases. 


Аалу rate, the treatment included elaborate 

kae with exotic ingredients and such 

BE bloodletting, purging, the use 

ic Read at the 110th annual meeting of The Amer- 
; аа Association, St. Louis, Mo; May 
2 
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of emetics, blistering, warm and cold baths, 
and the pouring of cold water down the 
sleeves of the afflicted one. Dr. Rush also 
invented several ingenious machines known 
as the tranquillizer and the gyrator which 
reduced the activity of the violent patient 
by making him dizzy. The management of 
the insane was often inhuman and callous 
since it was generally believed that the insane 
had no sensibilities. Consequently, they were 
kept in cold and in dirt, inadequately fed 
and clothed. 

True, there had been some attempts to 
treat the insane humanely. In Italy, Vincezo 
Chiarugi (1759-1820) published his One 
Hundred Observations on the Mentally IU 
and demanded the humanization of treat- 
ment. Anton Miiller (1755-1827) in Ger- 
many had advocated more humane treatment. 
Jean Colombier(2) (1736-1789) in France 
observed, “It is to the weakest and most 
unfortunate that society owes most diligent 
protection and care.” Slowly the times were 
changing but it took the drama of a Pinel 
and the quiet steadfastness of the Quaker 
Tukes in England to bring ёо the mentally 
sick a new form of treatment that came to 
dominate psychiatric thought and practice 
through the nineteenth century. It was called 
Moral Treatment. 


. 
MORAL TREATMENT 


Moral treatment was based “. . . on the 


' conception that mentally ill persons were by 


no means deprived entirely of susceptibility 
to the same influences that determine the 
behavior of well persons” (3). As a method 
of management for the mentally ill it became 
the basis upon which the new mental hos- 
pitals were organized. Moral treatment 
sought, by providing a hospital atmosphere 
which combined kindness, firmness, and in- 
dividual attention, to help the* patient , to 
minister to himself. Occupational, recrea- 
tional, and social measures of treatment were 
established. In this environment, with its 
well-regulated pattern for living, the patient 
was helped to resist bis morbid impulses. 

di Se 
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In 1816, Samuel Tuke(4), grandson of 
William Tuke, who founded the York Re- 
treat in 1792, described the practice of moral 
treatment at that institution and summarized 
its objectives under 3 headings: (1) By 
what means the power of the patient to con- 
trol the disorder is strengthened and assisted f 
(2) What modes of coercion are employed 
when restraint is absolutely necessary; (3) 
By what means the general comfort of the 
insane is promoted, 

At its inception, moral treatment was dif- 
ferentiated from medical treatment and was 


са, the Pennsylvania Hospital, 
founded in 1752, had ed А. 
for the care of fan T кн 


mies to restore to the pati 
mand over is own thoughts and imaginat: 
want of which is often кк ed 
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At the New York Hospital, as late as 
1825, moral treatment was the responsibility 
of the lay superintendent. In 1831, however, 
the Asylum Committee determined (7) 

The physician alone is responsible for the cure об 

patients and the grand means of effecting this object 

T moral treatment; it therefore of right belongs to 
m. 

Moral treatment had also been introduced _ 
at Hartford Retreat, founded in 1822, and at _ 
the McLean Hospital established in 1818 a5 _ 
the psychiatric branch of the Massachusetts 
General Hospital. 


ASYLUMS 


While moral treatment reached its zenith 
in the private mental hospitals, the state — 
institutions had also introduced these meth- 
ods in varying degrees. Williamsburg, 
founded in 1773, was yisited by physicians 
but was administered by laymen until 1841 
when Dr. John Galt assumed the offices of 
both keeper and physician. Kentucky estab- 
lished a mental hospital in 1824, South Caro- 
lina in 1828, and Ohio in 1835. Worcester 
State Hospital in Massachusetts opened its 
doors in 1833 and 1836 saw the first state 
hospital in New York at Utica. About this 
time, the "Gentle Warrior," Dorothea Lynde 
Dixy the New England maiden lady, was 
starting her indomitable campaign to im- 
Prove the care of the insane. Her efforts, 
Which led to the establishment of at ero 
30 mental hospitals, provided a pattern 0 
psychiatric care that rendered a most usefi 
Service for many years and still endures ій 
Some places, $ 

It may be recalled that the first state in- 
stitutions for the mentally ill were т 
Patients remained only for a limited time 
If they did not improve or recover, 
Were returned to their homes or to county 

houses, or to whatever facilities were 
provided by family or community. The jen 
institutions enjoyed admirable reputati 
So great was the renown of moral trea “al 
that ‚а period of residence in the hosp 
atmosphere was considered sufficient to P£% 
duce recovery. But while the state hospi 
Were serving an excellent purpose, they У ly 
not meeting the needs of the sick, е5 still 
the chronic insane whose plight was 
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pitiful. Public pressures gradually forced 
the entrance of more patients into the state 
hospitals and their retention therein indefi- 
nitely, New institutions were erected as the 
older ones overflowed, In 1866 the new 
1,500-bed Willard, State Hospital in New 
York was opened solely for chronic patients 
but public opinion did not favor this type 
of hospital and the attempt was abandoned. 
But it proved a point. Earlier there had 
been violent debate among the members of 
the Association of Medical Superintendents 
(founded in 1844 and later to become The 
American Psychiatric Association) as to the 
Suitable size of a mental hospital, There 
been considerable opposition to large 
Hospitals, Willard State Hospital showed 
that large hospitals were practicables 
At their inception, what are now the state 
mental hospitals had been called asylums, a 
Mame which was to remain for almost a 
century, They were places of retreat, of 
› for the insane, But gradually the 
asylums which had started so brightly with 
Moral treatment as their foundation of hope 
_ Were to become places “of inhumanity and 
neglect” (8) and of “scenes that rivaled the 
rors of Nazi concentration camps... 
hundreds of naked mental patients herded 
ШО huge barn-like, filth-infested wards, in 
degrees of deterioration, untended, and 
Untreated, stripped of every vestige of human 
a CY"(9). As long ago as 1880, public 
tion had been stirred by the treatment 
of the mentally ill.in asylums and the Na- 
E M tociaton for Protection of the In- 
e and Preventio; ў i n 
Eus: n of Insanity had bee 
The transition from treatment hospital to 
füstodial. institution within the span of a 
Ty is an important sociological phe- 
= tion, A discussion of the historical and 
Teasons for this change are beyond 
lies Scope of this paper. Part of the answer 
el the changes in social and political in- 
E philosophies wrought by cultural 


Ty; 
ш tis Organization comprised mainly neurologists 
years 12l-minded citizens and existed only a few 
| Vide те Purpose was to abolish restraint, pro- 
Чошгаде men ees against illegal commitment, 

с e “ii 


for patients, control des- , 


ES of the superintendent, create central lunacy 
ооа 920 Provide more research in mental insti- 


: V ER 


evolution. During the last quarter of the 
nineteenth century, standards of care in the 
asylums began to decline, aggravated by 
mounting admission rates to hospitals too 
small or too understaffed or too poor financi- 
ally to care properly for their patients. 

The increasing costs of operating the 
growing institutions made it mandatory that 
the state assume the financial burden. To- 
ward the end of the nineteenth century, too, 
there had been an awakening of public in- 
terest'in the welfare of dependent individ- 
uals, children, aged people, and the sick. 
Increasingly the state assumed more respon- 
sibility for their care and the level of care 
was directly proportional to the public in- 
terest and the publie funds that were made 
available for such purposes, The isolation 
of the asylum, excluding the public as it did 
by its high fences and its attitude of hiding 
its sick, as well as the separation of psychi- 
atry from the mainstream of medicine, was 
not conducive to stirring public interest ex- 
cept for occasional outbursts of indigna- 
tion aroused by publicized incidents of 
maltreatment. 

Another factor that may have contributed 
to the change in the mental hospitals was the 
collapse ef what has been termed the cult of 
curability, Success of moral treatment had 
spurred on its popular acceptance. In 1827, 
Hartford Retreat reported 23 admissions 
and 2r cures, a recovery rate of 01%. In 
1850, Dr. Woodward, the superintendent of 
Worcester State Hospital, stated.that the 
incidence of cure at his hospital was 90% 
(то). The competition between hospitals 
to report successful treatment grew keen. 


* But eventually, scientific objectivity returned. 


Dr. Pliny Earle at the Hartford Retreat later 
reported that recovery rates for recent cases 
were 70% and about 20% for older cases. 
However, there were relapses, and the final 
recovery rate was only 34% (11). Dr. Earle 
made a plea for improved statistical methods. 

As,the Association for Medical Superin- 
tendents spearheaded the drive for more 
accurate statistits, the recovery rates jle- 
creased sharply from the earlier reports. The 
swelling ranks of the chronic insane con- 
firmed the new findings and may have engen- 
dered the feelings of apathy and eyen hope- 
lessness among the public, the hospital staffs, 
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the relatives of patients, and even among the 
patients themselves. So did custodial care 
replace active treatment. It provided shelter, 
food, and clothing, kept the buildings and 
the patients reasonably clean, and at a mini- 
mum of expense. Amazingly enough, many 
patients did recover enough to leave the 
hospital but too many remained, giving cre- 
dence to the concept of the deteriorating ef- 
fects of mental illness. Deterioration and 
incurability were linked together. And so 
the circle was closed. Of what use to spend 
money and effort on incurable cases? 


THE SCIENTIFIC ERA 


The German and Fregch schools of neuro- 
pathologists were making remarkable studies 
as the nineteenth century drew to a close. 
Of particular interest were the numerous 
degenerative diseases of the nervous system 
which had been identified as clinical entities. 
Into this scientific atmosphere, Kraepelin 
presented his epoch-making psychiatric no- 
sology. It will be recalled that he divided 
psychoses into 2 major groups, those which 
resulted in recovery and those which went 
оп to secondary forms (as deterioration or 
dementia). The gloomy prognosis for men- 
tal patients who showed evidence of so-called 
deterioration dit not contribute to their treat- 

, ment; if anything, it reinforced their aban- 
donment to custodial care. Nor did Freud’s 
new theories, 
atric scene during this time, 


possible(12). 


Bleuler's comments on the mental hospi 
are pertinent, to our discussion, Son 


‘The institution as such does not cur i 

However, it may be valuable from ai peres 
viewpoint, it may alleviate acute, agitated states due 
to psychic influences, At the Same time it carries 
with it the danger that the patient may become too 
estranged from normal life and also that the rela- 
tives get accustomed to the idea of the institution, 


In general, it is preferable to treat these patients 
under their usual conditions and within their usual 
surroundings. ... The institution will attempt to 
educate the patient to act in a more acceptable 
manner, . . . The only and often practical criterion 
for hospital release is the patient's capacity to react 
in a positive manner to changes in environment and 
treatment. . . . The general task of treatment then 
consists in educating the patient in reestablishing 
his contact with reality. 


The aim of the patient’s education is the 
development of self-control and that patients 
should be helped to become accustomed to 
freedom. Most important of all is Bleuler's 
(13) statement: ` , 
The principal rule is that no patient must ever be. 
given up. 7 
Surely Bleuler, speaking with authority 
and tHe weight of experience, offered new 
hope to hospitalized mental patients and new 
ideas to those who administered the hos- 
pitals. And he indicated clearly the effect of 
the hospital upon the patient. Some of 
Bleuler's ideas met acceptance and were put 
into practice. Occupational therapy and 
attendant training were being introduced 
into most hospitals, reception services bad 
been established, social work services were 
being born. And the newly born National 
Mental Health Association, founded in 1909 
by Glifford Beers as a result of his own hos- 
pital experience, was slowly beginning t0 
move into action, 


MODERN TIMES 


The twentieth cenfury has been a period 
of extremely rapid advance and das 
this country in many ways. But the pul 
mental institutions have not shared in i 
speed and until the end of the second Wor! Я 
War were custodial institutions. Still, үт: 
had been growing awareness of human dot 
in relation to their social RH ; 
Meyer, with his psychobiological a ; 
had opened new rp William A. bus 
had pointed out the need for suitable s 
ditions and adequate social research fof e 
individual patient as part of treatment ee 

As our knowledge has grown, WE di 
become aware of the contributions of s { 
ology and anthropology to our understan Ee 
of mental disorder. We have come rd 
that mental illness arises in a matrix 0 m 
factors.. Jurgen Ruesch writes that m 
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disorders are in themselves a function of 
the culture in which they occur. Any person 
who does not fit into accepted conventions 
is declared out of bounds and relegated to a 
social institution where attempts at rehabili- 
tation should be designed to facilitate par- 
ticipation in the type of human relations that 
predominate in a particular culture. Ruesch 
points out that we can understand a patient’s 
human relations only against the background 
of his social situation, The patient's behavior 
is influenced not only by his direct relations 
with other patients, with staff members, or 
with visitors, but'also by the collateral 
relations of personnel or visitors among 
themselves(15). . 

A disturbance which affects the group organization 


may manifest itself by symptoms localized pfimarily 
in one individual.5 


If we accept the thesis that the hospital 
serves the patient during the period when 
һе cannot conform to the expected conven- 
tions and traditions, then it follows that the 
Patient may leave the hospital at such time 
аз ће can conform. This is a somewhat dif- 
ferent approach to the functions and goals 
of the mental hospital, 

Tn the past, the objective of the hospital 

as been to cure the patient or help him re- 
cover or improve. But we know the diffi- 
culties of psychiatrists and biometricians who 
have been trying to define these terms. How- 
ng if we view recovery or improvement in 
| oe of the ability of the patient to live in 
i та Social setting, then we have a yard- 
for measurement.. Actually, mental 
ав have been using this yardstick for 
е We have known that a patient could 
i е the hospital when he no longer talked 
acted in accordance with ideas considered 
ag or morbid by the community at 
Е ЫМ How much of the substratum of the 
кав illness remained, how much the рег- 
Шы was warped underneath, was often 
to Pn as long as the patient conformed 
The En was considered normal behavior. 
with ү recalls а schizophreriic woman 
om a really friendly relationship was 


5 t 
ot 2 Sis Statement has been verified in the studies 
"id pati ‘on and Schwartz in their studies in persom- 
A, jy ht interaction at the ward level. (Stanton, 
a Type a Schwartz, A. S. The Management of 
ness, {РЫ Institutional Participation in Mental Ill- 
Sychiatry, тодо, Vol. 12, pp. 13-26.) 
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formed. She said, “If you say that my ideas 
seem strange to other people, ГЇЇ just not 
talk about them." She stopped talking de- 
lusionally and went home as a social recovery 
from schizophrenia. 

Twenty years ago Sullivan(16) had 
written 


A study of social recoveries in one of our large 
mental hospitals some years ago taught me that 
patients are often released from care because they 
had learned not to manifest symptoms to the en- 
vironing persons; in other words, had integrated 
enough of the personal environment to realize the 
prejudice opposed to their delusions. It seemed 
almost as if they grew wise enough to be tolerant 
of the imbecility surrounding them, having finally 
discovered that it was stupidity and not malice. 
They could then secure satisfaction from contact 
with others while discharging part of their cravings 
by psychotic means. The path to social recovery— 
so often a necessary preliminary to thoroughgoing 
treatment—thus seemed along the line of really 
sympathetic environment. . . . 


There are some patients who by long and 
intensive treatment, usually by psychoana- 
lytic techniques, do attain sufficient under- 
standing of their own personality and reac- 
tions and do achieve sufficient experiential 
education to emerge with new facets to their 
personalities. But we delude ourselves if we 
think that patients who are leaving our pub- 
lic mental hospitals are pedple with new 
personalities. We see indications of this 
when patients who have been very disturbed 
and psychotic gradually cease to be so and 
whose behavior, in time, again approaches 
the community norm save for a few eccen- 
tricities. These patients find their way to the 
open wards and may be able to leave hospital 
if a suitable home сап be found. In some 
VA hospitals, up to 35% of the total patient 
population live оп open wards, Although 
still psychotic, they have learned to adapt 
to the social structure of the hospital 
community. 

The staffs of public mental hospitals would 
agree that social recovery of patients from 
psychésis is more readily and more likely 
attainable than insightful cure., Tf social 
recovery is a major objective, then the hes- 
pital must help the patient to learn new or 
better ways of livitlg harmoniously in his 


* cultural environnfent and must use ingenuity 


and resourcefulness to set the stage upon 
which the drama of neW learning may occur., 


Several recent developments in psychiatry 
appear promising, Ego psychology furnishes 
a theoretical background for work in this 
area Milieu therapy offers an operational 
pattern.* 

Sullivan succinctly wrote: 

The mental hospital . . . [can become] a school for 


personality growth rather than a custodian of per- 
sonality failures (17). 


THE HOSPITAL AS A SCHOOL 


That a hospital may also function as an 
institution of learning is not a new idea. It 
was implied in the concepts of moral treat- 
ment which sought to provide means to assist 
and strengthen the patient to control his 
morbid impulses. The means employed were 
permissive atmosphere, kindly firmness; reg- 
ular occupations, and suitable diversions, 

Moral treatment had placed great em- 
phasis on the capacity of the patient to help 
himself. It sought recovery from within by 
providing and promoting the proper environ- 
ment. Today we might say that moral treat- 
ment developed and increased ego strengths. 

When custodial care appeared, the em- 
phasis shifted diametrically. Custodial care 
was a sheltering envelope which promoted 
passivity and dependency. It is no wonder 
So many patients assumed the fetal posture. 

, Under the static environment of custodial 
care, regression was marked. An individual 


ality which are molded by the cultural environment 


npe "pon à moi i 
biologiat andiena hus (Sad less uniform 


* Milieu therapy has been defined as * . 
procedure directed toward modification of the en- 
-environment proc- 


patterns of interaction. I+ includes all cipe 


Mental Dis- 
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‚ with stereotyped rules rather than assertive actif 


" They dress neatly, they speak spontaneously, 


already crippled by mental disease had lim 
ited resources to withstand the atrophyi 
pressures of a custodial hospital. К 

W. К. Garlington(18), clinical psycholo- 
gist, and С. К. Hyer, social worker, at VÄ | 
Hospital, Sheridan, Wyoming, described 
their experiences of living on a psychiatric. 
ward for a week. { 


In the past it was felt that a patient who sat in his. 
chair most of the time staring at nothing was q 

ill. We considered him withdrawn and’ definitely — 
not ready for discharge. Toward the end of our 4 
study, both observers fouhd that they were sitting 
in their chairs staring at nothing. This led to the 
conclusion that either (т) the observers were 

coming withdrawn and were not ready for dis _ 
charge, or (2) the ward was stimulus that made 
this kind of response normal. The observers felt 
that spending 24 hours on a fairly active ward led 
them to appreciate the boredom, monotony, the 
stifling weight of few associations which add real 
meaning to the statement of many patients: "If T 
stay here much longer, I'll really go crazy!”. . 
The observers began to realize that a patient is faced 
with an extra problem in trying to get well ina 


Situation so different from his previous environment, | 


D 


An interesting parallel may be drawn. 
from experiences in institutions for children: 
Bettelheim and Sylvester(19) report: ^ 


Pathological institutionalism may be regarded as @ 
deficiency disease in the emotional sense, Absence — 
of meaningful, continuous, interpersonal relation 
ship feads to impoverishment of the personality. 
+++ Only measures arising from benign interper= 
sonal relationships among adults and children сай 
combat the impoverishment of the personalities 
children who suffer from emotional institutionalism. 
- . . Depersonalized rules and regulations lead the 
child to become an automaton in his passive adjust- 
ment to the institution, There is no need for in 

pendent decisions because physical existence is we 
protected and activities arranged for his compliance 


constitutes adequate adjustment but does not allow. 
for spontaneity. Reality testing is not extended t0 
variegated life conditions. Complete determination 
by external rules prevents the development of inne 
controls. The child lives in emotional isolation am 
physical distance from the adult. 


After visiting some 35 mental hospitals, 
the writer has formed. strong convictions 
that much .of the pathological behavior 0 
patients is a result of their hospital experi- 
ence rather than a manifestation of Шен 
mental illness. Їп some hospitals patients 
appear very much the same as people outside. 


and perceive and respond to their cor 
ment, In other hospitals, and fortunately 
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there are few, the patients are the picture of 
regression, lying on the floor, or with head 
cast down, untidy, uncaring about personal 
appearance and habits, oblivious to their sur- 
roundings. Two hospitals visited in 1949 
were typically custodial. In 1953, both hos- 
pitals were visited again. More enlightened 
administrations had prevailed for several 
years and the difference in the patients was 
noticeable in that they were much more alert 
and responsive although the extent to which 
they will further improve remains to be seen. 

The public mental hospitals in this country 
have begun to emerge from the long years 
of custodial care. We have the opportunity 
to cast a new mold. Studies are in progress 
lo help us find the answer (e.g., the Russell 
Sage Study on Ward Interaction). History, 
too, can be useful in pointing the way. 


TOWARD THE FUTURE 


The concept of the hospital serving as a 
i school for patients to learn to live in society 
would seem a fruitful one. Few patients 
re totally disabled; most have some re- 
Sources and assets that can be developed just 
as the amputee learns to walk with a pros- 
thesis or the aphasic learns to talk again. It 
% this process of uncovering and developing 
. Mher resources and teaching patients to use 
_ беш that constitutes an educational pro- 
gram, “The situation is one of education, 
broadly conceived, not by verbal teaching 
but by communal experience—good tutor- 
ing” (20), " 
True, there are patients who need a hos- 
Pital rather than a school : many of the aged, 
the organically ill, and some of the acutely 


Psychotic. But well over half the patients ' 


Ш à public mental hospital are chronic pa- 
*nts who could profit from such an ex- 

ence. An important step is acceptance 
Y the staff, patients, relatives, and the com- 
ам that the hospital has the function 
0 а school as well. This would also make 
More understandabie the genesis and nature 
d Mental illness and indicate the need for 
ы ое concerned to be involved in the 
е (or educational process). 

the hospital is to prepare the patient,to 


return to а family and community life, then. 


hospital must provide the laboratory for 
Patient to practice the necessary skills. 


c 


Bleuler indicated it was preferable to treat 
patients in their usual surroundings and 
Ruesch(21) echoes it in the present. 
"Therefore it is imperative that a patient should, 
during therapy and after, lead as normal a life as 
possible. . . . only conditions which approximate 
the life situations pertaining to work and play and 
provide for social intercourse with other people, 
young and old, and with members of the opposite 
sex. Though therapy at times has to be carried 
out in an institution, which prevents the patient 
from having the usual type of life experiences, the 
majority of therapeutic procedures ought to be 
aimed at being carried out within the habitual sur- 
roundings of the patient. Isolation in institutions 
and separation of sexes and age groups facilitate 
administration but do not necessarily improve the 
patient. 

Our hospitals need to approximate the 
kind of living conditions found in the usual 
everyday life of people at large, Nor should 
it be impossible to adapt hospitals to this end 
even though patients live in large groups. 

A potent obstacle in undertaking new 
ventures in mental hospitals is the weight 
of tradition. Attitudes in reference to se- 
curity furnish a good example. In the past, 
our limited knowledge and anxious attitudes 
have dictated security measures which cer- 
tainly did not permit “normal living.” Being 
furnished only a spoon at mealtimes or hay- 
ing to perform one’s toilet functions in full 
view of others is a far cry*from acceptable 
social manners. Yet suicides and elopements 
occur in the most secure hospitals. Many of * 
us have learned that security measures are 
no substitute for alert, interested personnel. 
But as security measures are loosened they 
must be replaced by something else, prefer- 
ably more constructive and useful to the pa- 
tients. We have indications that the substi- 
tute niay well be in the security furnished 
by the bonds of felationship with the staff 
and with other patients. 

The confines 6f this paper do not permit 
a discussion of the role of patient-personnel 
relationships in the- hospital’s therapeutic 
mission. Needless to say, they are its foun- 
dation stone? ; 

8 "Since the recovery of patients ig tore depend- 
ent on the interactfon of personalities than any ether 
factor, it is our belief that the personnel is the chief 
asset of the psychiatric hospital and far more im- 
portant than the hospital equipment.” Menninger, 
W. C. Psychoanalytic Principles in Hospital Ther- 
apy, Southern Medical Journal, 1939, Vol. 32, pp. 
348-352. ‹ Я 
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We are perhaps now in psychiatry where 
physicians treating infectious disease stood 
before the days of antibiotics. We have rela- 
tively little in the way of weapons to attack 
the disease process directly. But we have 
acquired a vast and important knowledge of 
how to promote and how to provide condi- 
tions favorable for the living effort of the 
human organism to make itself whole. This 
knowledge can make the difference between 
very favorable and very unfavorable dis- 
charge rates. 

Here is a point at which the values of 
democracy, religion, and medicine agree— 
the value and dignity of the individual, the 
value of human undersfanding and of kindly 
relations with and assistance to another per- 
son, who must himself continue his unremit- 
ting struggle to find an adjustment and 
meaning in his life, 

While we strive to go forward toward 
more definitive methods of treatment, how- 
ever much they may extend our success, they 
can never replace for the mental patient—as 
for the normal person—the need for under- 
Standing, constructive, human exchange, 
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HISTORICAL NOTE 


I REMEMBER KRAEPELIN 


“Sie Wiinschen?” I was in the presence 
of the greatest.psychiatrist of his time, the 
man to learn from whom I had crossed the 
wide ocean—it was wider in those days. His 
two words were not quite a greeting and not 
entirely reassuring, ` 7 
` That morning after securing lodging on 
the Anlage, where I was to live for the ‘next 
two years, I had started out bravely with 
letters of introduction in my pocket. Fol- 
lowing the Hauptstrasse toward the east 
end of town I reached the alte Briicke, called 
by Goethe the most beautiful bridge built by 
man. Alt Heidelberg is a small city stretched 
along the south bank of the west-flowing 

eckar and sheltered on the south by the im- 
Posing Kénigstuhl up the sides of which it 
timidly pushes its way. The alte Briicke, like 
Arno bridges, was a victim of senseless Nazi 
fury, but it has been faithfully restored. 
Across the river following directions I soon 
located Kraepelin’s house on the Uferstrasse, 
and making my errand known at the, door, 
Was shown into his study. Kraepelin was 
Sitting at his desk and scarcely looked up. 

Sie wünschen?" was his total salutation. I 
stumbled through the halting German I had 
rehearsed on the way over. “Herr, Profes- 

_ Sor, Ich habe Briefe an Sie.’ He took the 
letters, read them slowly and at once became 
affable, The sponsors were apparently satis- 


factory. The interview did not last long, but’ 


there was no feeling of haste. Kraepelin lei- 
Surely outlined the activities of the hospital 
—the Universitäts Irrenklinik—the lectures, 
Es rounds, clinics, and laboratory facili- 
©З, and named the heads of departments 
with whom one might register for special 
Work, There was no fee; all that waseneces- 
E" to bring was the purpose to workeand to 
learn, 
E clinic was and-is located just above 
E: tiver bank at the west end of the town— 
E ong low two-story building paralJeling the 
Ver. A dignified façade was assured by a 
tee-story central block. “ ж 


е 


At this point, one vivid memory interjects 
itself irrelevantly. As I was leaving Nissl's 
laboratory one night some time after the 
dark had settled down and all was quiet, a 
clear'tenor voice broke out from the men's 
division singing the lovely Abschiedslied 
jung Werners from Der Trompeter von 
Sükkingen: 

Das ist im Leben hüsslich eingerichtet, 

Dass bei den Rosen gleich die Dornen stehen, 


Und was das arme Herz auch sehnt und dichtet, 
Zum Schlusse kommt das Voneinandergeh'n . . . 


One could not abide long in Heidelberg 
without falling under the influence of Victor 
von Scheffel and his exquisite dramatic poem 
in which this sad parting song occurs. The 
singer was apparently standing at an open 
window overlooking the river. It was as if 
he were singing passionately to some listen- 
ing Ondine of the Neckar. The lines of his 
song I already knew by heart. He sang it 
througlrto the end: 


Behüt' dich Gott! es wàr'stt schön gewesen, 
Behüť dich,Gott, es hat nicht sollen sein! 


and I could not leave the spot until the song 
was done and quiet came again. 


There were three senior men*on Krae- 
pelin’s staff—Nissl, Alzheimer, and Gaupp. 
The latter, youngest of the three, survived ' 
his colleagues, dying only in August 1953. 
He was an honorary member of The Ameri- 
can Psychiatric Association. Wilmanns and 
Nitche were also attached to the clinic and 
there were one*or two junior members as 
well. 

Ward rounds with Kraepelin were most 
impressive. One was reminded of similar 
experiences, with Osler. There was a like 
meticulous scrutiny of the patient and his re- 
actions, the details of his behávior, hiş re- 
sponses, his spontaneous productions. Dis. T 
cussion was invited. There was nothing static 
or authoritarian about Kraepelin's teaching. 
He set up no System which must then be 
fortified and defended. Those gathered about 
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im were not only free but were urged to 
their own contributions. He digested 
. Sometimes an opinion would be 
forward quite contrary to one he 
After full discussion he might agree 
new view was more likely the cor- 
This flexibility of mind and utter 
of dogmatism could not fail to create the 
respect for Kraepelin’s teaching 
: and for Бере judgments, 
upon his students that Ux neo 
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{ was always іп process, i 
was fixed or final. An expression of his was 
“Wir stehen immer noch am Anfang.” The 
evolution of his textbook, which became 
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facts came to light and new viewpoints to ex- 
pression. This the successive editions of his _ 
textbook abundantly prove. Adolf Meyer 
stressed the point: “Every edition of his 
work is to an unusual extent like the work of 
another man.” Д 
Kraepelin came to Heidelberg from Leip- 
sig where he had been associated with 
Wundt, the creator of the psychological 
laboratory, and he combined psychological 
with clinical work from the beginning, He 
fitted up a small laboratory for psychological 
investigations at the. Heidelberg clinic and 
published in an extended series the Psycho- 
logische Arbeiten wherein are recorded his 
own experimental studies and those of his, 
colleagues and students. Gaupp was in im- 
mediate’ charge of the psychological labora- 
tory, as Nissl was of the neuropathological. 
Kraepelin's nature was, somewhat less out- 
going than Nissl's but he was no less friendly 
and painstaking with his staff and students, 
He took part also in their extracurricular ac- 
tivities, although he never accompanied us 
on a Bierreise as Nissl on occasion might do. 
in was an Abstinensler (of this 
later). 


One of our most enjoyable recreations was 
the planned Spasiergang. Kraepelin, Alz- 
heimez, Nissl, Gaupp, several senior 
members, visiting colleagues, and graduate 
students, forming a small party of a dozen 
or so, would spend an afternoon tramping 

the mountains and forests, usually 
along the well-beaten tzails cushion-car} 
with years’ deposits of pine needles, follow- 
ing guide boards which indicated that this oF 


„that path led to the Wolfsbrunnen, the Fel- 


Senmeer, or one of the other spots of beauty 
or grandeur with which the Neckar valley 
abounded, The terminus of these walks 
would be a Gasthaus where beer was never 
so welcome and conversation flowed freely 
about persons and places, bits of local history 
or folklore, what was going on in the lea 
world } even a snatch of shop talk might creep 
in. + 

Those were the “Golden Days” of the song 
in The Student Prince, the original of м 
Alt Heidelberg, had just come on the boai 
in all the,theatres in Germany. It was a time 
of peace and Gemiithlichkeit unclouded 
any apprehension that this way of life that 
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we from the Ausland had come to know and 
to love would within a decade come to an 
end and be no more. 
One final nostalgic recollection. Kraepelin 
a New Year's Eve at home party for 
his clinic staff. He and his gracious wife and 
two comely daughters were most solicitous 
to make their guests comfortable and at ease. 
Near the entrance to the drawing room 
where we gathered was a well-filled punch 
bowl which looked reassuring, and presently 
the young ladies proceeded to distribute the 
cups, refilling them as occasion required. No 
comment had been offered as the nature of 
his punch, but we found to our sorrow that 
it was composed solely of fruit juices. It 
was very palatable but innocent of any eu- 
phoric quality. Refills were not in ‘so fre- 
quent request as they might have been. 
Dinner was set at,an hour later than usual 
for this was New Year’s Eve and we were 
bidden to watch the old year out. Summoned 
ät length to the dining room a gorgeous spec- 
tacle awaited us. The table occupied nearly 
the length of the room and in the center a 
Mountain had been built up of a variety of 
fruits, In this delectable mountain were em- 
several bottles of wine, At last, the 
reward! шар was not far along when 
in remarked, “As you know, I am an 
tbstainer and alcoholic beverages are not 
used in our family, but if any one would like 
to partake of the wine he may feel quite free 
to do so.” It was not exactly an invitation 
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and no one felt moved to express a bibulous 
desire. I do not recall that any tool for lift- 
ing the corks was in evidence. There was 
this splendid mountain of fruit and wines 
just within reach and yet really out of 
bounds. It was merely a center piece, grand 
to look at but recalling the tortures of Tan- 
talus. Was it perhaps just another of the 
Herr Professor's psychological experiments? 

The feast was sumptuous and we sat long 
at table, but there was something lacking- 
that stibtle something of vinous origin that a 
Quebec friend once characterized as “le cha- 
leur communicative du banquet.” 

Dinner over, we returned to the drawing 
room for further conversation awaiting the 
stroke of twelve. "һе clocks seemed to be 
losing time that night. Eventually midnight 
came. All the bells of the city announced 
with joyous clamor the mystic hour. We 
were all on our feet at once; there was hand- 
shaking all round, and many a gliickliches 
Neujahr. Our hosts gave each of us their 
blessing ; we them our homage and gratitude, 
and the party was at an end. 

To have dined with the family Kraepelin, 
and on such an occasion, was indeed some- 
thing for enduring memory. 

I hope it is not out of order to add that 
it did not seem unfit, befere returning to 
quarters that night, to pause at some Bier- 
halle for a stein of Léwenbrau as a sort of * 
epilogue to a memorable evening. 

СОВ. F. 


: SCIENCE 

When we speak of science we are not thinking merely of the mechanical and technical 
Accomplishments whereby it transforms the material conditions of living. For we believe 
that science, in the true and original sense of the term "to know," attains its greatest effi- 
сасу when it brings to the clear light of human understanding the true meaning of human- 

ity's most cherished values and the means of preserving them.... _ 

—Snrin-HsrANG CHEN, 

The Cultural Essence of Chinese Literature 
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CORRESPONDENCE 


THE CONCEPT OF SCHIZOPHRENIA 


Editor, AMERICAN JOURNAL ОЕ PSYCHIATRY : 


Sm: Last March the thought occurred 
to me that it might be worthwhile to obtain 
an opinion from Professor Manfried Bleuler 
as to the diagnostic criteria which had been 
established at Burghölzli with reference to 
the diagnosis of schizophrenia, schizoid'states 
“pseudoneurotic schizophrenia,” and allied 
conditions. This area was so confused that 
it seemed to call for an authoritative ap- 
proach to set up some sort of diagnostic 
standards. The traditions at Burghülzli, 
where the concept of schizophrenia and al- 
lied conditions had originated, would ap- 
pear to claim respectful attention. Unques- 
tionably today, and especially in this country, 
the concept of "schizophrenia" has become 
adulterated to the point where it has be- 
come meaningless and in some cases practi- 
cally equivalent to “psychotic.” 

Enclosed is my translation of Professor 
Bleuler’s reply to my letter which I thought 
might be of sufficient interest to warrant 
publication, Professor Bleuler has given his 
permission for its publication. 


Hiram К. Јонмвом, М. D. 
Orangeburg, N. Y. 


> 


: Zurich, March 26, 1954. 
Hiram К, Јонмѕом, М. D 


` Clinical Director, 


Rockland State Hospital, 
Orangeburg, New York. 


Dear Sm: . 
Your letter of December 2 touches upoh a 


1 written 
т bject. However, quite 
briefly, may I emphasize merely the follow- 
ing points: ә ‹ 
i КЫ T M 

The expression "schizophrenia," not only 
as it was coined by my father, but as it was 
taken over by Kraepelin and many others, 
claims to denote a definite psychosis, It ig 
difficult to define the econcept “psychosis” 

Sige, ra 


2 


exactly. In this definition there must be em- 
phasized always the potentiality for intellec- 
tual and emotional rapport, of lucidity and 
empathy. The distinction of psychoses from 
other mental and emotional disturbances may 
not be very important medically. However, 
it is certain that it has the greatest impor- 
tance sociologically, legally, and in popular 
terminology. Ж, } 

According to my conviction it can only 
lead to confusion if the term “schizo- 
phrenia” is used for those less serious men 
tal disturbances which are not psychoses. I, 
myself, in general, employ “schizophrenia” 
only for those disturbances which are un- 
questionably psychoses in terms of social ad- 
justment. 


п. 


It is true that my father surmised that 
many disturbances are concealed in the clini- 
cal picture of the psychopathies and neuroses, 
which in their origin and in their essence 
could be regarded like schizophrenia. But to 
avoid an error in terminology these dis- 
turbahces should never be spoken of simply 
as “schizophrenia”, but more exact descrip- 
tive paraphrases should be used, for exam- 
ple: “latent schizophrenia” “schizophrenia 
which has not shown up yet in social adjust- 
ments"; “socially adjusted schizophrenia ; 
“neuroses suspicious of schizophrenia ; 
"psychopathies which are suspicious' 0 


.Schizophrenia"; “conditions suggesting 1 


cipient schizophrenia” ; “conditions suggest 
ing a residual following genuine schizo 
phrenia", etc. 


TII. 


I believe it is entirely incorrect to consider 
the concept “schizoid” the same as “schizo- 
phrenia.” First of all, the schizoid psycho 
paths хапа schizoid behavior (both шш 
together as “schizoids”) according to the 06 
gree are not psychoses but peculiarities E 
personality or personality pattern dm 
ances. The relationship between “‘schizo! * 
and “schizophrenia” follows from. un 
facts: Many schizoid character traits Г 


» 
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semble somewhat the symptoms which, in 
schizophrenia, are blown up to psychotic pro- 
portions (on the other hand, all the symp- 
toms of schizophrenia are not found in 
schizoids) ; in the prepsychotic personalities 
of schizophrenics there are many more schiz- 
oids than in the general population; after 
schizophrenic episodes often follows a change 
of personality in a schizoid direction ; among 
the relatives of schizophrenics there are 
many more schizoids than in the general 
population. These grounds are not sufficient, 
however, to assume’ that “schizoid” and 
“schizophrenia” are identical, even if some 
genetic relationship is probable. The nature 
of this genetic relationship remains as some- 
thing to be cleared up. 


тү. 

The term “pseudoneurotic schizophrenia” 
appears to me as us&ful. What is meant here 
is unmistakably characterized; a condition 
which is schizophrenia essentially, but in 
terms of social adjustment has not reached 
the level of a schizophrenia but simply that 
of a neurosis, With Hoch I am convinced 

t there are pseudoneurotic schizophrenias, 
and my father has already emphasized this. 


V. 


The confusion of ТАТ is là 
ie ogy is largely 
conditioned by the fact that some authors 
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think only psychoanalytically, while others 
day in and day out, deal with the psychosis 
concept as one concerned with social adjust- 
ment. In the psychoanalytic conception it is 
entirely right to perceive in many schizo- 
phrenic processes fundamentally the same 
thing as in neurotic and normal processes— 
already Jung and my father referred to this. 
But, if on the basis of a diagnosis of “psy- 
chosis” practical decisions have to be made 
(accountability, judgment, the appointment 
of a guardian, the ability to contract a mar- 
riage, certifiability etc.), then the older psy- 
chosis-concept becomes necessary, and one 
should not use this psychosis-concept for 
conditions which have an entirely different 
significance, . 

In brief, I would reserve the concept 
“schizophrenia” simply for psychotic con- 
ditions. One should not simply denote as 
“schizophrenia,” those conditions which 
one must assume are identical with (real) 
schizophrenia in their genesis but which 
have not advanced to the level of a psychosis. 
Rather, one should append a descriptive ex- 
pression to characterize what is meant, The 
concept “schizoid” should most emphatically 
be separated from the concept of “schizo- 
phrenia..” 

Pror. M. BLEULER, A 
Psychiatrische Universitatsklinik, 
ij Zurich, Switzerland. e 


TERMINOLOGY 


Editor, AMERICAN JOURNAL oF PSYCHIATRY : 


TEM The very phrase “electroshock” or 
сігіс shock" therapy frightens’ people. 


hock connotes the collapse of function just , 


ed to death. Or it connotes terror. It is 

Cap joke that we have come to use that 

m Ог a soothing and solacing procedure 

of еп the word itself carries such overtones 
panic, 


god are "electronarcosis" or “electrocon- 
dg , much better. The word “narcosis” 
Ned n implications of drug addicts, and the 
convulsive” conjures images of “fits.” 
ате to be sure, lay interpretations of 
tee” narcosis,” and, “‘convulsions.” But 

а peculiar duty in our disciplinecthat ave 

and retain public understanding. . 
th pus “electrosleep” or “electric sleep” 

Py might do. It is a bit misleading, but 


© 


not too much so. However it rings no bells. 
I suggest that we call it "electronic ther- 
apy.” There are, first, no negative connota- 
tions in the word “electronic.” Second, it is 
a word that suggests something modern, 
something up-to-tlate and, frankly, some- 
thing almost magical. I do not think that the 
electronic enginéers would object. I do not 
know how new words are born into psy- 
chiatry. But if there are any readers who 
have the authority to preside at a verbal ac- 
couchement,, let them consider the possibil- 
ity of delivering the phrase “elecgronic ther- 
apy” to replate these older and more 
frightening ones. After all, we did abandon ‘ 
such fear-provoking labels as ""insane" and 
“asylum.” Why must we carry the added 
burden of words like “narcosis” and “shock” ? 
Henry “А. Dayvinson, M. D., 
zv Cedar Grove, №7. 
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PRIVILEGED COMMUNICATIONS 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 

Sm: In the July 1954 issue of the Joun- 
NAL, pp. 13-14, there is a statement, under 
the "Section of Legal Aspects of Psychiatry, 


"This formulation must create in the reader 
the erroneous impression that in pre-Hitler 
Germany, the professional secrets of his pa- 

were not protected when a physician 
was called into court. On the contrary, the 
Reichs-Straf-Gesetzbuch, the basic criminal 


to duration ; 


PROGNOSIS» 


While, then, the hospitals continue their progress in the fulfil i 

t of their beneficent 
it would appear that the better course for the aSpetistendents {fs to discard, uni- 
» as they already have еей, te great extent, the classification of their cases 
comparatively few exceptions, the sooner the person attacked with insanity is 
placed under curative treatment, the greater is the prospect of recovery. 


law for the German Reich, had in its Sec- 
tion 300 definite provision concerning privi- 
leged medical communications. In addition, 
the Ehrengerichte, i.e., legally instituted 
grievance committees with extended 1 
powers, which were attached to the legally. 
instituted Aerztekammern, supervised, and, 
if necessary, punished physicians for neg- 
lectfully divulging secrets—even in court, 
The Aerstekammern also functioned as ad- 
visors and consultants for the courts in ques 
tions of privileged communications. 

І was, until 1933, .an'elected member of 
the executive committee (Presidium) of the 
Aerstekammer fot Greater Berlin, 
Witrrep С. Ниге, M.D,, 
New York City. 


4 


before the people the great truth that, as a 


—Priny EAnLE, 
The Curability of Insanity (1887) 
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OFFICIAL NOTICE 


The subjoined “Resolution on the Rela- 
tions of Medicine and Psychology” was com- 
posed jointly by the special committees of 
the American Medical Association, The 
American Psychiatric Association, and the 
American Psychoanalytic Association for 
- the purpose of presenting a united front to 
the effect that psychotherapy is a form. of 
medical treatment in accordance with medical 


RESOLUTION ON 


For centuries the Western World has 
upon the medical profession responsi- 
bility for the diagnogis and treatment of ill- 
ness. Medical practice acts have been de- 
Signed to protect the public from unqualified 
Practitioners, and to define the special re- 
Sponsibilities assumed by those who practice 
the healing art, for much harm may be done 
by unqualified persons, however good their 
п tions may be. To do justice to the pa- 
tient requires the capacity to make a diag- 
Dosis and to prescribe appropriate treatment. 
sis often requires the ability toom- 
Pare and to contrast various diseases and 
ers which have similar symptoms but 
Quite different causes. Diagnosis is a con- 
е process, for the character of the 
changes with its treatment or with the 
- Massage of time and that treatment which is 
te may change accordingly. 
volves, ized medical training today in- 
Oved medical school and internship in а 
equal Мон physicians today receive ad- 
ditional training, and specialization 
"uires still further iai. 
try is the medical specialty con- 
пеј with illness having chiefly mental 
wie 5. The psychiatrist is also concerned 
Беа causes of physical illness, for we 
Come to recognize that physical symp- 
Шау have mental causes just as mental 
The s may have physical causes. 
uj e Psychiatrist, with or without the 
"lation with other physicians, muSt select 
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аз a minimum, graduation from an* 


„ 
con-, 


criteria and that it is not a precedure justify- 
ing a separate profession. 

This resolution has been approved for 
publication by the Board of Trustees of the 
American Medical Association, the Council 
of The American Psychiatric Association, 
and {бе Executive Council of the American 
Psychoanalytic Association. 


RELATIONS OF MEDICINE AND 
. PSYCHOLOGY 


. 
from the many different methods of treat- 
ment’ at his disposal, those methods which 
he considers appropriate to the particular 
patient. His treatment may be medicinal or 
surgical, physical (as electroshock) or psy- 
chological. The systematic application of the 
methods of psychological medicine to the 
treatment of illness, particularly as these 
methods involve gaining an understanding of 
the emotional state of the patient and aiding 
him to understand himself, is called psycho- 
therapy. * This special form of medical treat- 
ment may be highly developetl, but it remains 
simply one of -the possible methods of treat- 
ment to be selected for use according to 
medical criteria for use when it is indicated. 
Psychotherapy is a form of medical treatment 
and does not form the basis for # separate 
profession, 

Other professional groups such as psy- 


. chologists, teachers, ministers, lawyers, 


workers, and vocational counselors of course 
use psychological understanding in carrying 
out’ their professional functions. Members 
of these professional groups are not, thereby, 
practicing medicine. The application of psy- 
chological methods to the treatment of illness 
is a medical function. Any physician may 
utilize the 51415 of others in his prófessional 
work, but he rengains responsible fegally and 
morally, for the diagnosis and for the tréat- 
ment of his patient. 

The medical profession fully endorses the 
appropriate utilization of the skills of psy- 
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“ЕСТ” after Ferenczi, one believed that 
Prince was Prinzhorn (“art of the insane"), 
and one connected Kleist with Klages 
("graphology"). Not less than 100 could 
say nothing more of several men than that 
they were adherents, opponents, coworkers, 
predecessors, or contemporaries of Freud 
(often incorrectly) : 55 said this of Janet, 31 
of Bernheim, 6 of Prince, 5 of Jauregg, 2 
of Wernicke, and one of Kahlbaum. 

It is possible to argue that a more appro- 
priate list might have been selected ; the one 
submitted was checked carefully with Dr. 
Owsei Temkin, the Johns Hopkins medical 
historian, who teaches an excellent course on 
nineteenth century psychiatry. Be this as it 
may, it is remarkable that, with the excep- 
tion of Wernicke (most annotations say, 
“Wernicke’s syndrome") and of Janet, the 
list 18 topped by the analysts Ferenczi, Abra- 
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ham, and Stekel, and that Bernheim follows 


closely because of his association with the ` 


Nancy school. The numbers then dwindle 
rapidly. 

Does this mean that the analytic group has 
done a better job than the rest of us in 
propagating an appreciation of earlier con- 
tributors? If so, have we not failed in our 
teaching of the significance of the work of 
some of the pioneers of our specialty? Does 
not this survey force us to conclude that we 
ought to introduce a better historical per- 
spective in our training programs? 

Goethe has said: “Тһе history of a science 
is the science itself.” The history of psy- 
chiatry did not begin when the younger gen- 
eration joined the profession. Might we not 
bring this to the attention of the newcomers 
whom we are called йроп to teach? 

ў LEK 


BELIEF 
There is no harder scientific fact in the world than the fact that belief can be produced 


in practically unlimited quantity and intensity, 
irr defiance of both by the simple desire to belie 


Everybody recognizes this in the 


without observation or reasoning, and even 
ve founded on a strong interest in believing. 


r case of the amatory infatuation of the adolescents who ‘ 
see angels and heroes in obviously (to others) commonplace or even objectionable maidens , у 


and youths, But it holds good over the entire field of human activity. The hardest-headed 
атут 1 will become a consulter of table-rappers and slate-writers if he loses a child or 
a so beloved that the desire to revive and communicate with them becomes irresistable. 


—BzRNARD SHAW, 


йд 
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THE SOCIETY OF BIOLOGICAL PSYCHIATRY 


In response to a number of requests from 
members of The American Psychiatric Asso- 
ciation, this article is written in order to 
inform its members concerning the historical 
background, origins, purposes, functions, and 
activities of the Society of Biological Psy- 
chiatry, 


HISTORY AND ORIGIN 
‹ 


In the spring of 1945, two of the found- 
ing members of the Society were completing 
the manuscript of a new textbook of psy- 
chiatry. In this book the authors had at- 
tempted not only to emphasize the currently 
popular psychogenic aspects of psychiatric 
disorders but also had attempted to trace the 
known facts of cerebral anatomy and physi- 
ology as applied to mental disorders, In 
their discussions they agreed that there ex- 
isted no group or organization where this 
phase of psychiatric research was empha- 
sized, and by mutual consent they decided to 
attempt the organization of such a group. A 
small number of interested workers was con- 
tacted and the founding meeting was sched- 
шей to be held in the summer of 194$ in 
Chicago. The early days of the Society's 
existence were beset with difficulties, how- 
ever, and the railway strike of 1945 pre- 
vented the holding of the first meeting. This 
was then postponed uhtil the summer of 
1946, when a meeting was called by the act- 
ing chairman, Dr. J. M. Nielsen, and the first 


meeting was held at the Fairmont Hotel in , 


San Francisco on June 27, 1946. . 

The founding members were Drs. Perci- 
val Bailey and Roland P. Mackay, of Chi- 
cago; Drs. Harry C. Solomon and Stanley 
Cobb, of Boston; Dr. Samuel B. Wortis, of 
New York; Dr. Karl М. Bowman, of San 
Francisco; and Drs. J. M. Nielsen, Samuel 
D. Ingham, and* George N. THompsort, of 
Los Angeles. It is of interest that all held 
professorial or associate professorial rank 
at their respective univeysities, indicating 
academic activity as one of the functiens of 


the Society. Dr. Nielsen was appointed act- * 


ing chairman and the year following became 
the group’s first president. At the organiza- 


tional meeting many problems had to be con- 
sidered, including the naming of the new so- 
ciety. After much consideration, the name 
Society of Biological Psychiatry was chosen, 
since biology in all of its aspects is the 
foundation stone of the organization. It was 
not the intent of the founders to detract from 
the value of psychology since all had exten- 
sive batkgrounds in this field. Rather it was 
intended to emphasize biology, since biology 
is the basic science and psychology is one of 
its branches. 


. 
STATEMENT OF PURPOSE 


Research was considered to be the most 
important function of the Society, and from 
the beginning the founders determined that 
membership would be limited to those who 
engaged in biological research as related to 
psychiatry, An early basic principle of the 
Society was that it was to be entirely non- 
political in its activities. It is of considera- 
ble interest that at the Society’s second 
meeting, held in 1947 in Atlantic City, the 
secretary “was approached by Dr, A. B. 
Baker, professor of neurolofy at the Uni- 
versity of Minnesota, Dr. Baker expressed 
the opinion that the Society should become 
a large, partly political organization which 
would offer a common meeting place for 
neurologists, just as The American* Psychi- 
atric Association does for psychiatrists. 
When Dr. Baker, who soon became a mem- 
ber of the Society, was told of the limited 
scope (research) and nonpolitical nature of 
the Society, he recognized that the group was 
for both peurologists and psychiatrists, It 
was suggested to Бїт that he contact a large 
number of neurologists, whereupon he re- 
turned to Minneapolisand promptly organ- 
ized the American Academy of Neurology. 
Thus én a sense the Society of Biological 
Psychiatry is partly responsible foy,and may 
be said to have riven impetus to, the qr- 
ganizdtion of the American Academy of 
Neurology. € ^ 

The Society of, Biological Psychiatry is 
composed of individuals, mainly physicians, 
in the fields of neurology, psychiatry, pSy-, 
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chology, neurophysiology, electroencephalog- 
graphy, neuroanatomy, neurosurgery, neuro- 
pathology, and neurochemistry who are 
interested in the biological basis of behavior. 
Many of the members are solely research 
workers and some are clinicians, but a re- 
search background is a requirement for 
every member. The membership is now 
limited to 150 (originally тоо) and is inter- 
national in scope. Individual membership is 
contingent primarily upon the research work 
that a prospective member has done concern- 
ing the neuronal basis of human behavior ; 
the activities of the organization are funda- 
mentally devoted to this phase of neuropsy- 
chiatric research. All of the members are 
men and women who have contributed sub- 
stantially to the sum of scientific knowledge 
and have published significant fiüdings. 
Membership is initiated by the invitation of 
a member who is not an officer of the Society. 

The Society of Biological Psychiatry does 
not concern itself with anything but the 
scientific side of the problems of psychiatry 
and particularly its neuronal basis in all its 
aspects. The concept of the neuronal basis 
of psychiatry is not at all new. Meynert, 
Wernicke, Bastian, Flechsig, Hughlings 
Jackson, Kleist, and Henschen made im- 
mense contribations to the concept in the 
nineteenth century. MacDougall postulated 
that all hallucinations were due to activation 
of the cerebral areas of representation (re- 
call). Flechsig bemoaned the contempt with 
which authors of textbooks of psychiatry in 
the latter part of the last century regarded 
neuroanatomy. During the last 25 years, es- 
pecially in this country, even greater ad- 
vances have been made. Frontal lobectomy, 
prefrontal lobotomy, the experiments show- 
ing the importance of the frontal lobes (by 
virtue of their hypothalamic connections) in 
the neuronal patterns of emotions, Nielsen’s 
emphasis of the importance of the cingulate 
gyrus, the work of Bailey and Davis on the 
neuronal patterns of conation, the works of 
Pótzl on the functions of the occipital lobes, 
and the work of Schilder oa the body scheme 
may be cited. All of the men who served 
as the nucleus of the Society when it was 
first formed have contributed to our knowl- 
edge of the anatomy of the mind. 
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Psychiatry has built an enormous culture, 


an enormous superstructure of observations: 


and interpretations. Those who seek to ad- 
vance the biological concept wish only to 
build a foundation under that superstructure 
and not to detract from the important con- 
tributions of psychopathology. They wish 
to add substance to psychological concepts 
and to trace the anatomical structures which 
make these concepts possible. Neurochemis- 
try is considered an essential element of 
mental function. In biological psychiatry 
the mind remains: in the body and particu- 
larly in the brain. The brain is the organ of 
the mind (Bastian, 1880). 


> 
FUNCTIONS AND ACTIVITIES 


In order to relate more closely the activi- 
ties of its psychiatric and neurologic mem- 
bers, the Constitution of the Society provides 
that it shall meet annually on the day pre- 
ceding the convention of the American 
Neurological Association or The American 
Psychiatric Association, although not neces- 
sarily alternately. It has met five times in 
Atlantic City and one time each in San Fran- 
cisco, Washington, D. C., Detroit, and Los 
Angeles. The next meeting will be held on 
Surday, June 17, 1955, at the Palmer House 
in Chicago. 

Convention activities include the presenta- 
tion of papers and scientific exhibits, a Presi- 
dent’s reception, and an annual dinner. 
Papers presented a? the meeting are pub- 
lished in a special Society of Biological Psy 
chiatry number of-The Journal of Nervous 
and Mental Disease each November. Some 
consideration is being given by the Society 
to the publication of its own journal, for the 
research work of its members is mounting 
rapidly. A typical symposium was the one 
presented at the 1951 meeting in Atlantic 
City on “The Anatomy and Physiology of 
Thought Processes.” 

Some philanthropic activities are under- 
taken by the Society, including its annual 
contribution to the National Society for 
Medical Research. Of its active members 
six are women; and although doctors of 
medicine predominate, many of the mem- 
bers hold the degree of Ph. D. The Society 
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of Biological Psychiatry was incorporated 
as a nonprofit corporation in California on 
January 3, 1949. Its presidents have been 
Dr. J. M. Nielsen (1946-48), Dr. Percival 
Bailey (1948-49), Dr. S. B. Wortis (1949- 
50), Dr. Harry C. Solomon (1950-51), Dr. 
Roland Р. Mackay (1951-52), Dr. A. E. 
Bennett (1952-53), and Dr. L. J. Meduna 
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(1953-54). Dr. Harold E. Himwich was 

elected president for the year 1954-55. Other 

officers for 1954-55 are Dr. Howard D. Fab- 

ing, first vice-president, Dr. Margaret A. 

Kennard, second vice-president, and Dr. 
George N. Thompson, secretary-treasurer. 
Grorce N. Тномрѕом, M. D., 

Los Angeles, Calif. 


G. PE 


Paralytic affections are a much more frequent cause of insanity 


supposed, and they are also a very common effect of madness. . . . 
11 sensible of being so affected. When so feeble, as scarcely able to 


that they feel perfectly strong, and capable of great exertions. 
the feeling spectator, yet it is fortunate for the 
pretensions are usually exalted in proportion 
affects him. None of these patients have received 
the enquiries I have been able to make at the private 
fterwards confined, it has appeared, that they have 


are in general not at al 
stand, they commonly say 
However pitiable these objects may be to 


condition of the sufferer that his pride and 


to the degradation of the calamity whfth 
any benefit in the hospital ; and from 
mad-houses where they have been a 


either died suddenly, from apoplexy, or have had repeated fi 


than has been commonly 
Persons thus disordered 


ts, from the effects of which 


they have sunk into a stupid state, and gradually dwindled away. 


—Joun HASLAM, 


at a Observations on Madness and Melancholy (1805) 


NEWS AND NOTES 


Dr. Н. C. WooLrEy.—The death of Dr. 
Herbert C. Woolley occurred August 28, 
1954, at the age of 73, at his home in Sea 
Girt, N. J. Dr. Woolley was graduated in 
medicine from Jefferson Medical College, 
Philadelphia, in 1904. After a period of 
private practice and graduate work in psy- 
chiatry, he joined the staff of St. Elizabeths 
Hospital, Washington, D. C., where he 
Served from 1924 to 1937, first as clinical 
director and later as assistant superintendent. 
In 1938, he was appointed superintendent of 
Philadelphia State Hospital, serving in that 
capacity for 3 years. He was a highly quali- 
fied administrator and guided the activities 
of the hospital with military precision. He 
was also expert in planning and building 
operations. 

During World War I, Dr. Woolley served 
as medical officer for 3 years, during which 
he was assigned to duty as post surgeon at 
Fort Davis, Alaska, and also at Fort Sill, 
Oklahoma. For a period he was military 
commander of an area in occupied Germany ; 
and at one time he was commanding officer 
of the 364th Medical Regiment. 

Dr. Woolley's special avocation was sail- 
ing. After his retirement from medical prac- 
tice in 1942 he spent much time on the 
Florida coast living in his yacht. 


Dr. CHantzes А. McKenprer—The 
death of Dr. McKendree in his sixty-eighth 
year occurred September 10, 1954, at the 


home of his son, Dr. Charles С. McKendree, ' 


in Greenwich, Conn. 

Dr. McKendree, a native of New Hamp- 
shire, a graduate in Arts from Dartmouth 
College and in medicine from Dartmouth 
Medical School, had. been practicing neu- 
rology and psychiatry in New York City 
Since 1915. In that year he joined the staff 
of the College of Physicians and Surgeons 
Columbia ‘University, reaching the status of 
clinical professor of neurology. He held 
various other clinical and teaching posts in 
the city and neighborhood. He was a diplo- 
mate of the American Béard of Psychiatry 
and Neurology and a Fellow of the American 
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College of Physicians. He had been a mem- 
ber of The American Psychiatric Association 
since 1938. 


Dr. McCartney on SPEAKING Tour 
Asroap.—Dr. James L. McCartney, Garden 
City, N. Y., has been invited to spéak, under 
the auspices of the World Medical Associa- 
tion, to the medical societies at Havana, 
Cuba; Yokohama and Kobe, Japan; Manila, 
P. L; Colombo, Ceylon; Cochin and Bom- 
bay, India; Karachi, Pakistan; Naples and 
Genoa, Italy. His subject will be “The 
Treatinent of the Involutional and Senile 
Psychoses.” He is leaving New York No- 
vember 20 and will survey the psychiatric 
facilities in each of the 14 countries he will 
visit, returning to New York on March 6, 
1955- 


THIRD INTERNATIONAL CONGRESS ON 
CnrMINOLOGY.— his Congress, under the 
chairmanship of Dr. Denis Carroll, president 
of the International Society for Criminology 
and consultant psychiatrist, Portman Clinic, 
wills be held in London, September 11-18, 
1955. The main subject will be recidivism. 
It will be studied under 5 headings: (1) 
Definition and Statistics; (2) Forms of Re- 
cidivism; (3) Causes; (4) Prognosis; (5) 
Treatment. It is expected that 1 day will be 
devoted to each of the headings. > 

The fee for full membership is £7.7.0. ster- 
ling; for associate membership, £2.2.0. All 
communications concerning the Congress 
should be'addressed to The Organizing Sec- 
retary, Third International Congress on 
Criminology, 28 Weymouth Street, London 
W.r, England. . 


ANTHROPOLOGY ОЕ THE AMERICAN 
SourHwest.—The August issue of the 
American Anthropologist, the Journal of the 
American Anthropological Association, con- 
tains a symposium, “Some Problems in the 
Physical Anthropology of the American 

outhwest.” The symposium includes rr 
papers ‘by leading anthropologists on ethnol- 
ogy, linguistics, culture and personality, in- 
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tercultural relations, and other phases of 


' anthropology. 


This is the first issue in the 60-year history 
of the American Anthropologist to be de- 
voted to a single area, covering the subject 
comprehensively, The address of the Execu- 
tive Secretary is Box 71, Andover, Mass. 


NORTHWEST INSTITUTE ON GERONTOL- 
ocv AND GERIATRICS.—The first Northwest 
Institute on Serving the Needs of our Aging 
Population will be held at the University of 
Washington on*November 11, 12, and 13, 
1954. Two nationally known speakers who 
will address the institute and be available as 
consultants are Dr. Wilma Donahue, Direc- 
tor, Division of Gerontology, University of 
Michigan, and Mr. Clark Tibbitts, Chairman, 
Committee on Aging and Geriatrics, U. S. 
Department of Health, Education, and Wel- 
fare, Washington, D. C. 

The purposes of the institute are: (1) to 
broaden our knowledge in this field of rap- 
idly growing importance; (2) to provide in- 
formation that will enable one to plan im- 
mediate as well as long-range programs in 
the community ; and (3) to help insure that 
old age will be better understood and that 
the later years may be made economically 
more secure as well as satisfying *and 
productive. 

Registration fee is 5 dollars for the 3-day 
period. A r-day registration fee of 3 dollars 
is available for those who can attend only the 
first day, which will Њ an .over-all survey 


‘of the field. For information, address: Of- 


fice of Short Courses and Conferences, Uni- 
versity of Washington, Seattle 5, Wash. 


MARYLAND MENTAL HYGIENE BUDGET. 
—For the fiscal year 1956 the Department of 
Mental Hygiene of the State of Maryland 
has submitted a budget of $15,841,071 to the 
Department of Budget and Procurement. 
The new budget is 15.176 higher than the 
current appropriation of $13,762,468 "and 
represents the largest request from any of 
the 40 state agencies. Т he bulk of the in- 
crease requested is for the 4 state hospitals 
and the Rosewood State Training School 
the latter asking for the largest пастеаѕе, 
namely 22.3%- 
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THE CHILDREN’S VILLAGE, Dosss Ferry, 
N. Y.—The Children’s Village is a residen- 
tial treatment school for disturbed and de- 
linquent boys, under Joseph F. Phelan, Jr., 
newly appointed administrator of the village, 
with accommodation for some 300 residents. 
Mr. Phelan, a graduate of Manhattan Col- 
lege, New York, has a Masters degree in 
psychiatric social work from the National 
Catholic School of Social Service of the 
Catholic University of America. He is a 
membet of the American Association of So- 
cial Workers, the National Conference of 
Social Work, the National Probation and 
Parole Association of Training Schools and 
Juvenile Agencies. 

Dr. John Briggs, formerly with the Wis- 
consin, School for Boys, serves the Village 
as Clinical Director in charge of program. 
Town House, the New York after-care unit 
of Children’s Village, is directed by Mr. Wal- 
ter E. Logan, formerly associated with the 
Children’s Center of the New York Depart- 
ment of Welfare. 


Tue Astor Home ror CHILDREN.—Dr, 
Joseph J. Reidy has been appointed medical 
director of the Astor Home, a residential 
treatment® center at Rhinebeck, N. Y., for 
boys with psychiatric problemas. Dr. Reidy 
assumed his responsibilities July 1, 1954. 

The Astor Home, which functions as one 
of the 3 pilot projects under the auspices of 
the New York State Mental Health Com- 
mission, opened in January 1953. It accom- 
modates 27 patients and is in process of 
expansion. Completion of a new wing is 


expected early in 1955. 


INFANTILE ParAtysis FELLOWSHIPS.— 
The 'Natignal Foundation for Infantile Pa- 
ralysis announces the availability of a limited 
number of fellowships to psychiatrists inter- 
ested in the emotional problems of the physi- 
cally handicapped, particularly of the polio- 
myelits patieyt with respiratory difficulties. 

Physicians who are U. S. citjzees (or ap- 
plicants for citizehship) and have completed 
2 years of graduate training in psychiatry, 
acceptable to the American Board of Psy- 


fellowships. 


- chiatry and Neurology, are eligible for 
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Selection of candidates is made on com- 
petitive basis by the National Foundation’s 
clinical fellowship committee. Appointments 
will be for one year but may be extended 
upon recommendation of the committee. 
Stipends range from $3,600 to $7,000 a year. 
Applications received by December 1 will 
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be considered in February; if received by 
March 1, in May ; if received by September т, ' 
applications will be reviewed in November. 

For further information address The Na- 
tional Foundation for Infantile Paralysis, 
Division of Professional Education, 120 
Broadway, New York 5, N. Y. 


PREVENTION OF SUICIDE 


Half an hour ago someone in the United States committed suicide, Another has done 
so as these words are read; the average is a suicide every 30 minutes. These two persons 
are dead, and no further follow-up can help them, They have failed society, and society 
has failed them, But in the same half hour another 20 persons have attempted suicide. Now 
their stomachs are being emptied, wounds are being repaired, bullets extracted. These pa- 
tients will be dismissed in the hope that they will never return, Some, however, will at- 
tempt suicide again and fail again; others will be among the yearly 22,000 persons who 
kill themselves in the United States. That number, incidentally, is almost exactly the 
number of American soldiers killed in Korea in three years of war. It behooves physicians, 
both professionally and as citizens, to learn how to help persons who might commit suicide, 


—Herzert Bauer, M. D. 
California Medicine, Dec. 1953. 
Quoted from Unjted States Armed 
Forces Medical Journal, June 1954. 
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PSYCHOLOGY AND ALCHEMY. VOLUME 12 ОР THE 
Сошесткр Works or С. С. JuNc. Translated 
by R. F. C. Hull. (New York: Bollingen 
Series XX, Pantheon Books, 1953. Price: 
$5.00.) : J 

This is the first volume to be published in an 18- 
volume English edition of The Collected Works of 
C. G. Jung. It is the first English translation of 
Psychologie und Alchemie originally published in 
1944. Other volurnes of the’ collected works pub- 
lished to date (July 1954) include: Two Essays on 
Analytical Psychology (Volume 7) and The Prac- 
tice of Psychotherapy (Volume 16). 

Psychology and Alchemy is a major work of the 
author’s later years. Its subject matter represents 
Jung’s great interest in mythological, religious, and 
alchemical symbolism and their relationship to depth 
psychology. It is a difficult book for the average 
scientifically-trained docfor, delving as it does into 
obscure medieval alchemical treatises and ancient 
Gnostic doctrines, A previous knowledge of Jung’s 
psychological theories is assumed, and without this 
knowledge much of the book may be incompre- 
hensible. 

The central theme is the alchemical opus and its 
correspondence to the course of events experienced 
in a deep psychological analysis. This correspond- 
ence is illustrated by a series of dreams from a pa- 
tient undergoing psychotherapy. These dreams 
often showed a remarkable similarity to the imagery 
used by the alchemists in describing the procfdure 
for the transformation of matter. It is Jung's view 
that the conscientious alchemists—leaving out the 
quacks and charlatans—in attempting to transform 
base matter into gold, the elixir of life, or the 
philosopher's stone, were actually projecting into 
matter their own unconscidtis process of personality 
transformation. In other words the psychic process 
of transformation or sublimation: of primitive, in- 
fantile personality traits was seen as a chemical 
process and the alchemist attempted to transform 
in his retort an original "black substance" (nigredo 
—often filth or feces) into something of supreme 
value. Jung has this to say: 

“The real nature of matter was unknown to the 
alchemist; he knew it only in units. Inasmuch as 
he tried to explore it he projeeted the unconscious 
into the darkness of matter in order to illuminate it. 
In order to explain the mystery of matter he pro- 
jected yet another, mystery—namely, his owg ux 
known psychic background—into w t was to be 
explained. . . . This procedure was not, of ‘cdurse, 
intentional; it was an involuntary occurrence. | 

“Strictly speaking, projection is never made; it 
happens, it is simply there. Inf the darkness of any- 
thing external to me I find, without recogtlizing it 
as such, an interior ог psychic life that is my own, 
... While working on his chemical experiments the 
operator had certain psychic experiences which ap- 


o 
e 


peared to him as the particular behavior of the 
chemical process. Since it was a question of projec- 
tion, he was naturally unconscious of the fact that 
the experience had nothing to do with matter itself. 
... He experienced his projection as a property 
of matter but what he was in reality experiencing 
was his own unconscious.” 

The implications of this viewpoint are consider- 
able. If the parallels between the alchemical trans- 
formation process and modern dream symbolism are 
valid, they mean that there is an inherent uncon- 
scious drive towards personality development with 
the goal symbolized by the elixir of life or the per- 
fect, incorruptible substance. This process could 
then be considered an afthetypal pattern of human 
development. Awareness of this drive towards 
transfotmation within himself could be of consid- 
erable assistance to the patient who is struggling 
with his own primitive and infantile traits. These 
latter dark and unpleasant aspects of personality are 
considered by Jung to correspond to the nigredo or 
massa confusa which was the raw material the al- 
chemists attempted to transform. 

The transformation process is also a kind of re- 
demption of inferior matter, and the alchemists con- 
sidered it in this light. They alluded to the analogy 
of Christ's redemption of human sins in describing 
their work. However, their attitude was fundamen- 
tally heretigal because the individual alchemist took 
upon himself the task of redemption, whereas the 
church maintained that Christ hid already accom- 
plished this task for all mankind and that every be- 
liever could share the fruits of His redemption by 
means of faith. The alchemists thus represent the 
beginning of a new step in the development of hu- 
man consciousness, namely, the awareness that re- 
demption or development of personality i$ not auto- 
matically accomplished by faith in a divine figure 
but is a task requiring arduous conscious effort. It 
js to this task—in projected form—that many sin- 


. сеге alchemists devoted a lifetime of work, 


Jung has found that showing patients the similar- 
ities between their dreams and alchemical or relig- 
ious Bymbo]ism has definite therapeutic effect. This 
so-called method of Amplification makes the patient 
aware, by means of symbolical parallels, that his 
problems are not unique but rather are basically the 
problems of all humanity: This procedure often 
frees the neurotic from his self-imposed seclusion 
and strengthens, his efforts to bring about his own 
inner transformation. ps 

Although this is э difficult book, thé teviewer be- 
lieves dt is a very important one. Jung has орбей 
up a totally new field for psychological exploration. 
As often happens to a þioneer, adequate recognitjon 
of his accomplishment may be posthumous. 

i Epwarp Е. Eprncer, M. D., 
a Orangeburg, N: Y. 
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Mepicat Pusuc Retations. By Edgar A. Schuler, 
Ph. D., Robert J. Mowitz, Ph.D., and Albert J. 
Mayer, Ph.D., (Detroit: Wayne University, 
1952.) 

Wayne University, through the authors, the 
Academy of Medicine of Toledo and Lucas County, 
Ohio, and the Health Information Foundation col- 
laborated in the study of medical public relations 
which is the basis of this report. The Academy of 
Medicine had been aware of public relations prob- 
lems for some years before the specific effort that 
gaye rise to the study, as is indicated by a historical 
introductory chapter. It had, apparently under the 
stimulus of a commercial firm which threetened to 
fill the need, established a Service Bureau which 
was designed to answer calls and locate physicians 
as well as route emergency calls to it. This Bureau 
also operated under contract with the City of Toledo 
to route calls for service to the medically indigent 
of the community. 

In 1046 the leading newspaper of Toledo ran a 
series of derogatory articles on the medical services 
in the area, complaining of the physicians’ opposi- 
tion to compulsory health insurance, an active polit- 
ical issue at the time, about alleged unethical prac- 
tices, about the high cost of medical care and ending 
with this quote: “Whatever the people choose 
through their elected representatives, they cannot 
lose. There can be nothing but improvement over 
the present inhuman method of taking care of the 
ill" This series, combined with certain "internal 
problems" of the profession incident to the return 
of physicians who had previously been in the Army, 
and the movement with the A.M.A. to combat 
socialization of medicine, led the Academy to inau- 
gurate a more definite public relations policy. Two 
clear steps were taken: first the handling of com- 
plaints about medical care was revised within the 
Academy; and second, a newspaper advertising 
campaign was launched. The discussion of the first 
is interesting but not very enlightening, since re- 
cords apparently were inadequately kept. No case 
studies of complaints are given. Except for what 
appears to have been a reasonably satisfactory ad- 
ministrative mechanism, there is little to be learned 
about this step. 

The advertising campaign was based primarily on 
paid newspaper ads, facsimiles of which are repro- 
duced in the appendix. Тһсѕе were directed at 3 
major objectives: first, to acquaint the public, with 
the fact that a physician was always available 
through calling the Academy ; second, that it was a 
good thing to have a family physician ; and finally a 
“veiled hint” that the Academy was willing to ac- 
cept and deal with complaints, Unfortunately, no 
protest was done so that the study can and Чой, 
not attempt to say what this campaign really did. 
It studies the attitudes of only three groups: phys- 
icians (54), community leade:s (50 of whom r2 
were physicians), and the public (554 heads of fami- 
lies). Each of these groups is reported by a differ- 
ent member of the research team, and in each case 
interview schedules were different, so that little can 
be learned from comparing the group. The des- 
cription of results in the public survey is burdened 


with a very large number of tables that are not very 
informative. 

Almost all physicians felt the advertising project 
had been a good move, though 39% could not re- 
call certainly having seen any of the series in the 
paper. They felt the best idea in the project was the 
reassurance of the public that a physician could be 
obtained. Most physicians favored a sliding scale of 
fees dependent on income but felt the principle 
abused to some extent. Shortages of hospital beds 
and personnel were considered the major deterrents 
to good medical practice. Complaints were consid- 
ered most likely to arise on the basis of fees, again 
partly because some physicians were ‘likely to be 
“pigs.” Г 

The community leader group, ,with the large ma- 
jorities that are characteristic of most of the an- 
swers in this whole study, felt that medical care was 
of high quality. Criticisms were directed primarily 
at a presumably sniall group of “lemons” who vio- 
late the general standards of the profession. There 
were stories of unnecessary operations, pass diag- 
nosis and treatment, aad unfair billing. Some felt 
that itemized bills would aid the public in under- 
standing why they were high. There was the alle- 
gation that medicine operates, and to some extent 
must operate, as a business, but it does so with 
special ways of concealing or adapting to the Сош- 
petition within it, The advertising campaign appears 
to have had little effect, though a high percentage 
knew about the emergency service and approved 
it. Compulsory health insurance was obviously much 
on everyone's mind and those who did not recall the 
advertising campaign usually assumed that it was 
aimed at its defeat. 

The public sample appears to have been well 
selecied and fairly representative, though the re- 
sults seem rather meager in comparison with the 
amount of work done. Half of the population ap- 
peared to know that emergency medical service 
could be obtained through the Service Bureau of 
the Academy, though only 8% had learned of it 
through the advertising? the rest from physicians, 
relatives, or friends. The public was found to be 
unable to evaluate its medical care ; 60% of respond- 
ents had no opinion on the matter. Similarly a 
high percentage of the respondents left it to the 
doctors to improve medical care; they seemed to 
feel little responsibility in this direction. A “symp- 
toms approach” technique led to the conclusion that 
57% of the population were receiving “higher level” 
medical care, the rest, less adequate care. The 
highest income group had the better medical care 
and fewer symptoms, the middle income group being 
more like the highest than the lowest in this respect. 
Ninety-two percent of all the samples had family 
Physicians. There was little complaint about the 
high cost of medical care; this may be related to the 
fact that 84% were carrying hospital insurance, 60% 
surgical costs insurance, and 22% insurance against 
physicians fees for other than surgery. There were 
Some cemplaints that insurance payment of surgi- 
cal fees simply resulted in higher fees so the net to 
the patient was not actually realized, The authors 
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conclude that the public is very badly informed on 
the "medical facts of life." 

While the findings of the study are interesting, 
they are of little scientific value aside from being 
a description of the situation at a particular time. 
There is nothing to compare them with. The con- 
struction of questionnaires to better record the 
spread of opinion is not:discussed; perhaps the pub- 
lic information is actually so poor that it is a polar 
as the study would indicate. The book leaves one 
with a feeling that the sociologists and social an- 
thropologists who executed this research somehow 
missed the emotional aura surrounding medicine, or 
if they felt'it, they did not succeed in transmitting 
their consciousness of it to the reader. It is my im- 
pression that there are more lively feelings held 
about medicine by^the public than are pictured in 
this book. 2 

PauL V. Lemxau, M. D., 
Division of .Mental Hygiene, 
Y Johns Hopkins University. 


Tur Сни” Concertion ёғ Numper. By Jean 
Piaget. (New York: Hurnanities Press, 1952. 
Price: $5.00.) * 


This is a translation from the French of a book 
published in 1041. It is one of a series by Piaget in 
which he has analysed the development of various 
verbal and conceptual aspects of the child's thought. 
In this book he attempts to trace the development of 
the operations which give rise to number, continuous 
quantities, space, time and speed. The basic method 
is the same here as in his other studies, namely the 
use of free conversation with the child. This con- 
versation is recorded in detail and abundant samples 
are used to illustrate the theory developed. eThe 
{гее conversation is stimulated by questions and by 
the use of concrete objects. Piaget is able to find, in 
this analysis, stages in the development of concepts 
relating to number. Such analysis into stages is not 
as valuable as the total developmental picture which 
tends to be obscured by the sharp delineation of 
stages. 3, 
^. For the reader who is used to precise controlled 
experimentation with results“tabulated so that it is 


possible to assess how many subjects were used, 


what conditions they were subjected to, and what 
exactly was measured and what the quantitative re- 
sults were, the more descriptive account of Piaget's 
work is rather confusing. It is impossible to tell 
exactly how many children of what ages were used, 
or exactly what was done. However, when the 
reader stops looking for tables of results he begins 
to see something of the importance of the descrip- 
tive account of the development of the child's 


thought. E f 
Another difficulty arises which may be even more 


studying children of different ages instead of using { 


a true longitudinal 


dren are observed over a period of time to gstablish » 


the changes as they occur and the situations which 
produce these changes. But perhaps we should not 
е 5 
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ask for too much, Piaget has given us a very help- 
ful preliminary analysis of the development of num- 
ber concepts. It remains now for someone else to 
take the next step in filling in the developmental 
picture with a more adequate longitudinal study. 
This book as one of the series by the same author 
is an important contribution to our knowledge of 
intellectual development of children. 
Kart S. Векмнаврт, Pa. D., 
Dept. of Psychology, 
University of Toronto. 


РѕүСНІАТвҮ AND Mitirary Manpower Poticy. By 
Eli „Ginzberg, John L. Herina, and Sol W. 
Ginsburg, M.D. (New York: King’s Crown 
Press, Columbia University, 1953. Price: $2.00.) 


This 66-page monograph is an analysis of the 
replies of a group of 35 representative psychiatrists, 
who had been on active duty during World War II, 
to a questionnaire concerning their experiences and 
Jater reflections on those experiences. The ques- 
tions concerned the meaning of the screening rejec- 
tion figures, the causes of breakdown, and the com- 
parability of military service with civilian life. The 
objectives of the project were to identify and eval- 
uate the major areas in which significant wastes of 
manpower occur, to discover the factors responsible 
for these wastes, and to make recommendations that 
can reduce or eliminate them. 

The 5 chapters—"Psychiatry and Military Man- 
power,” “What Do the Figures Mean?” “Why Did 
Men Break?” “Adjustment in Military and Civilian 
Life,” “How Can Manpower Be Saved?” “The 
Ineffective Soldier"—consist of those portions of 
the psychiatrists’ replies, relative to the topic of the 
chapter, and a discussion by the authors, The 
authors believe that “this amalgam of facts, theories 
and opinions is a.contribution to an extremely im- 
portant ‘but obscure facet of our national expe- 
rience.” 

"The conclusions drawn by the psychiatrists from 
their experience were: (1) that because it is impos- 
sible to define potential breakdown, screening should 
aim at rejecting only those with the most obvious 
evidence of emotional disturbance; (2) caution 
should be taken in the use of statistical data con- 
cerning screening and separation for psychiatric 
reasons during World War II, because of the radical 
changes in personnel pólicies and administrative pro- 
cedures; and (3) that there had been a misapplica- 
tion of clinical concepts to matters of military 
service. 

‘While this monograph is only a preliminary study 
it should be read by psychiatrists and others who 
may be concerned with military manpower. 

}озЕРН S. Sxomma, M. D, 
4 D Atlanta,’ Georgia. 
n 
Current Тнввару?-1954. Edited by HowardeF. 
Conn, M.D. (Philadelphia: W. B. Saunders, 
1954.) А " 

This is now a well-established yearly volume ofa 
reference bobk of therapy. Where many new reme- 
dies are being introduced, all the time, and where 
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disadvantages and undesirable features are not at 
first apparent, it is only by careful and constant 
revision that a survey of this kind can be counted 
as valuable. This has been accomplished very well 
in this latest edition, and it constitutes а valuable 
guide to the treatment of all the usual diseases and 
situations, and also many of the less common and 
more complicated illnesses. The reader will find 
alternative opinions on treatment of the same condi- 
tion which will make it of real interest to choose 
the plan most suited to his particular problem. 
Books of this type have, of course, been attempted 
previously, but Dr. Conn's immense effort has been 
rewarded, one can say, by success. x 
Trevor Owen, M. D. 
University of Toronto, 


Dre Ехекотюм ves Tyrus, By Prof. Dr. W. Wag- 
ner. (Stuttgart: George Thieme Verlag, 1952.) 


This work ventures sofne opinions on cultural 
psychopathology, i.e., the psychological illnesses that 
affect the mob, the crowd, and at times ап entire 
nation. Essentially, however, it is an apologetic ex- 
position to account for the Nazism of the Germans, 
and for their irrational, mad cruelties. As such it 
is a brave attempt which sadly fails in its aim. 
The author unwittingly obfuscates and confuses the 
theories advanced by such as Oswald Spengler and 
Wilhelm Diethey, on the decline of civilizations, 
with the dynamics of crowd madness. 

Dr. Wagner postulates that the entire world, and 
not Germany alone, is sick, But he expounds his 
thesis only within the framework of German history 
and experience, The pathological symptoms he de- 
scribes are particular to the Germans and not to the 
English, the Frefith, or the Americans. Thus one 
of the evils the author dwells on. is the disparage- 
ment of the individual and the unique, and the deifi- 
cation of the prototype. The common denominator, 
the cliche, the reified group, have taken the place 
of the individual and the singular. Judgments are 
therefore never differential, conditional, or partial 
but always total. Entire groups, treated as a homo- 
geneous unit, are judged, praised or condemned, en 
masse. Events are not analyzed discretely but are 
charged to the operations of total agents, such as 
the English, the Catholics, the youth of the nation, 
etc. This practice encourages search for the guilty, 
and facilitates the finding of a scapegoat. 

Why these evils P—accordirg to the author, be- 
cause group pressure deprives the individual of his 
individuality. He cannot prevail against the col- 
lective mass. “One is a-party man, a Bavarian, а 
class-conscious proletarian, a government employee 
or a Soviet man, a German, a vegetarian, a non- 
smoker or a Fascist, but otherwise’ one is nothing. 2 
And this Ras come about largely because of the 
generalizations fostered by müdern science. These 
generalizations, these common denominators in 
knowiedge, afford every man a ready opinion on 
arything and everything, bit they also weaken his 
competence to judge, to form Ais own Opinion. He 
is then readily swayed by others, ; 

One of the most suggestive chapters in this pro- 


vocative book deals with the alleged predominance 
of vision over the other senses in orienting and in 
bringing the individual into contact with his world. 
In the sense of the old proverb, “Seeing is believing” 
—even against the protest of the other senses. The 
predominance of vision has weakened and corrupted 
man’s contact with his immediacy, and has distorted 
his judgment. The author urges that to regain our 
orientation we should compound our senses— "unsere 
fünf Sinne wieder zusanumennehmen." In a similar 
exhortative vein the author urges that knowledge 
alone will not suffice to heal this ailing world. To 
free one's self from the overwhelming power of cir- 
cumstances and relations (Übermacht der Verhült- 
nisse) each must collect himself, and in his own way 
prove true to himself. . o 

As an apologetic for the Nazism of the Germans, 
an.intent not openly professed but one patent in the 
text, this work is naive and a total failure. It is 
naive in a childish*way to portray the hypothetial 
growth of prejudice against and the ultimate ex- 
termiration of gypsies (Zigeuner) when there is the 
bloody reality of the liquidation of ro million Jews, 
Poles, and Russians, to be accounted for. Nor is it 
at all convincing to lump; Germany with all other 
nations, and to proclaim the whole world sick of one 
Sickness. 

Yet from this it must not be construed that the 
author is a pleader for the Nazis or that he intends 
to excuse and to explain away the crimes of his na- 
tion. On the contrary, he is very much in earnest 
and humble in the sight of the calamity that befell 
the Germans and the world entire. The trouble is 
that his thesis is misdirected and his arguments 
beside the point. What he treats are the faults, the 
unwisdoms of our culture, not its madnesses. He has 
missed the crucial point—that of "brain washing," 
a something to which his unfortunate people appear 
to have a great liability, if not a definite predilection. 
It is too bad the author did not include in his Liter- 
aturauswahl George Orwell’s Animal Farm and 
1984. 

rm. Taco GALDSTON, 
New York City. 
^ б 
Parent AND Cup. By Prof. James Н. S. Bos- 
sard. (Philadelphia: University of Pennsyl- 
vania, 1953. Price: $5.00.) 


This admirable book by Professor Bossard is con- 
cerned primarily with the effects upon child devel- 
opment of parent-child-sibling interrelationships and 
other features of family living. To this analytic 
study of specific case material the author brings his 
wealth of sociological training, experience and in- 
sight, and his recognition of the family, within our 
western culture, as a changing sociological group 
havihg unique but individually varying characteris- 
tics. In an introductory chapter he places the study 
of human behavior in a larger context. After calling 
attention to major difficulties (paradoxical contrasts 
ih huntan nature and man’s tendency to rationalize 
behavior) and impediments to understanding (short- 
cut explanations and preoccupation with method- 
ology), he summarizes under “proprieties in the 
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study of behavior” a series of basic methodological 
relationships: unborn characteristics and learning 
in relation to the development of individual and 
social behavior, the contribution of experimental 
psychology to understanding of the learning process, 
importance of emphasis upon the minutiae of life, 
life-history documents as source material, and the 
need for objective study of social situations. 

The volume exemplifies the author’s contention 
“that social situations can be relatively isolated, de- 
scribed, classified and evaluated in an orderly, in- 
ductive procedure.” Successive chapters deal with 
the effects of many facets of family life upon the 
child’s social development. Early chapters are 
concerned with more general characteristics, the 
interactive family unit with its various members and 
related kinship groups as a background for child 
development, distinctive features of the "small fam- 
ily” and “large family" systems and the importance 
of space as a determinant of the number and nature 
of interpersonal relationships. Later chapters dis- 
cuss effects of a sequence of parents, of interclass 
marriages, overage parents, parental occupation, and 
presence of domestic animals. „ 

Two chapters considersthe transition from family 
living to later social independence, traced from early 
childhood visiting through such formal recognition 
of adulthood as the social debut. A final brief chap- 
ter gives a critical summary of current sociological 
theory regarding the role of the family, and, in con- 
clusion, suggests the concept of “the point of high- 
est returns” (in contrast to the law of diminishing 
returns) as a basis for determining relative values 
in studies of sociological questions. This criterion 
can be adapted for work with diverse cultural 
groups, and is applicable also to investigation of 
specific problems such as the most desirable ages for 
parenthood and the relative importance of differ- 
ences between mates in religious or educational 
background. 

Of special value for those who are seriously in- 
terested in the problems discussed in this volume is 
the documentation in edch ehapter of the more im- 
portant aspects of its thesis. Caréfully chosen and 
effectively presented excerpts from case history 
material, summaries of sociological researches under 
the auspices of the William T. Carter Foundation 
of the University of Pennsylvania, data from the 
United States Census showing the relative numeri- 
cal importance of various household groups, ac- 
counts by university students of early experiences, 
and material secured through nondirected inter- 
views, illuminate and supplement the text subject. 
The author index and a brief summary at the end 
of each chapter are aids to ready reference. — 

This volume will be of interest to professional 
workers concerned with children’s sdcial develop- 
ment or with evaluation of case history materials. 
For those engaged in the fields of child psychiatry, 
child guidance, social work, and family counselling, 


especially, it will point up important problems and 


furnish useful reference material. 
НАўвү С. Storrs, M... 
Letchworth Village, 
7, Thiells, N. Y. 


Dm NACHKOMMEN GEISTESKRANKER EHEPAARE. Der 
Einfluss endogener Elternpsychosen auf die 
Psychosen, Charaktere und Lebensschicksale 
Ihrer Kinder. (The Descendants of Psychotic 
Parents. The Influence of Endogenous Pa- 
rental Psychoses on the Psychoses, Character 
and Life Destiny of Their Children.) By Gun- 
ter Elsasser. (Stuttgart: Georg Thieme, 1952.) 


This is an extremely interesting attempt at an ex- 
amination of endogenously psychotic parents and 
their descendants. The examination of the cases, 
which are described clearly and at great length, is 
a clinica] nosological one and an examination from 
a biological-hereditary point of view. It is typically 
German and brings a lot of interesting material. 

Elsasser uses not only his own cases but also the 
already published ones from the material of Eugen 
Kahn and B. Schulz. Altogether he has 134 couples 
of psychotic parents, 34 of them real schizophrenics 
and 20 manic-depressives; in 19 others the par- 
ent had a schizophrenic and a manic-depressive 
partner. Of the rest of 61 couples were one or more 
seldom two atypical psychotic partners. 

The interesting result was that the psychotic 
children of schizophrenic parentage had exclusively 
schizophrenic psychoses. As to the manic-depressive 
psychoses the meaning of the result is somewhat 
more difficult, This has an explanation in the fact 
that both of the psychotic parents seldom showed a 
pure, classical disease unit. In spite of this the 
majority of the children of manic-depressive parents 
also had manic-depressive psychoses. 

Parents with one schizophrenic and one manic 
depressive partner have about as many schizophrenic 
as manic-depressive children, 

As to the frequency of real psychoses in children 
only 39624096 of the children аге really psychotic. 
7 Of 268 psychoses of the parents, 77 had to be 
called atypical, endogenous psychoses. Elsasser 
differentiates 6 different groups of these atypical 
psychoses. He shows in this very precise paper that 


. the endogenous psychoses of parents and children 


are the same as to symptoms or course or ter- 
mination. 


.* The author includes a chapter on psychoses of 


identical twins, showing that although the psychoses 
in each may have a different symptomatology, the 
so called disease units are the same in both. 

The nonpsychotic children of all combinations of 
endogenously psychotic parents are between, 55% 
and 85% completely normal as to temperament in 
the sense of Kretschmer or as to outstanding charac- 
teristic patterns. 

ElsasPer's book, which has in this country only 
the work of F. Kallmann as comparisge, ends his 
interesting study with some chapters on body-build 
problems; on the question of choice of partner ; and 
some sociological experiences in his examinations. 
This book must be redd by all interested in goed 


"clinical psychiatry ard, in problems of heredity. 


Wurm Mayer, M. D., 


^ New York City. 
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Music Tuerary. Edited by Edward Podolsky. 
(New York: Philosophical Library, 1952. 
Price: $6.00.) 


After having perused a number of books and 
pamphlets dealing with “music therapy,” this re- 
viewer finds that there are two types among them: 
those that start with the story of how David cured 
King Saul from his depression by playing the harp, 
and those that do not. The current book belongs to 
the first category. The frequent reference to the 
biblical story is supposed to illustrate the ancient 
origin of “music therapy.” 

The editor of the current volume in his own con- 
tribution lists a few popular ideas about the value 
of music for mental health, indulging freely in com- 
monplace statements and unwarranted generaliza- 
tions, such as the following: “Physicians through- 
out the world are beginning to realize that music 
is of definite value in keeping the mind healthy. 

.-” or, “It has found that music lessens the fury 
of the most violent cases. . . .” 

Then follow about 30 articles of unequal) value, 
lined up without critical evaluation. Some of the 
contributions contain definite scientific material. 
Among them we may mention the articles by Alt- 
shuler, Reese, Grunewald, Pepinsky, and others. 
On the other hand, we also find articles ranking 
below scientific level, such as, that by Lawrence 
Walters, music therapist, entitled “How Music Pro- 
duces its Effects on the Brain and Mind.” The 
title fills the reader with high expectations; now, at 
last, he will be able to see the mystery uncovered 
as to how music is transformed into brain function 
and how a morbid mental reaction may turn into a 
wholesome one. But alas, he learns instead that: 
“Music very defaitely [!] produces measurable 
effects on the brain and mind. It is quite logical 
111 that when measurable results are produced on 
the brain, the mind is also in some way [1] in- 
fluenced . . .” Walters then theorizes that “The Id, 
otherwise oblivious to the world [!], heeds music. 
The Ego, which is threatened by reality [1] does 
not remain immune totally for in the realm of music 
there аге no sharp conflicts, and thus music is ac- 
ceptable to the Ego. The Superego, t20, is acces- 
me 2 unb. ci is concerned because, unlike 

е sphere ight and speech, musi 
feeling of quilt, as music creates no 

Podolsky's collection contains a large quanti 
trivialities of this type, interspersed with о 
of genuine scientific labor. We find a particularly 
high number of psychiatrically contestable state- 
ments in chapters in which the impression is made 
that we can now use music in form of a doctor's 
prescription in a variety of nervous and mental con- 
ditions. Тһе headings of these chapters are: “Music 
Therapy in.Depression," “Music Therapy for Emo- 
tional Disturbances,” “MusicTherapy in Acute 
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Grief,’ “A Musical Program for Emotional High 
Blood Pressure,” and the like. Most of these articles 
are, significantly, written by nonphysicians. 

When psychiatrists, like Altshuler, state that “їп 
the future the musician is destined to play a very 
important role in the care and treatment of nervous 
and mental diseases as well as in mental hygiene," 
we can concur with this view only under one condi- 
tion: that those whose responsibility it is to care 
for and treat nervous and mental disease give up all 
empty rhapsodizing on the theme of “music therapy" 
and cease encouraging musicians to enter a thera- 
peutic field for which they have not as yet created a 
workable basis; but that, instead, they buckle down 
{о {һе task of conducting assiduous laboratory ex- 
periments so that such a basis, may, one day, be 


established. It is good to -know that in scientific * 


laboratories and therapeutic institutions of the world 
promising work in this respect is going on right 
now. б a 
This reviewer has repeatedly emphasized that the 
term rhusic therapy must be properly defined to 
serve as a specific symbol of communication among 
scientists. Music can be used in therapy, just as 
painting, basket-weaving, or ball-playing are used; 
it can be applied with particular success in its occu- 
pational, recreational, and inspirational aspects. It 
is unfortunate that many of the studies on music 
therapy conducted so far have been done by uncrit- 
ical workers. This is the reason why, despite its 
ancient origin, music therapy as an independent cur- 
ative approach has remained undeveloped. The 
findings of uncritical observers are being reiterated, 
reprinted, and used as evidence by uncritical writers. 
Thus the myth of music therapy is kept alive. 

It is time that the Saul-and-David literature be 
disceatinued. When serious students of music and 
of the mind will find the answer to the baffling ques- 
tion as to how music really affects the human mind, 
then—and only then—we shall begin to speak of 
therapeutic applications of music. Meanwhile, this 
reviewer cannot but repeat what he has stated on 
another occasion: “Tho task of the psychiatrists 


should be (a) to discourage wasteful dilletantism; . 


(b) to coordinate the efforts of bona fide scientists 
which may, one day, iead to the development of a 
special form of psychotherapy using music as its 
tool; and (c) to subordinate within the therapeutic 
planning the musician’s activity to that of the psy- 
chiatrist. Until then—we will require from the 
Professional groups as well as from the public a 
great deal of patience with the slow progress of 
music research, The world has always had plenty 
of time to wait for a great scientific contribution; it 

is with trifles that it is impatient.” 
From this point of view, Podolsky’s book is— 
premature. _ 

S : Eni А. Сотнкп„ M. D., 

New York City 
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A title in the form of a leading question 
is commonly used to provoke thought and 
to dispel complacency. We frankly confess 
to this purpose, our intention being to рге- 
sent a factüal report and personal commen- 
tary on psychotherapy—a, form of healing 
.which in our tintes has changed the face of 
medicine. This change.has taken the shape 
of а spectacular boom in psychiatry—a phe- 
nomenon which is primarily a reflection of 
the public acceptance of the effectiveness of 
psychotherapy. Our shogk and other physio- 
logical therapies and our progressively more 

‚ efficient and humanitarian hospital practices 
have spread our influence, to be sure, but no 
one who observes even casually the public 
temper would deny that everyday usage of 
the term “psychiatry” is almost synonymous 
with “psychotherapy.” We ourselves as spe- 
cialists are inclined to soft pedal our physio- 
logical therapies, and even to become apolo- 
getic about them. Indeed, most of us feel 
that psychiatry's main claim to distinction as 
a specialty rests on а system of psychotherapy 
based on a sound theoretical framework cus- 
tomarily called psychodynamics. 

To get back to our title, which raised the 
question as to whether our fellow physicians 
are clear about psychotlterapy, this audience 
has doubtless already surmised our answer. 
It is, in general, “no.” «That we aré fre- 
quently misunderstood and even maligned by 
our medical colleagues, sometimes fairly and 

: sometimes ‘unfairly, is a truism which the 
expetience of the members of this audience 
will ‘surely corroborate. Our own experi- 
ence—we have not made a formal poll of 
medical opinion—indicates that a great many 
physicians are muddled in important respects 
about the methods, goals, and éffectivehess 


1 Read in the Section on Private Practice at the 

_ loth annual meeting of the American Psychiatric 
Association St. Louis, Mo., May 3-7, 1954- 
2 The Langley Porter Clinic, Department of Men* 

tal Hygiene, State of California, and tie Dni-, 
versity of California School of Medicine: Psy- 
chiatry, San Francisco, Califorstia. f 


of psychotherapy. We will go further and 

suggest that this muddle is in considerable 

part a reflection of our own muddled state. 

Evidence for this is plentiful in the volumi- 

nous prpfessional literature which is pouring 
- from our busy brains. 

That all of us in medicine, psychiatrist and 
nonpsychiatrist alike, should be confused in 
our views and expectations of psychotherapy 
appears to us to be inevitable, because of the 
nature of the times and of ourselves as physi- 
cians (with respect to our training) and the 
nature of the human mind which is the ob- 
ject of our study and practice. Happily, this 
situation is not without remedy. There ap- 
pears to be an inherent self-correctiveness 
in major movements, whether they be scien- 
tific, artistic, or social—a sort of natural 
“feed-back” propensity. The signs of the 
times indicate that this tendency toward self- 
correctiveness has already begun to appear 
in psychiatry. This paper is itself a reflection 
of such a trend, and other examples are not 
hard to find. T 

In the first place, there is an increasing 
interest in quantification, always a sign ofa 
developing critical, or, you might say, scien- 
tific attitude. Science, broadly speaking, re- 
quires the invention, testing, and confirma- 

‚ tion or rejection of hypotheses to fit the data, 
and the possibility of making accurate pre- 
dictions on the basis of these hypotheses. 
" Psychiatric efforts in this direction include 
studies, many of thém on a major scale, now 
in thé early stages, designed to test the effec- 
tiveness of variou$ psychotherapeutic meth- 
ods. In addition to these studies, there are 
increasing references én psychiatric litera- 
ture to epidemiology, a quantitative medical 
science which,is concerned with disease in 
the mass and the factors which 4 lay upon 
the mass to prod&ce the disease фол ye 
The conference held in 1949 by the Milbank 
Fund on “The Epidemiology of Mental 
. Disease" is a landmark of great significance 
in this development, and there are many 
other instances of a gmowing interest in the 

"xk до. E 
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use of epidemiological methods to help us 
elucidate our perplexing scientific problems. 

Most encouraging of all, attempts at criti- 
cal evaluation in the form of reflective essays 
and editorial comments have come from 
within our own ranks—a most important 
sign that through the operation of our “feed- 
back” mechanism, we are acquiring a new 
and more appropriate perspective as a medi- 
cal discipline. Critical comments on what 
have been called our expansionist or global 
tendency—a tendency which suggests a belief 


that we have already developed the technical ` 


wherewithal to make definitive contributions 
toward anything from preventing sin to pre- 
serving international peace—have come from 
our own country and from Great Britain, 
and undoubtedly similar opinions have been 
expressed in other countries. 1 

Out of these and similar attempts at criti- 
cal evaluation and self-criticism we can hope 
for a continuing clarification of those prob- 
lems of psychiatric theory and practice which 
contribute significantly to the present state 
of confusion among doctors of all kinds, 
psychiatric specialists included, about the 
true status of psychotherapy. 


» 


MEDICAL EDUCATION 


D 

By far the largest part of the prevalent 
dissatisfaction with and misunderstanding of 
psychiatry is concerned with psychotherapy. 
The specific physiological therapies which 
we use in such disorders as schizophrenia, 
involutional depressions, cerebrospinal syphi- 
lis, etc., produce only a minimum amount of 
friction with our colleagues in other special- 


ties, even though, as in medicine generally, ' 


these therapies may nos be invariably suc- 
cessful. We are aware that nonpsychietrists 
are wont to explain their-reservations about 
psychotherapy by charging (1) that many 
psychodynamic concepts and formulations 
are of an esoteric nature; (2) that psycho- 
therapists too often remain aloof and isolated 
from other types of physician’, and (3) that 
we take «Wo long and charge too much to 
accomplish our purpose. There is, to be sure, 
a certain validity to these explanations, but 
we have become convinced that the factors 
actually determining medical attitudes toward 


psychotherapy and psychotherapists are more 


› 
3 
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fundamental than the usual explanations 
would indicate. , 

To understand these fundamental factors, 
it will be useful to glance briefly at the pres- 
ent status of medical education. There are 
clearly three dimensions to the influence 
brought to bear upon medical students, The 
power and prestige of each of the dimensions 
is reflected in the number of hours devoted 
to them in the medical curriculum. These 
dimensions are: (1) the physico-chemical- 
biological approach, (2) the psychological 
approach, and (3) the social approach to 
normal and abnormal functioning. The first 
of these, the physico-chemical-biological ap- 
proach, is the most powerful, having long 
been the distinguishing characteristic of 
scientific medicine. 

Professor Dana Atchley(3) in his recent 
Saturday Review article, "The Healer and 
the Scientist,” pointed out that the great 
tendency in American medicine has been to 
bring experimental thinking and methods 
(physico-chemical-biological) into the clini- 
cal years. A reflection of this is the rapid 
growth of full-time medicine, which actually 
means that more clinical teachers than ever 
are spending all of their professional time 
in the medical school on a program which 
consists of teaching plus investigation of 
fundamental medicine problems, pure or 
applied. 

The second dimension, fortunately for 
millions of sick and suffering human beings, 
has grown considerably, especially since the 
end of the recent war. It consists in the 
study of psychological factors in disease. 
Instruction consists in (т) the presentation 
of a system of psychodynamics—sometimes 
several systems, depending upon the diversity 
of points of view among members of the 
psychiatric department, and (2) the study 
of the clinical characteristics of the major 
categories of psychiatric disorder, The psy- 
chological dimension of medical education is 
relatively small, as judged by the number of 
hours devoted to it, in comparison with the 
physico-chemical-biological, and for reasons 
too obvious to require discussion, will prob- 
ably always remain so. 

Tt is not surprising that the medical gradu- 
ate оѓ today is a better all around practical 
scientist than was his counterpart in past 
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years. His training has provided him with 
the intellectual and technical tools to deal 
with human disease in the precise concepts 
and language of chemistry, physics and biol- 
ogy ; his awareness of the power, often cru- 
cial, of emotional forces in illness is more 
acute and formal than before; he is more 
inclined to recognize his responsibilities to 
society at large and to adapt his activities to 
encompass such things as group practice, 
pre-pay plans, and other economic develop- 
ments evolved by circumstances in our 
present world. viy » 

Reinforcing ОЁ perhaps reinforced by this 
medical training is another influence of great 
importance in the molding of the modern 
physician, This is the fact that he is, to begin 
with, a human being who lives in what Stain- 
brook has aptly called “the age of the self- 
conscious man,” that is, the present age of 
science which includes in its domain the for- 
mal study of man himself, not only his physi- 
cal being, but also his personality. 


MEDICAL BELIEFS ABOUT PSYCHOTHERAPY 


This combination—the scientific temper 
of the times, with its assumption that all 
natural phenomena (including mind) are 
susceptible of scientific explanation, plus a 
rigorous indoctrination in the application 
of scientific method to the study of the 
human organism, plus an awareness of the 
tremendous power and importance of emo- 
tions and ideas in human life—makes it in- 
evitable that the doctor«of today takes it for 


granted that a science of mind or personality . 


that can fulfill the theoretical’ and empirical 
requirements of science is not only possible, 
but indeed already exists. P 

Tt is also inevitable that when these doc- 
tors are called upon in practice to make use 
of and to evaluate this science of mind, as it 
is presented by those mediçal men who аге 
its specialists, they judge it according to 
those scientific criteria that apply to the ex- 
planation and treatment of the yast number 
of medical surgical disorders. Physicians 
quite naturally make use of the logic of 
science and their own experience with scien- 
tific method as a clinica? approach {о thẹ 


problems of medical practice. This expecta- . 


tion that the clinical data of psychiatry" carr 
be treated in a manner comparable to that 
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used in handling the data of physics, chemis- 
try, biology, etc., is fostered by us psychia- 
trists. In our eagerness to live up to our 
own requirements as scientifically trained 
physicians and to the demands of the world 
for a scientific understanding of the mysteries 
of the human mind, with its propensity to 
sicken and its equal resistance to destruction, 
we have been tempted to believe that our 
clinical knowledge of the nature and func- 
tioning of the mind was keeping pace with 
developments in the physics and chemistry 


- of the physical organism, that our knowl- 


edge of psychodynamics was in fact rapidly 
cumulative. 

It is no wonder that the physicians of 
other specialties tend to believe that: (1) 
we know or are on the verge of knowing 
the etiology of mental disorders (those often 
referred to as the functional neuroses and 
psychoses) ; (2) that many cases are “cur- 
able"—in the sense that diphtheria is curable, 
for example; (3) that psychiatry has de- 
veloped a fund of well-organized subject 
matter which if mastered by the psycho- 
therapist and used by him in a highly tech- 
nical manner will result in certain predictable 
changes in at least some of his patients, and 
that he wjll be able to say with some pre- 
cision how these changes were brought about, 
or if not, why not; (4) that certain of the 
psychotherapeutic methods are more thor- 
ough, “deeper,” more effective than others. 

Now, much as the authors, as psychiatrists, 
would like to agree with these assumptions 
and many related ones which might’be cited 
if time allowed, the facts do not permit us 
to do so. "We do have the firmest kind of 


.conviction that psychotherapy carried on 


under the aegis of medicine provides for 
medicine and mankind a type of help which 
is of the Grst order of importance. Psycho- 
therapy is a fact of nature which was un- 
doubtedly recognized by Adam and Eve. 
Alone in the Garden, they must have been 
their own therapists. But while admitting 
the importance and efficacy of psychotherapy 
in its many formg, we cannot enfpnasize too 
strongly the necessity for being as rigoróus 
as possible when we make scientific judg- 
ments about the methods, goals, and eff€c- 
tiveness of psychotherapy. It is easy for us 
to be carried away ky our naturdl desire 


° * 
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(born of our medical training and the expec- 
tations of the modern world) to feel that 
our work is based upon a growing body of 
precise knowledge, and even to claim, per- 
haps, that we are having some difficulty in 
keeping abreast of its rapid advances. 

Thus psychiatrists have spoken glibly of 
"discoveries" and “new insights" in the 
course of psychodynamic investigations and 
subsequent formulations. Truth to tell, these 
"discoveries" if accurate at all have in most 
cases been restatements in modern idjom of 
truths about the human mind which have 
been known to the wise men throughout the 
ages, including, of course, many psychiatrists 
in our own age. How disconcerting, and yet 
inspiring, to browse in the literary, philo- 
sophical, and religious classics and to find 
equivalents for most of our terminology and 
the ways in which we use it to "understand" 
and "explain" man, 


Some Sources or CONFUSION 
PSYCHODYNAMICS 


We have already stated our belief that the 
muddle which exists about psychotherapy 
among nonpsychiatrists must perforce be re- 
lated to our own pressing intellectual and 
emotional problems as psychiatrists, Even 
though we are uncertain and unagreed, we 
give an impression of being certain’ about 
our basic tenets—a condition which must 
surely be born of an impelling desire to be 
on the same scientific map with coordinate 
branches of medical therapy. 

Our most pressing problems, those bearing 
on the scientific nature of psychotherapy, are 
also the most important sources ‘of confusion 
to the nonpsychiatrist, »Among the most 
crucial of these, and certainly the moss in- 
teresting, are those falling under the broad 
headings of psychodynamics, and long vs. 
Short therapy, and, related to the latter, the 
question of goals of Psychotherapy (cure vs. 
meliorism). 

We uige everyone to read The Psychia- 
trist, His Training and Degelopment( 1), to 
dispel any doubts about the urgency of the 
problems of psychodynamics. The volume, 
Prepared under the editorship of several of 
our distinguished colleagues, illustrates the 
Present status of American thinking about 
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psychiatry generally, and most especially 
about psychotherapy. 

This is a valiant attempt to formulate a 

scientific basis—a psychodynamics—for our 
psychotherapy, but it appears to us to be 
only partially successful. It is not surprising 
that the wording of the report on psycho- 
dynamics is at times almost tortured, so great 
are the differences among the essentially ir- 
reconcilable opinions it must compose. A 
clear indication of the highly subjective na- 
ture of the opinions of the contributors to 
this discussion, contributors who represent 
some of our most falented апа serious psy- 
chiatric thinkers, is the statement which ap- 
pears on page 19: 
In formulating psychodynamics, individuals tend to 
select sheir postulates with strong feelings of con- 
viction, in accordance with private feelings or group 
allegiances rather than public knowledge. 


We submit—if psychiatric scholars and prac- 
titioners of distinguished experience find it 
necessary to describe their methods of ar- 
riving at psychodynamic formulations as 
being mainly subjective, we ought not to be 
surprised at the bewilderment of our science- 
minded colleagues in the more concrete fields 
of medicine. 


LONG-TERM VS, SHORT-TERM PSYCHOTHERAPY 


The controversy over long vs. short ther- 
apy is also baffling to the nonpsychiatrist, 
and he is only temporarily convinced by such 
forced and artificial analogies as: long psy- 


chotherapy is “deeper,” “gets at causes,” is. 


a kind of “surgery” of mental disorder; 
short psychotherapy is more “superficial,” 


` deals with symptoms rather than with causes, 


is essentially a palliative treatment of what, 
if time, expense, and suitably trained psy- 
chiatric manpower were no question, would 
call for long psychotherapy. 

Psychiatrists, too; are often unconvinced 
by such debates, In the first place, a true or 
false, approach to the question is a futile 
waste of time. In.the studies which have 
been made thus far, comparing the effective- 
ness of different psychotherapeutic methods, 
no differences have been uncovered. 

This is in part due to the tremendous dif- 
ficuliy Which everyone encounters in setting 
up objective criteria of improvement. Sharp 
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therapeutic end-points in our field are few 
and far between, with the exception of the 
reversal in severe mood disturbance and 
marked disturbance in social behavior as in 
schizophrenia, certain psychopathic states, 
etc. 

The percentage of improvement in the 
treatment of the psychoneuroses in 11 dif- 
ferent studies published since 1934 shows a 
range from 55 to 87% of the patients treated 
(with an average of 67%) improved. Re- 
sults їп psychotherapy with the schizo- 
phrenias are very similar—a range of from 
25% to 50%, regardless of the methods used. 

Studies of this kind are and will continue 
to be critically influential., In our judgment, 
selection of cases for study and criteria for 
improvement can be made much more readily 
than has been thoughtepossible, provided we 
focus on rigorous description of symptoma- 
tology and signs antl the more demonstrable 
evidences of change or improvement. Rela- 
tively vague concepts such as assumed simi- 
larity of psychodynamics, and criteria such 


‘as “better adjusted" and “happier,” have 


meaning but do not lend themselves easily to 
quantitative evaluation of treatment methods. 

In a provocative discussion of the similar- 
ity of results in psychotherapy by different 
methods and schools of thought, Appel, 
Lhamon, Meyers, and Harvey concluded that 
psychotherapy was a crucial factor in im- 
proved cases, and that the common denomi- 
nator of improvement has nothing to do with 
the psychodynamic formulations and meth- 
ods of the specific psychotherapies studied, 


*. a point of view with which. we readily con- 


cur. Why the 37% fail&d to improve is next 
to impossible to say with accuracy. 


PSYCHOTHERAPEUTIC GOALS 


We have further confused our medical 
colleagues by our discussions of therapeutic 
possibilities in psychotlierapy, where we have 
sometimes suggested an analogy between 
psychiatric disease and the «other disease 
categories with respect to cure 05, melierism. 
Frequent use of the term psychodynamics— 
now virtually а shibboleth—strongly suggests 
that we have a knowledge of cause in, qur 
“functional” * disorders. Being hugan, we. 
are inclined to be overoptimistic, and being, 
moreover, physicians in an-era of science (or 

be 
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hyperscience, as someone in a facetious mood 
recently called it), we are inclined frequently 
to talk in scientific terms where our knowl- 
edge does not permit such satisfying simpli- 
fication. 

Thus, the terms “cause” and "cure" (the 
term “motivation,” though having a different 
meaning from "cause," is often used syn- 
onymously with it, with confusing results) 
appear often in discussions about psycho- 
therapy. When we talk about “deep” psy- 
chotlterapy (usually equated with long psy- 
chotherapy), we imply, if we do not explicitly 
state, that we are dealing with causes. 

Physicians assess favorable therapeutic re- 
sults in terms of complete cure or improve- 
ment, the latter semetimes referred to as 
melioration. Complete cure with disappear- 
ance of signs and symptoms occurs when the 
causative agent is neutralized (rendered in- 
nocuous) and removed. Infectious diseases 
and certain congenital and acquired structural 
defects are examples of such “curable” con- 
ditions. The most important of the "killer" 
diseases—cardio-vascular, endocrine, and 
cancer—usually lend themselves to melio- 
rism—improvement only—but no one ques- 
tions the value of improvement if complete 
cure, that is eradication of the cause, is 
impossible. = 

But in psychiatry we are dealing with 
mialadaptations of that very hard to define 
concept—personality—not with a very read- 
ily definable infectious disease. We have no 
highly specific process or technique to offer 
that can do something about cause or course. 
What we have to offer is ourselves—our- ' 
selves as" "professional friends." As such we 


+ offer aur services in a comparatively unhur- 


ried manner in an atmosphere which encour- 
ages our patients to express their thoughts 
and feetings vastly more freely than in any 
other interpersonal situation in existence. 
Success, as in all fruitful friendships, is 
‘derived primarily from the patient's suscep- 
tibility to the warmth and wisdom, gained 
both from general life experience and from 
professional experignce witlf Medical psy- 
chology, of the therapist, rather than from * 
any specific system of interpretations'of psy- 
chological material which the ‘therapist may 
employ. *Our psychotherapy is to be com- 
pared with education rather than with -зре- 
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cific medical treatment, and of education 
there is no minimum and no limit. The de- 
cision as to how far and how long is essen- 
tially arbitrary and is determined in a highly 
individual way by patient and therapist to- 
gether in each case. We have no set cur- 
riculum, no prescribed hours and much as 
we would like to be in a position to grant 
a symbol of successful completion, we have 
no degrees to offer. 

Most of the confusion among psychiatrists 
and nonpsychiatrists alike comes from our 
tendency to believe that psychotherapy is 
more exact and scientific than it is or can be. 
The solution to many of our problems in 
relation to public and professional under- 
standing of our specialty lies in our own 
hands, We ought not to condemn ourselves 
for failing to fulfill all the requirements of a 
scientific discipline, but should take pride in 
our ability to fulfill one of the most im- 
portant needs of mankind and to fulfill it in 
accordance with high standards of sincerity 
and devotion to the best welfare of our fel- 
lows. Psychotherapy as it is in fact is vitally 
important and necessary to balance the im- 
personal, assembly-line medicine of today. 
Men always have and always will be strug- 
gling with problems of feelings and ideas, 
and as always thejr greatest aid and support 
will come from their fellows—in this day 

„and age, from medically-trained “profes- 
sional friends” as well as from those who 
are closest to them. 


Summary AND CONCLUSIONS 


I. That many nonpsychiatric physicians 
are confused about the methods; goals, and 
effectiveness of psychotherapy is in large part 
a reflection of the muddled state of psychia- 
trists themselves about the nature ard status 
of their specialty. 

2. The most important sources of mis- 
understanding about what psychotherapy is 
and is not are those problems bearing on the 
scientific nature of psychotherapy: psycho- 
dynamics, tetkniques of Psychotherapy and 

" thei?’ effectiveness, and goals of psycho- 
therapy. : 

37 The training of the modern physician 
leads him to believe that a "science of mind" 
exists which in practice can be understood 


and judged in the same way as can the other 
branches of medicine. 

4. This situation—the scientific beliefs and 
expectations of the physician plus the dif- 
ficulty of establishing psychotherapy on tra- 
ditional scientific grounds—results in con- 
fusion among our medical colleagues and 
even among ourselves. 

5..A step in the right direction toward 
eliminating this condition will be for us as 
psychiatrists to be as rigorous as possible in 
making scientific judgments about the meth- 
ods and goals of our specialty. 
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DISCUSSION 


Norman Q. Brit, M.D., Los Angeles, Calif. 
—It is true that psychiatry .is most often equated 
with psychotherapy and that we are less often in- 
clined io boast of cures that result from physiolog- 
ical therapies than of those which result from psy- 
chotherapy. As Drs. Bowman and Rose have said, 
we feel that psychiatry’s main claim to distinction 
rests on our psychodynamic concepts of personality 
development and emotional illnesses and the systems 
of Psychotherapy that have developed out of these 
concepts, 
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It is interesting to speculate on why this is so: 
Are the physiological treatments less highly valued 
just because they are easier to administer, or be- 
cause it has never been adequately demonstrated 
that they are truly physiological; e.g., we call elec- 
troconvulsive treatment physiological, but can we 
really justify such a contention? Certainly, physio- 
logical changes can be observed in patients follow- 
ing E.C.T., but there are also psychological 
changes and at our present level of knowledge, it is 
just as probable that the physiological changés are 
concomitants of psychological change as vice versa. 

Furthermore, most men using physiological ther- 
apies look upon them as symptomatic treatment, 
rather than treatment directed toward removing the 
cause of an emotional illnéss. Often.they expect re- 
currences, especially # the patient has not also had 
psychotherapy. In contrast, those who have had ex- 
tensive experience with psychotherapy have a con- 
viction about the emotional basis of neuroses and 
the functional psychoses. Familiarity with the pa- 
tient’s basic conflicts and Ачы of response makes 
it more feasible to predict how the patient will react. 
When one has seen a homosexual cured with psy- 
choanalysis, and had dn opportunity to observe the 
chronological development of the perversion as an 
attempted solution to conflicting impulses, one feels 
much closer to the truth than when using so-called 
physiological treatments. It is this that may make 


'it seem more worth while. 


This does not mean that physiological treatments 
are unimportant or that they should not be used. 
As long as we have nothing better to offer inagiven 
case, and if they hold some promise of being help- 
ful, we are obliged to use them, to improve them, 
and to continue to try to learn why they work. 

I wonder if it isn't that the public, too, senses the 
basic truth of psychodynamic concepts and that this 
accounts for their demand for psychotherapy—not 
the unwarranted claims which have been made in 
its behalf. . 

One reason our féllow physicians are not clear 
about psychotherapy is that, for the most part, they 


'. haven't been taught enough about it. The social 


sciences and psychology have not been stressed in 


premedical curricula to the same extent that the, 


biological and physical sciences have been stress! 
and as Drs. Bowman and Rose pointed out, psycho- 
logical medicine has never had the emphasis that 
anatomy, physiology, pathology, bacteriology, and 
pharmacology and their clinical application have 
had in the medical school curriculum and later in 
the usual internship. How can our fellow physi- 
cians know what to expect? I am not inclined to 
attribute their confusions to our, own cogfusion. 
Those medical colleagues who have taken the 
trouble to learri something about psychiatry and 
particularly the indications and goals and techniques 
of psychotherapy, instead of being defensively crit- 
ical have been our best supporters. , e — • 
We don't pretend to.have all the answers. To be 
sure, there are some psychiatrists who are*misin- 
formed or unsound, who can be pointed to to justify 
criticisms which are directed ateall of us.'"We must 
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bra ned between confusion and limited knowl- 

I would certainly agree with Drs. Bowman and 
Rose that we must maintain objectivity about our 
methods and goals and results of psychotherapy, 
and that there is need for humility and modesty 
with our limited knowledge. 

I would emphasize the need to define terms, 
which are basic and frequently used, like "mental 
health" and "reality." Do we mean by mental 
health, how a person feels and functions by his own 
standards, or do we refer to his relations with 
society by society's standards? Does mental health 
implan ability to accept reality when an effort to 
change it may involve the possibility of death? Does 
it imply the ability to get along in any culture with- 
out faltering, or does it entail the willingness to 
fight when it might be very unhealthy to do so? 
The time may come when psychiatrists may have to 
answer such questiong for themselves as well as 
their patients, and the chances are that there will be 
differing opinions on what mental health is. 

We have a tendency to equate psychopathology 
and disability. Yet a person may have a great deal 
of psychopathology but be only slightly disabled. 
Furthermore, the degree of disability in a given 
individual varies greatly from time to time in re- 
sponse to external changes and changing moti- 
vations. 

It is true that we have no proof that we have, to 
any extent, decreased the incidence of mental illness 
despite all the psychotherapy that is being practiced 
and all our efforts at prevention. While all psy- 
chiatrists can point to many patients who have been 
helped by psychotherapy—in the absence of any 
truly reliable baseline of overgall incidence of emo- 
tional disorders, we have no way of knowing the 
over-all effect. "We do not like to consider the pos- , 
sibility that, despite all of our efforts directed to- 
ward helping individuals and toward developing 
community programs, the incidence of emotional 
disorders may be increasing. While clear-cut neu- 
roses are less frequent, perhaps because their mean- 
ing has been exposed, there is a strong suggestion . 
that psychosomatic disorders are increasing. This 
in no way implies that we should abandon our treat- 
ment of individuals in private offices or clinics, but 
it does mean that we cannot continue to bank on 
these efforts as the ultimate solution to the problem 
and enjoy the feeling of making real progress, until 
we can ‘prove, in*ways that are more convincing 
fhan at present, that we are making a significant 
contribution to the over-all health of the nation. 

We have no monopoly on understanding people 
and their motivations, and, as physicians, have been 
outclassed in this area by poets and writers and 
philosophers, ` Present-day psychiatry is now at- 
tempting to bring,all such knowledge together into 
a usable composite ошо which a sound system of « 
prevention and treatment can be developed and then 
integrated with the eest of medical knowledge and 
practice. 2 4 

It is trae that different patients react differently 
to the same psychiatrist; that some patients who do 
not do well with one psychiatrist, will improve with 
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another; that the more competent psychiatrist, at 
times, will fail when another, less experienced, will 
succeed.. It also happens that, at times, a patient's 
feeling that he has improved is not shared by the 
referring physician or the patient's family. We are 
learning much more about such things and often are 
able to explain them to each other. The fact that 
families and referring physicians often do not un- 
derstand is to be expected. It is difficult for them 
to conceive of someone wanting to be sick or to be 
taken care of; they do not know the details of the 
patient's inner turmoil that only we are privileged 
to see. 

Dr. Bowman has pointed out the emotional in- 
yestments that our psychiatric colleagues tend to 
have in their particular theories of the psychody- 
namics and techniques of treatment of emotional 
disorders. That this not infrequently leads to per- 
sonal animosities between members of different 
schools of thought is a source of amusement to our 
medical colleagues, This state of affairs leaves us 
open to the accusations that we are adherents of 
philosophies rather than scientific truths. 

Some may think (and feel) that hostility is the 
basis of a patient's difficulty and that the hostility 
is the understandable outcome of not having had 
enough love in early childhood. Others are more 
impressed with the role of sexual repressions and 
trauma in the etiology of personality and emotional 
disorders and are convinced that hostility often 
stems from regressive phenomena defensive in 
nature. Some believe in mobilizing repressed hos- 
tility, others believe it should not only be mobilized 
but analyzed. Some believe it is the therapist’s job 
to be the good mother or father and to satisfy pa- 
tients’ dependent negds; others feel that if lasting 
improvement is to result, the reason behind the per- 
,,Sistence of such needs must be understood rather 
‘than catered to. Some encourage their patients to 

act out their unacceptable impulses instead of sup- 

Pressing them, Others, who perhaps identify less 

with their patients, try to help them understand the 

origin of such impulses. It is just such differences 

, as these that make it difficult for psychiatrists to 

agree on what improvement is, There is no doubt 

that We very much need criteria for quantifying 

illness, more exact classifications of treatment, and 
more long-term studies of their results. 

Psychiatrists vary greatly in their "understanding. 

However, understanding is not always correlated 

with therapeutic effectiveness, "There are "instances 

in which a psychiatrist with a warm, sympathetic 
approach will accomplish much more with a patient 
than one who sets understanding as his goal. How- 
ever, I hasten to add that there are some patients 
who may not only fail to improve with treatment 
that stems just from the heart—but* may actually 
get worse. Ieur present state of knowledge, there 
, are some patients who catinot be helped by, any 
treatment short of that which is geared to the un- 
covering of the unconscious forces that lie behind 
their" illness. Uriderstanding gives a therapist some 
flexibility in his approach and« facilitates the se- 
lection of specific goals of treatment for different 
patients. If a sympathetic approach is adopted, it is 
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for a good reason and not because it is the only 
form of treatment the psychiatrist has to offer. 
This is in the direction of being scientific. 

We get into difficulty when we speak of “a 
cause” of emotional disorders. We have learned 
that they are the result of many forces. We are 
dealing with things more complicated than infec- 
tions, and we should be consoled by the fact that it 
was not too long ago that infectious diseases were 
not understood and their treatment certainly not 
specific. We are just at the threshold of an era of 
psychological medicine, and I most certainly sub- 
scribe to Dr. Bowman's plea for recognizing our 
limitations and ignorance. 


DISCUSSION 


Ковевт Т. Morse, M.D., Washington, D. C. 
—I would like to make a brief comment about the 
authors’ concern with “cure vs, meliorism.” While 
in general I agree with them, I think that psychia- 
trists are unduly sensitivé on this score and I ask, 
does the internist “cure” rheumatic heart disease or 
diabetes? ° 

While a medical student more than 20 years ago, 
І was continually impressed by the frequency with 
which I encountered in a standard textbook of 
medicine in discussing the treatment of a variety of 
illnesses ranging from pneumonia to multiple scle- 
rosis, the phrase, “psychotherapy is also helpful.” 
Today I think the situation is not much changed, 
except that psychotherapy is recommended in an 
even greater variety of medical contexts. As the 
authors have pointed out, considerably more is 
known today about what constitutes psychotherapy 
in the articular technical sense, but it still lacks the 
precision of other medical therapies since its quanti- 
fication is so difficult, 

Throughout my professional experience I have 
been impressed with the wide range of attitudes 
among physicians, not psychiatrists, regarding psy- 
chotherapy as a form of médical treatment—ranging 
from the situation accurately described by Drs. 
Bowman-.and Rose, where it is believed (I hope by 
only a few) to be a cure-all, and the answer to all 
manner of human problems, to that of complete re- 
jection of the concept. This skepticism is demon- 
strated when in earnest conversation the physician 
often reveals the fact that psychotherapy to him is 
just another word for advice, counselling, and sug- 
gestion, and that psychotherapy at the hands of a 
Psychiatrist is believed to be no different intrinsi- 
cally from treatment by the family practitioner who 
advises his depressed patient to “stop worrying, 
take a trip to Florida, and develop new interests.” 

‚ For such a physician, the psychiatrist is simply a 
strange fellow who has the endurance and patience 
to repeat similar advice for long periods, perhaps 
interspersed with some remarks or questions about 
the, patient's early emotional life. It is also, un- 
fortunately, ftom this area, that the psychiatrist 
frequently” gets requests for psychiatric consulta- 
tions. Та discussing the patient with the referring 
physician, it becomes abundantly clear that he has 


1954] 


attempted his own type of “psychotherapy” and has 
been unsuccessful. In exasperation and frustration, 
and frequently with evidence of clear-cut hostility 
for the patient, it becomes apparent that the purpose 
of the referral is not consultation but disposition of 
a troublesome problem. The referring physician 
wants the psychiatrist to relieve him of his medical 
responsibility, and he may actually prefer to hear 
no more about the matter once treatment is 
initiated. 

I do think it is fair to say that this type of re- 
ferral more characteristically comes from the older 
practitioner; the younger man, especially those who 
have graduated in the last 15 years, when they refer 
a patient, axe genuinely interested in giving ‘full 
background information and are eager to hear the 
psychiatrist’s clinical” impression and to receive 
progress reports on the treatment if it is undertaken, 

As indicated by Drs. Bartemeier and Lebenshon, 
the psychiatrist would do well to ascertain in ad- 
vance just what the referring physician expects or 
hopes for as the happy outgome of psychiatric treat- 
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ment, and care must be taken that what the re- 
ferring physician wants is indeed what will best 
serve the patient. 

I agree with all the summary conclusions of Drs, 
Bowman and Rose, except that which reads: “the 
training of the modern physician leads him to be- 
lieve that a ‘science of mind’ exists which in prac- 
tice can be understood and judged in the same way 
as can the other branches of medicine.” 

I do not think this is so; certainly it is not true 
in those medical schools where psychiatry is taught 
fully and adequately, which means that the term 
psychotherapy is understood to mean a specialized 
and r€fined procedure in dealing with psychiatric 
problems and is not to be confused with suggestion, 
advice, and counselling, important as these proce- 
dures are, not only in psychiatry but throughout the 
practice of medicine. 

Drs. Bowman and Rose have vigorously and 
courageously studied &his confused and confusing 
problem, and I am happy and proud to have been 
able to discuss their presentation. 
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THE ACADEMIC LECTURE 


PSYCHOTHERAPY OF SCHIZOPHRENIA : 
FRIEDA FROMM-REICHMANN, M.D., Rockviuue, Mp. 


When I received the invitation to talk to 
you about psychotherapy of schizophrenia, 
I gave a good deal of thought to the question 
of how you might like me to approach the 
topic. Finally, I felt it might be most ap- 
propriate to report the development in the 
understanding and the technique of our 
clinical work since 1948 when I had the 
privilege to talk to you about it at the schizo- 
phrenia symposium during the annual meet- 
ing in Washington. P 

The goal of psychotherapy with schizo- 
phrenics was seen then, as it is now, as 
helping them by a consistent dynamically 
oriented psychotherapeutic exchange to gain 
awareness of the unconscious motivations 
for and curative insight into the genetics and 
dynamics of their disorder. 

As a result of the continued research 
which is inherent in dynamic psychotherapy, 
I have gained some further insight^into the 
dynamics of schizophrenic symptomatology 
from which have evolved some variations in 


‘the details of the treatment. Briefly, they 


are: 

т. The old hypothesis according to which 
the schizophrenic's early experiences of warp 
and rejection were of over-all significance 
for the interpretive understanding and treat- 
ment has been somewhat revised. 

2. The conflict-provoking dependent needs 
Of schizophrenic patients have been seen 
more clearly, , 

3. The devastating inflüence of* schizo- 
phrenic hostility on the patients themselves 
has been understood -more clearly in con- 
nection with their states of autism and 
partial regression (weak ego—autistic- self- 
depreciation), 

4. This has led to a therapeutically helpful 
reformulation of the anxiety of schizophrenic 


1Read at the troth annual meeting of The Ameri- 
can Psychiatric Association, S£. Louis, Mo. May 
3-7, 1954. Тһе three papers that follow are dis- 
cussions of this lecture. * 
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patients as an outcome of the universal hu- 
man conflict between dependency and hos- 
tility which is overwhelmingly magnified in 
Schizophrenia, 

5. The multiple meaning of some schizo- 
phrenic communications end its influence ой 
the psychiatrist's interpretive endeavors has 
been clarified. , 

Before I begin to elaborate these topics, 
I have ‘to ask you to forgive me for lack of 
reference to publications of other workers 
in the field. There'is unfortunately not time 
enough to comment on the published work 
of our colleagues, to indicate what I owe to 
them, and also to develop my own concep- 
tions. So, I felt I ought to decide to do the 
latter. 

T would like to begin by stating that my 
discussion will comprise the treatment of 
hospitalized disturbed psychotics as well as 
that of manifestly less disturbed ambulatory 
patients whom we treat in the same way 
through all phases and all manifestations of 
their illness. This position is not new, but 
it has recently become more controversial 


‘due to opposite techniques which other 


authors have propagated. * 

From a social and behavioral standpoint 
and from the viewpoint of the special care 
which manifestly psychotic patients may need 


‘in order to be protected from harming them- 


selves and others, the difference between 
fhese two types of patients may seem tre- 
mendous. Psychodynamically speaking, I 
see no difference between the symptoma- 
tology of actively psychotic and more con- 
formative schizophrenics. 

Alt schizophrenic patients live in a state 
of partial regression’ to early phases of their 
personal development, the disturbed ones 
more severely regressed than the conforma- 
tive ones. All of them are also living simul- 
tanegusly on the level of their present chron- 
ological age, the conformative ones more 
Obviously so than the severely disturbed 
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ones. Irrespective of the degree of regres- 
sion and disturbance, we try to reach the 
regressed portion of their personalities by 
addressing the adult portion, rudimentary 
as this may appear in some severely dis- 
turbed patients. Also, the general psycho- 
dynamic conception that anxiety plays a 
central role in all mental illnesses and that 
mental symptoms in general may be under- 
stood simultaneously as an expression of and 
as a defense against anxiety and its under- 
lying conflicts holds regardless of the sevet- 
ity of the picture of illness, and regardless 
of its more or less dramatic character. Hence 
we make the exploration of the dynamic 
roots of the schizophrenic's anxieties our 
potential goal through all phases of il]ness. 
Lack of immediate communicative re- 
sponses to treatment in acutely disturbed 
patients is no measfiring rod for their actual 
awareness of and for their inner response to 
our psychotherapeutic approach. This old 
experience has been further corroborated in 


‘more recent dealings with several recovered 


patients. They did refer to various aspects 
of our psychotherapeutic contacts, after their 
emergence, while we were working through 
the dynamics of their problems, or later 
while we were reviewing treatment and 
illness during the recovery period. T 
While symptomatic psychotherapy of acute 
psychotic manifestations may be necessary 
with some patients, for situational reasons; 
many of us consider it not too important to 
be overconcerned with the. duration of the 


`. acutely disturbed states of patients while 


they are under psychothérapy. 

My experience during the last 20 years has:* 
been mainly with schizophrenic patients who 
came to our hospital in a state of severe 
psychotic disturbance, from which the ma- 
jority emerged sooner or later under in- 
tensive dynamic psychotherapy. After their 
emergence, they continued treatment with 
the same psychiatrist through, the years of 
their outwardly more quiet state of illness, 
with the aim of ultimate recovery with in- 
sight. During both phases the patients were 
seen for 4 to 6 regularly scheduled weekly 
interviews lasting one hour or longer.” Some- 
times relapses occurred. Such relapfes*wese 
due to failure in thefapeutic skill and evalua- 
tion of the extent of the pafient’s eridurance 
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for psychotherapy, to unrecognized difü- 
culties in the doctor-patient relationship, or 
to responses to intercurrent events beyond 
the psychiatrist’s control. As a rule, these 
relapses could be handled successfully if the 
psychiatrist himself did not become too 
frightened, too discouraged, or too narcissis- 
tically hurt by their occurrence. 

From the experience with these patients 
we learned about one more reason for ad- 
vocating the same type of psychotherapeutic 
approach through all phases of the illness: 
part of the work which a patient has to ac- 
complish during treatment and at the time 
of his recovery is, in my judgment, to learn 
to accept and to igtegrate the fact that he 
has gone through a psychotic illness, and 
Њаё there is a “continuity,” as one patient 
called it, between the person as he mani- 
fested himself in the psychosis and the one 
he is after his recovery. The discussion of 
the history of patients’ illness and treatment 
after their recovery serves of course the same 
purpose. This is in contrast to the thera- 
peutic attitude of some psychiatrists who 
hold that recovering patients should learn 
to detest and eject their psychotic symp- 
tomatolggy, like a foreign body, from their 
memory. с 

The difficult task of integrating the psy- 
chotio past, which we advocate, will be 
greatly facilitated if it can be done on the 
basis of patient's memory of a psychiatrist 
who has maintained the same type of psycho- 
therapeutic relationship with them through 


the whole course of treatment. Changes in + 


the doctor’s therapeutic approach may easily 
become a mirror of the lack ‘of continuity in 
the patient’s pergonality, and, incidentally, 
may become an inducement for patients to 
dwell ig one or the other phase of their ill- 
ness, depending upon their preference for this 
or the other type of therapeutic relationship. 
- The following experience with a patient 
illustrates the difficulties of integrating the 
expetience of а past psychosis. | S 

This patient emerged {фот а severe Schizophrenic 
disturbance of many years duration, for whicl she 
was finally hospitalized for 2 years at Chestnut 
Lodge and then treated as an ambulatory patient 
or another 2 yeafg. Eventually she became free 
of her psychotic symptomatology except for the 
maintenance of one manifest symptom: she would 
hold on to the habit of pulling the skin off her heels 
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to the point of habitually producing open wounds. 
No attempt at understanding the dynamics of this 
residual symptom clicked, until the patient devel- 
oped one day an acute anxiety state in one of our 
psychotherapeutic interviews in response to my 
commenting on favorable “changes” that had taken 
place in her. After that, the main dynamic signifi- 
cance of the skin-pulling became suddenly clear to 
her and to me. “I am still surprised and sometimes 
a little anxious about the change which I have 
undergone,” she saig, “and about finding and main- 
taining the continuity and the identity between the 
girl who used to be so frightfully mixed up that 
she had to stay locked up on the disturbed ward of 
Chestnut Lodge, and the popular and academically 
successful college-girl of today.” The skin-pulling 
as a symptom similar to another self-mutilating 
act of burning herself, which she repeatedly com- 
mitted while acutely ill, helped her to maintain her 
continuity. It made it possible to be ill and well 
at the same time, because it was only she who knew 
about the symptom which could be hidden from 
everybody else with whom she came in contact as 
a healthy person. After this discovery, the symp- 
tom eventually disappeared. 


Incidentally, important as the understand- 
ing of this one dynamic aspect of the pa- 
tient’s symptom was for therapeutic reasons, 
this does not mean that it constituted its 
only significance. 

It was stated that mental symptoms in 
general can be understood as a means of 
expressing and of, warding off anxiety and 
the central conflicts which are at the root of 

» this anxiety, and that the exploration cf this 
anxiety is most important in psychotherapy 
with schizophrenics. If this is true, we have 
to ask for a specific psychodynamic formula- 
tion of the causal interrelatedness between 

» schizophrenic symptomatology and the con- 

flicts underlying the anxiety in schizophrenic 
patients. A correct workable conception of 
the psychodynamic correlation between anx- 
iety and schizophrenic symptom-formation 

is a prerequisite for the development of a 

valid method of dynamic psychotherapy with 
schizophrenic patients. 

We know the historically determined 
deadly fear of schizophrenics of being neg- 
lected, rejected, or abandoned, and theit in- 
ability to asE»for the acceptance and attention 
they>want. Consequently, most psychiatrists 
who did psychotherapy with schizophrenics 
in the early days suggested treating them 
with utter caution, as I did, or with unending 
maternal ‘love, permissiveness, and under- 
standing as did Schwing and more recently 


Sechehaye. While doing so, psychiatrists 
faced another dynamically significant prob- 
lem of the schizophrenic, the unconscious 
struggle between his intense dependent needs 
and his recoil from them. These we learned 
to understand genetically аз the correlate to 
the patients’ experience of neglect by the 
“bad mother” at a time when her attention 
was ‘indispensable for the infant’s and the 
child’s survival, 

We also know about the resentment, anger, 
hostility, fury, or violence, with,which the 
infant and child, the “bad me” as Sullivan 
called it, and later the:schizophrenic patient, 
responds to the early damaging influences 
of the “bad mother,” as he experienced her. 

In ogder to understand the devastating 
significance of this hostility for schizophrenic 
patients, we have to realize the following 
developmental facts of their lives. As we 
first learned from Freud and Bleuler, schizo- 
phrenics are people who responded to the 
early misery of their interpersonal contacts 
not only with anger and hostility, but also 
with a partial regression into an early state 
of ego-development and of autistic self-con- 
cern and self-preoccupation. This early 
traumatization and the partial regression 
make for a weak organization of the schizo- 
phrenic’s ego. Consequently, he feels more 
threatened than other people by all strong 
emotional experiences, and above all, by the 
realization of his own hostile impulses. 

Another reason for the specific hardship 
which schizophrenic hostility creates for the 
patients is that their autistic self-preoccupa- 
tion makes for their being painfully con- 
cerned with their own “Фай me," with their 
own hostility and fury, or their fantasies of 
violence and destruction against themselves 
and others, 

Besides, their grandiose concept of power 
in these states of regression to an early state 
of interpersonal development makes for their 
Preoccupation with themselves as more or 
less dangerous people. 

Where other types of patients are mainly 
concerned with the fear of disapproval, of 
the withdrawal of love which they may elicit 
in'óthef people by their hostile impulses or 
other’ ertianations of their “bad me,” schizo- 
phrenic patients are mòre concerned with 
their own status'as dangerously hostile peo- 
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ple, with the damage which may be done to 
others who associate with them, and with 
their impulses of punitive self-mutilation. 
Yet, neither the fearful and grandiose self- 
preoccupation with his dangerous hostility, 
nor the threat of the primary abandonment 
by mother, nor the resulting dependent needs 
from which the patient simultaneously re- 
coils, nor the secondary rejection he may 
have elicited in the:*mother and other sig- 
nificant persons in his environment because 
of his “badness” are-in, themselvés potent 
enough to elicit*schizoplirenic anxiety. 
Schizophrenics suffet, as all people in our 
culture do even though to a much lesser 
degree, from the tension between dependent 
needs and longing for ‘freedom, between 
tendencies of clingings dependence and of 
hostility. For the above-mentioned reasons 
the degree of the sthizophrenic's need for 
dependency, the extent to which he simul- 
taneously recoils from it, and the color and 
degree of his hostile tendencies and fantasies 
toward himself and others are much more 
intense than in other people. As a result, 
the general tension engendered by the clash 
of each of these single powerful emotional 
elements becomes completely overwhelming. 
In other words, the quantitative difference 
between the schizophrenic's anxiety and$imi- 
larly motivated tensions in people who have 
not been emotionally traumatized as early in 
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life as the schizophrenic, and who could: 


therefore develop ą stronger ego organiza- 
tion, is so great that it'acquires a totally dif- 


"ferent quality. It is this tremendous volume 


of the schizophrenic's arfxiety which makes 


it unbearable in the long run. It then has to .- 


be discharged by symptom-formation; Фе., 
schizophrénic symptomatology is seen as the 
expression of and defense against schizo- 
phrenic anxiety, engendered by the tremen- 
dous tension between hist great dependent 
needs, his fear to give them up, his recoil 
from them, his hostility, his thoughts and 
fantasies of destructiveness against himself, 
and others. : 

In delineating the dynamic interrelated- 
ness between schizophrenic anxiety and 
symptomatology, I do not claim, of tours, 
to solve the total problem of schizophrenic 
symptomatology. Itam referring only to 


such portions of the dynamiés as seeffis nec- 
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essary for the clarification of my therapeutic 
conceptions. Our treatment of many schizo- 
phrenic manifestations has been corrected or 
markedly improved in the light of the hypo- 
thesis offered. 

Take for example the meaning of the 
schizophrenic’s “fear of closeness,” a formu- 
lation which, incidentally, has been much 
abused. In the early years of psychotherapy 
with schizophrenics we used to understand 
this fear of intimacy as an expression of 
anxiety that all closeness, much as it was 
simultaneously desired, might be followed 
by subsequent rejection; then we learned 
that this fear of closeness seemed also 
strongly determined, by the fear which the 
partially regressed schizophrenic with his 
weak ego-organization felt, that closeness 
might endanger his identity, might destroy 
the boundaries between his own ego and that 
of the other person. 

In the meantime, I learned from my work 
with quite a number of further patients, that 
their fear of closeness is tied up with their 
anxiety regarding the discovery of their 
secret hostility or violence against persons 
for whom they feel also attachment and 
dependence. They give a mitigated, non- 
dangerous expression to this hostility, and 
try simultaneously to hide it as a secret by 
stafing away from people. 

Let me mention, in this context, an ex- 
perience which I had repeatedly with patients 
whom I saw in an office connected, with my 
home: they became tense and anxious when 
we met after my secretary and maid had 
left the house. The patients commented on 
thé lack of protection against their hostile 
impulses. . 

One'young paranoid patient formulated this out- 
rightly, г asking, *“Do you realize that I can 
knock you down in no time?” Unfortunately, I 
became preoccupied with my role of demonstrating 
the lack of fear which at the time was luckily mine. 
Thus, I failed to notice how frightened the patient 
felt by the realization of his potential violence 
against a woman doctor, with whom Jee had estab- 
lished at the sameetime, a dependént Telationship. 
Later on I realized that he was warning me against 
and asking for protection from future acts © vio- 
lence, by which he íflt we were both threatened. 
Subsequently, such* threats against me or other 
doctors whom he accidentally saw in my house, 


against the house itself, and against the attendants 
who game to take care of him, were the unfortunate 
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result. All these assaultive acts were accompanied 
by marked signs of anxiety. 

I continued seeing the patient in a wet pack, 
until he agreed to abstain from all violent actions 
and to express his hostile feelings verbally. This 
he did for some time, alternately with verbal ex- 
pressions of his dependent attachment and with non- 
verbal signs of anxiety, until he developed a marked 
manifest psychotic symptomatology. Since then, it 
became more difficult to have the patient face his 
dependent needs and his hostility or the anxiety 
engendered by both, Had I caught on immediately 
to the patient's anxiety regarding his own hostility, 
he might have been spared the necessity or trans- 
forming it into overt psychotic symptomatology. 


Let us now take a look at states of cata- 
tonic stupor in the light of our hypothesis, 
I believe it is of interest to state that many 
clinicians have been accustomed to describe 
stuporous states as a result of the schizo- 
phrenic’s withdrawal of interest from out- 
ward reality, Hence the oversimplification 
of interpreting them only as a Tesponse to 
catatonic fear of rejection becomes quite 
understandable. 

Actually, a patient in stupor has not with- 
drawn his interest from the environment. 
As we know from reports about the ex- 
periences while in stupor, which these pa- 
tients furnish after their emergence, they are, 
more frequently than not, keen observers of 
what is going on in their environment. With- 
drawal of the ability for interpersonal com- 
munication is what characterizes the condi- 


tion of the patient in stupor, not withdrawal , 


of interest in the environment per se. As 
we know’ now, this comes about not only in 
response to the threat of rejection by others, 
but much more for fear of the patient’s own 
hostility or violence in response to actual or 
assumed acts of rejection from other people. 

I remember in this connection the cata- 
tonic patient previously reported who became 
stuporous when she did not receive my mes- 
sage that I had to postpone a scheduled 
interview. Upon discovering this unfortu- 
nate omission, I painstakingly explained the 
situation to the patient. When she heard 
and understood me, she emerged from the 
stuporous state and psychütherapeutic. con- 
tact could be resumed. 

Incidentally, while telling you about my 
therapeutic approach to this or other patients, 
I have to fight off a temptation to dramatize ; 
fhis in spite of the fáct that dramatization 
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does certainly not go with what I would 3 


consider good taste in delivering a scientific 
paper. Upon asking myself about the reason 
for this temptation, I discovered that actually 
it is not as illegitimate as it appears to be, 
It is promoted by the fact that I feel inclined 
to duplicate tone and inflections of the pa- 
tients and my voice, the concomitant ges- 
tures, changes in facial expression, etc. This 
comes about because the doctor’s nonverbal 
concomitants of the psychotherapeutic ex- 
change with schizophrenic patients, in and 
outside of manifestly psychctic episodes, are 


equally if not at times more important than ` 


the verbal contents of our therapeutic com- 
munication, ) Y 

The particular: emotional stimulus to 
which à stuporous schizophrenic will respond, 
which instigated this digression, must be 
much stronger than onesthat can be produced 
by the content per se of what is said. An 
academic type of delivery to the patient will 
not do the trick, 

Of course, to a certain extent nonverbal 
elements play a great role in all interpersonal 
communications, but the degree of expres- 
sive skill with which the patient himself uses 
means of nonverbal communication, and his 
specific sensitivity to the meaning of its use 
by tile psychotherapist is such that for all 
Practical purposes the difference in quantity, 
here again, turns actually into one of quality. 

This great perceptive sensitivity of schizo- 
phrenic patients was опе of the reasons for 
my overcautious approach to them in by- 


gone times. We used to look at the sensitive- 


ness of these patients in a merely descriptive 


‚ way and labelled it as one of their admirable 


characteristics. If we investigate it psycho- 
dynamically we realize that it develops actu- 
ally in response to their anxiety as а means 
of orientation in a dangerous world, and we 
сап use it as a signpost on our road toward 
the psychodynamic investigation of schizo- 
phrenic anxiety. Also we should not over- 


Jook the possibility that many of the initially 


correct results of the schizophrenic's per- 
ceptive sensitivity may be subsequently sub- 
ject to distorted psychotic interpretation and 
misevaluation. ; 

‚ To return to our discussion of the psycho- 
dynamics of states of catatonic stupor, I too 
used to interpret them as a sign only of the 
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patients' having withdrawn because of the 


' lack of consideration or rejection of them. 


I believe now that this is neither the pri- 
mary nor the only cause, and that withdrawal 
into stupor is more strongly motivated by the 
anxiety of patients. who realize the danger 
of their own hostile responses to such neglect 
by people on whom they depend and to whom 
they are attached. Several patients correb- 
orated the validity of this hypothesis by 
spontaneous comments after their recovery. 

The symptoms that patients in stupor show. 
concomitant” with their . withdrawal of in- 


· terest from communication furnish another 


proof. Stuporous patients regress to a period 
of life when they used foodsintake and elimi- 
nation as an expression. of their hostility 
against and of their wish to exert control 
over their environment.* 

The hostile meaning of disturbances in 
elimination can also be demonstrated outside 
of stupgrous states. I had impressive proof 
of it in my dealings with a schizophrenic 
woman patient, who is also mentioned in 
the Stanton and Schwartz paper, “A Social 
Psychological Study of Incontinence.” 

One day, this patient urinated, before I came to see 
her, on the seat of the chair on which I was sup- 
posed to be seated during our interview. I did not 
see that the chair was wet. The patient did not 
warn me and I sat down. I became aware dt the 
situation only after the dampness had penetrated 
my clothing. I thereupon expressed my disgust in 
no uncertain terms. Then I stated that I had to go 


home. The patient asked anxiously about my com- * 


ing back, which I refused with the explanation that 
the time allotted to our intérview would be over by 


.the time I would have taken a bath and attended . 


to my, soiled clothes. э Ai: 
Obviously, the patient's wetting my chair was an 


expression of hostile aspects in her dependent rela- . 


tionship with me. However, T did not say so in so 
many words, because I felt that the verbalization 
of this insight should come from the patient. In 
subsequent discussions of the event, she responded 
first with symptom-formation and nonverbal com- 
munication, wavering back and*forth from expres- 
sions of hostility against me to expressions fie 
attachment and dependence, until she was finally 
able to reveal that this had been a planned expres- 
sion of resentment against me. The patient wished б 
to punish те for what she had experienced as 
excessive therapeutic pressure during an -interview 
preceding the chair-wetting. 7 В 

Certain symptoms of several hebephrefit 
patients of our obsérvation could also be 
psychodynamically understood and thera- 

ë $ 


peutically approached as an expression of 
the anxiety connected with their hostility 
toward people on whom they likewise felt 
extremely dependent. These patients with- 
drew their interest from their interpersonal 
environment except for a kind of tolerant 
and peaceful, if incomprehensible, give-and- 
take with some of their fellow patients, until 
it all was suddenly interrupted by an out- 
burst of hostility against tlfese patients or 
against the personnel. As far as their deal- 
ings With me went, they did what hebe- 
phrenic patients will do at times, as we all 
know: a kind of mischievous smile or laugh- 
ter accompanied or interrupted their scarce 
communications or was in itself the only 
sign of their being it some kind of contact 
with me. Two patients stated, after they 
were ready to resume verbal contacts with 
me, that their laughter was a correlate of 
hostile derogatory ideas against and fantasies 
about те, As they at last established a close 
relationship of utter dependence upon me, 
this was accompanied by a marked increase 
in intensity and duration of these spells of 
derogatory, tense laughter. The anxiety con- 
nected with the establishment of a dependent 
relationship expressed itself and was warded 
off by tlfe increased derogatory laughter. 
The laughter subsided eventually, in response 
to the psychotherapeutic investigation and 
the working through of the various aspects 
of the patients’ relationship with me. 

With regard to paranoid patients, one of 
their dynamisms is, as we know, fhat they 
project onto others the blame for ‘what they 
consider blameworthy in themselves, Upon 
investigation of the contents of their blame- 
worthy experiences we always discover that 
they are extremely hostile in nature. The 
suspiciousness of these people points in the 
same direction. 

Again, their suspicion and hostility in- 
crease parallel with th realization of their 
friendly dependent relationship with the 
psychfatrist. This showed quite impressively 
in the above-mentioned violent fan patient. 


« 


The fact that the office where we initially e 


met was part of my home became te him, 
to use Mme. Sethehaye’s expressions a 


* “symbolic realization" of his wish to be my 


friend.and houseguest, As he fantasied that 
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I shared his wishes and hallucinated that he 
heard me say so, he became more and more 
hostile and anxious. 

If our hypothesis about the interrelated- 
hess between craving for and recoiling from 
dependency, dangerous hostility and violence 
against themselves and others, overwhelming 
anxiety and schizophrenic symptomatology 
is correct, we must ask how the therapeutic 
approaches of consistent love and permissive 
care, as they used to be given to schizo- 
phrenic patients by some therapists, ihclud- 
ing myself, could be helpful. We used to 
think that they were successful (1) because 
they gave a patient the love and interest he 
had missed since childhood and throughout 
life; (2) because his héstility could subside 
in the absence of the warp which had origi- 
nated it; and (3) because the patient was 
helped to re-evaluate his distorted patterns 
of interpersonal attitudes toward the reality 
of other people. 

We now realize that what we have long 
known to be true for neurotic patients also 
holds true for schizophrenics. The suffering 
from lack of love in early life cannot be made 
up for by giving the adult what the infant 
has missed. It will not have the same validity 
now that it would have had earlier in life. 
Patients have to learn to integrate the early 
loss and to understand their own art in 
their interpersonal difficulties with the sig- 
nificant people of their childhood. 

2 also know now, and can corroborate this 
with Spontaneous statements of recovered 
patients, that the love and consideration 
given to them is therapeutically more signifi- 


cant because they interpret it as proof that. 


they are not as bad, as hostile in the eyes of 
the therapist, as they feel themselves to be. 

The few fragments of therapeutic” ex- 
change with patients quoted so far May serve 
as examples of the change in our psycho- 
therapeutic attitude, part of which I already 
elaborated in my contribution to the 1950 
Yale Symposium on Psychotherapy with 
Schizophranics. i 

ОЁ course, we give our'schizophrenic pa- 
tients all the signs of empathic consideration 
that they need because they suffer. If pos- 
sible, we préfer to do so by implication or 
in nonverbalized innuendoes, ТФо marked 


sympathetic statements may enhance fear of 
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intimacy and they may unnecessarily in- 


crease patients’ dependence on the therapist, ` 


putting into motion the psychopathological 
chain of dependent attachment, resentment, 
anxiety, symptom-formation. 

However, we no longer treat the patients 
with the utter caution of by-gone'days. They 
are sensitive but not frail. If we approach 
them too cautipusly, or if we do not expect 
them to be potentially able to discriminate 
between right and wrong, we do not render 
them a therapeutically valid service. We con- 
tribute to their low. self-evaluation, instead 


of helping them to develop a healthier atti- - 


tude toward themselves and others. 

Also, if there was lack of parental interest 
in infancy, this entails lack of guidance in 
childhdod. This fact deserves more thera- 
peutic consideration"than it has been given 
so far, There are therapeutically valid varia- 
tions of the guidance needed and missed 
in early childhood, which can be usefully in- 
cluded in psychotherapy with schizophrenics 
in adulthood. 


One exuberant young patient, the daughter of 
indiscriminately “encouraging” parents, was warned 
against expecting life to become a garden of roses 
after her recovery. Treatment, she was told, should 
make her capable of handling the vicissitudes of 
life which were bound to occur, as well as to enjoy 
the gardens of roses which life would offer her at 
other times. When we reviewed her treatment his- 
tory after her recovery, she volunteered that this 
statement had helped her a great deal, “not because 


` I believed for a moment that you were right, doctor, 


but because it was such a great sign of your confi- 
dence in me and your "respect for me, that you 
thought you could say such a serious thing to me 
and that I would: be able to take it." 


In line with our attempts at raising pa- 
tients' low opinion of themselves, we replace 
offers of interpretations by the therapist, if 
possible, by attempts at encouraging patients 
to find and formulate their interpretations 
themselves, as demonstrated in my exchange 
with the patient who wet the chair. 

So far we have discussed the psychody- 
namics of schizophrenics symptom-formation 


“in general as а response to their anxiety. 


Let us now consider the double and mul- 
tiple meaning that is inherent in many of 
the schizophrenic's cryptic and distorted 


: manifestations. Many of them elude the 


psychiatrist's understanding, but they may 
yield indirectly to therapeutic endeavors in 
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other areas. Insight into their dynamics may 
thus be gained in subsequent discussions. 

Others, such as hallucinations and delu- 
sions, I found frequently accessible to a di- 
rect psychotherapeutic approach. They 
would be successfully examined with the pa- 
tient as they occurred in his experience and 
in terms of his own formulations. I stated, 
however, explicitly to the patient that I did 
not share his hallucinatory or delusional ex- 
perience. 

There is one more access to understanding 
_schizophrénic,communitations which has not 
been mentioned as yet. Schizophrenics are 
able to refer in their productions simul- 
taneously to experiences from the area of 
their early childhood, from their present liv- 
ing in general, and, if they are under treat- 
ment, from their relationship with the ther- 
apist, like dreamgrs do in their dreams. 
Sometimes we are able to understand the 
meaning of and their reference to various 
chronological levels of the patients’ experi- 
‚ ence, sometimes not. 

At any rate, it is most important for the 
psychiatrist to realize this multiple meaning 
of many schizophrenic symptoms and com- 
munications. This realization should make 
us replace the old therapeutic attitude that 
therapists ought to be able to find awd offer 
to the patient the only correct meaning of 
a symptom or communication by the sugges- 
tion that they should train themselves to 
become able to feel which of several mean- 
ings of a schizóphseric symptom or com- 
munication (if they catcli on to several of 
them) is the therapeutically most significant 
one at a given time. This ability of the psy- 
chiatrist to select sensitively when and what 
to present to the patient is most desirable, 
because of the narrowed ways of the schizo- 
phrenic’s thinking and their short span of 
attention which limits their capacity to listen. 


The insights into the possibilites and the , 


limitations of understanding schizophrenic 
communications should do away with the 
endless discussion thaf used to go on between 
various members of groups of psychothera- 
pists as to whether a patient’s communication 
in word or action meant only whgt Dr. A. 
heard or exclusively what Dr. B. heard. De- 
pending upon the scope of personal ie 
Clinical experience and-the personality o 
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the therapist and on his ability to understand 
patients’ communications via identification, 
each among several psychotherapists may 
catch on to one of the different meanings of 
a patient’s communication. 

The insight into the manifold meanings of 
patients’ symptoms or other manifestations 
may also do away with the continuing dis- 
cussions in our literature of the question 
whether or not schizophremic patients under- 
stand their own communications. I believe it 
shotld be stated that they sometimes do and 
sometimes do not. Sometimes they may, 
above all, be aware of the descriptive content 
of their communication, but not of its dy- 
namic significance. While this whole ques- 
tion holds great theoretical interest, I believe 
now that for therapeutic purposes its solu- 
tion is not too important. This holds true all 
the more since the main trends in treatment 
no longer go in terms of translating the de- 
scriptive meaning of the content of any single 
symptom. 

There are two facts that have led us more 
and more away from working with patients 
in terms of interpreting their various symp- 
toms and other cryptic communications. One 
is negative and is determined by the fact that 
most isolated interpretations of the content 
of a single symptom or ether communication 
will not cover all its meanings in a therapeu- 
tically significant way. The other is an im? 

rtant positive one: it follows from the 
knowledge of the psychodynamic fact that 
schizophrenic patients, like any ather mental 
patients under treatment, repeat with the 
therapist the interpersonal experiences which" 
they have undergone during a lifetime. а 
' "Hence we have moved increasingly іп the 
direction which* І have already elaborated 
in previous papers: we make the therapeutic 
explofation and clarification of schizophrenic 
anxiety and symptomatology, as they mani- 
fest themselves in tbe patient-doctor relation- 
ship, as integral a patt of psychotherapy with 
schizophrenics as it is with neurgtic patients. 
Some modifications are, of course, required 
in view of the difference *petween schizo- 
plirenic and neurotic modes of relafednes 
with the psychigtrist and with othér ople. 
But in both cases, our theråpeutic attention 
is focused on fhe dynamic investigation and 
clatification of the conscious and the un- 
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conscious aspects of the patient-doctor rela- 
tionship in its own right and in its transfer- 
ence aspects. Special attention is paid to the 
exploration of the anxiety aroused by the 
therapist's probing into the patients’ prob- 
lems, and to their security operations against 
it. 
Here is an example from the treatment 
| history of the patient who pulled the skin off 
her heels, which iJlustrates both the multiple 
meaning of schizophrenic symptoms on vari- 
ous experiential levels and our approach to 
its basic dynamic significance in terms of 
investigating its manifestations in the pa- 
tient-doctor relationship : 


We are already familiar with the dynamic va- 
lidity of the skin-pulling as а? way for the patient 
to establish her "continuity As we learned in the 
course of its further investigation, the localization 
of this symptom was determined by mischievously 
ridiculing memories of her mother’s coming home 
from outings to prepare a meal for the family, going 
into the kitchen, removing shoes and stockings but 
not coat and hat, and walking around the kitchen 
on bare feet, 

The self-mutilating character of the symptom 
proved to be elicited by the patient's resentment 
against me, In her judgment, I misevaluated the 
other act of self-mutilation from which she suffered 
during her psychotic episodes, the compulsion of 
burning her skin. The patient thought of them as 
а means of relieving unbearable tension, whereas 
she felt that I though? of them only as a serious 
expression of tension. In maintaining the skin- 
pulling, while otherwise nearly recovered,” she 
meant to demonstrate to me that skin injuring was 


her own making and by, the spiritual representations ` 


of others whom she actually knew, They all shared 
a language, literature, and religion of her dwn 
creation. Therapeutic investigation taught us that 
the patient erected’ this private world as a means 
of excluding her prying parents from an integral 
part of her life. It was her way of fighting her 
dependgnce on them and of Gémonstrating how 
different she was from them in allareas where she 
disliked and resented them. А 2 


2 
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The patient recognized the significance of the 
dichotomy in her dealings with me as a means of 
escape from her resentment against and dependence 
on me, only after going twice through a sudden 
outburst of hostility and anxiety which led to brief 
periods of re-admission to the hospital where she 
regressed to her old symptom, of burning herself. 

After a few stormy therapeutic interviews, she 
understood the dynamic significance of her need for 
readmission; she felt so' dependent on me and so 
hostile against me that she had to come back to 
live in the hospital and to burn her skin, 

During the ambulatory treatment periods which 
followed, the patient learned eventually to recog- 
nize that her excluding me from one part of her 


life was a repetition of the exclusiom of her parents , 


Írom her private kingdom. , After that, she saw too 
that hér resentment against me was also a revival 
of an old gripe against her parents; they had a 


marked tendency to make her out to be dumb, as I" 


tried to do; in her judgment, by putting over her 
my misevaluation of the skin burning. They kept 
her for many years in a state of overdependence, 
as I had done too, by virtue of our therapeutic 
relationship. 

АП these transference facets of the patient's rela- 
tionship with me, as well as the problems of the 
doctor-patient relationship in their own right had 
to be worked through several times before the pa- 
tient could ultimately become free from her inter- 
personal difficulties with me, with her parents and 
other people, and from the anxiety which they 
engendered, 


While we consider the suggestions about 
Psychotherapy with Schizophrenics, which 
we have offered, to be psychodynamically 
valid and helpful rules, we believe, on the 
other hand, that the ways and means to go 
about using them wili be inevitably subject 
to many variations, depehding on the specific 
assets and liabilities of the personality of the 
therapist, and, hence, on the specific coloring 
of his interaction with his patient. 

Psychotherapy with schizophrenics is hard 
and exacting work for both patients and 
therapists. Every psychiatrist must find his 
own style in his psychotherapeutic approach 
to schizophrenic patients. About technical 
details such as seeing patients only in the 
Office, walking around with them, seeing them 
for nonschediiled interviews I used to have 
strong feelings and meanings. Now I con- 
sider them unimportant, as long as the psy- 
chotherapist is aware*of and alert to the dy- 
namic significance of what he and the patient 
are’ doing, and what is going on between 
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them. What matters is that he conducts 
treatment on the basis of his correct ap- 
praisal and exploration of the psychody- 
namics of the patient’s psychopathology and 
its manifestations in the doctor-patient rela- 
tionship. Successful histories of treatment 
with the principles suggested, but conducted 
in various and sundry interpersonal and en- 
vironmental settings, are а- living proof of 
the validity of my present corrected attitude. 

Ѕіпсе- ће work with schizophrenics makes 
great and, specific demands on the psychi- 
atrist's skill and endurance, no.discussion of 
psychotherapy with schizophrenics is satis- 
factory as long as the consideration of the 
specific personal problems of the therapist 
is omitted. In view of the extensive previous 
discussions of this topic by others and by 
myself, I shall only briefly enumerate the 
specific problems end requirements which 
ought to be met and solved by psychiatrists 
who wish to work with schizophrenics‘ they 
should be able to realize and constructively 

. handle unexpected emotional responses, such 
as fears or anxieties, at times inevitably 
aroused in each of them by anxious, vio- 
lent, overdependent, or lonely schizophrenic 
patients. 

There is one special point I might add. 
Psychotherapists who share the fear df lone- 
liness, which is the fate of men in our time, 
must watch out specifically lest their need to 
counteract their own loneliness make then 
incapable of endgring ‘the inevitable loneli- 
ness and separation that their schizophrenic 

', patients may bring home to them in their 

isolating cryptic communications. An un- 


desirable urge to translate cryptic schizo;. 


phrenic communications prematurely may 
interferé in such therapists with the more 
sound tendency to patiently wait and listen 
to the patients’ own explanations of their 
communications. c 
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т. The goal of dynamic psychotherapy 
with schizophrenics is the same as that of 
intensive psychotherapy with other mental 
disturbances, ie. to help both ambulatory 
and hospitalized patients gain awareness of 
and curative insight into the history and un- 
known dynamic causes which are responsi- 
ble for their disorder. 

2. The same type of psychotherapeutic ap- 
proach to schizophrenic patients during all 
phases and manifestations of the disorder 
and discussions of illness and treatment after 
their recovery are recommended for the pur- 
pose of helping such patients to integrate 
their recovery with their psychotic past. 

3. An attempt is made to understand 
schizophrenic symptomatology and to ap- 
proach it therapeutically as an expression 
of and as a defense against anxiety. The 
hypothesis is offered that the universal hu- 
man experience of tension between depend- 
ency, fear of relinquishing it, recoil from it, 
and interpersonal hostility becomes, in the 
case of schizophrenic persons, so highly mag- 
nified and so overwhelming that it leads to 
unbearable degrees of anxiety and then to 
discharge in symptom-formation. 

4. The multiple meaning of many schizo- 
phrenic symptoms, communications, and 
others’ manifestations has been discussed. 
The need for understanding and translating 
them descriptively for therapeutic reasons 
has been questioned, and the significance 
of nonverbal communications with schizo- 
phrenic patients has been stressed. Hes 

s, Psychodynamic investigation and clari- 
fication of schizophrenic anxiety and symp- 
tomatology in its, conscious and unconscious 

ifestations in the patient-psychiatrist fes 
lationship is nted to be equally as cruci. 
for ушу with schizophrenics 


as for other mental patients. 


I. HATEFUL SELF-DISTRUST: A PROBLEM IN THE TREATMENT 
OF SCHIZOPHRENIC PATIENTS: 


JOHN C. WHITEHORN, M.D., Влитімовв, Мр. 


Dr, Fromm-Reichmann has presented a 
brilliant and challenging statement of her 
current thinking about schizophrenic patients 
and their treatment. More than in previous 
publications, she has stressed the central sig- 
nificance of the schizophrenic patient's self- 
distrust and his dread of his own destructive 
impulses. She has provided some illuminat- 
ing clinical examples of the patience and 
understanding required of the therapist by 
reason of this particular obstruction to com- 
munication and interaction. 

In contrast to Dr. Fromm-Reichmann's 
way of working there has been a type of 
psychoanalytic effort, characteristic of doc- 
trinaire psychoanalysts, to find and offer to 
the patient the correct interpretation of a 
Symptom or statement, as if that were the ef- 
fective means of therapy. Dr. Fromm-Reich- 
mann, after long and intensive experience, 
tells us of her skepticism as to the effective- 
ness of that approach. In my judgment she 
Shows great wisdom in recognizing, instead, 
a potential multiplicity of meanings in a given 
symptom or communication. She states, and 
^I agree with her thoroughly, that each among 
several psychotherapists may catch onto one 
of the different meanings of a patient’s ac- 
tion, and utilize such understanding more 
or less helpfully, depending upon differences 
-in the personality of the therapist and the 
scope of his personal and clinical experience, 
' She says, and Г quote: “No isolated inter- 
pretation of a single symptom or other com- 
munication will cover all its meanings in-a 
therapeutically significant way.” № 

On this point, аз on many points, I find 
a very large measure of agreement between 
my own views of Schizophrenic patients and 
their psychotherapeutic treatment 2 and those 


1'This and ifie дуо following papers are discus- 
osions af Dr. Frieda Fromm-Reichman's Academic 
Lecture, read at the rroth annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954, arid which appear on page 422 et seq. 
of this issue. > i 
2 See: Whitehorn, John C. Psychodynamic con- 
siderations in the treatment of psychotic patients. 
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just presented by Dr. Fromm-Reichmann. 
This is not а surprise. Except for tactics 
and technical detail, we have, over a number 
of years, perceived much agreement. As 
Dr. Fromm-Reichmann's extensive and in- 
tensive experience has modified her approach 
and enabled her to subordinate the tactics 


and the specific hypotheses of the original 


Freudian approach, I note with great pleas- 
ure an increasing convergence toward what 


appears to be a practical identity in our 


formulations of the central problem of the 
psychotherapy of schizophrenic patients. Dr. 
Barbara Betz and I have just finished writ- 
ing a paper, completing ойе phase of a rather 
prolonged study of psychotherapeutic rela- 
tionships between physicians and schizó- 


phrenic patients, In the general introduction $ 


to that paper * we have said: 


In the early years of this century the possibility 
that schizophrenic patients might actually become 
engaged in a meaningful personal relationship, with 
therapeutic benefit, was not widely credited. The 
schizophrenic patient is not, however, absolute in 
his inhespitality to overtures from others. The 
meaning of the social distance maintained by the 
schizophrenic patient has become increasingly in- 
telligible as a sensitive interpersonal pattern of 
separateness, motivated by a fearful and hateful 
lack of faith in himself and others. 


This statement seems to me practically iden- 
tical, in substance, with statements just made 
by Dr. Fromm-Reichmann, 


'7 I wish now to comment upon two specific 


points. (1)'In the analysis of a specially 
selected sample of our Phipps Clinic experi- 
ence, covering 14 physicians and roo of their 
Schizophrenic patients in the years 1944-52, 
Dr. Betz and I hàve noted favorable re- 
Sponses to psychotherapy in a majority of 
our patients, but not in all. There are sys- 
tematic differences in responsiveness to ther- 
apeutic efforts, which our study leads us to 


U. of W. Ontario Med. J. 20:27, 1950; and White- 
horn, John C. Psychodynamic approach to the study 
of the psychoses, Chapter IX in Dynamic Psychi- 
atry, Alexander and Ross, U. of Chicago Press, 
1952. : Р 

5 Am. J. РзусМай, тїт, 321, Nov. 1954. 
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‚ attribute to differences in the approach of 


the therapist. Differences in approach are, 
for example, manifested in that portion of 
our clinical records which we call the “Per- 
sonal Diagnostic Formulation.” There is a 
considerable degree of freedom for our staff 
in their statements of personal diagnostic 
formulations (the only strict rule being that 
one does not гий a formulation beyond one 
typewritten page).- Some doctors quite 
naturally: include motivational terms, and 
express their understanding of the patient 
in*a basically «motivational interpretation. 
Others limit themselves to mere description, 
or to a strictly narrative type of biographical 
statement. Those schizophrenic patients 
whose therapists approached their treatment 
with personal diagnostic formulatiohs ex- 
pressed in motivational terms showed a sig- 
nificantly better improvement rate than did 
those whose therapists formulated no motiva- 
tional meanings in their personal diagnostic 
formulations. We are not, at this point, deal- 
ing with the correctness or the incorrectness 
of these motivational interpretations, only 
stating in a comparative way that the doctors 
whose schizophrenic patients do well are 
those who naturally attempt some motiva- 
tional understanding, utilizing some of the 
multiple meanings found in the schizopkrenic 
patient’s clinical manifestations and behavior. 

(2). Dr. Betz and I have also delineated 


a type of doctor-patient relationship which, 


we call “active personal icipation,” char- 
acterized by realistic flexible interaction, the 


* use of initiative in sympathetic inquiry, the 


exptession of honest disagreement, the 


lenging of patients’ self-deprecatory atti- . 


tudes, the setting of rèalistic limits to what 
is acceptable in patients’ behavior, and the 
avoidance by the doctor of getting caught 
permissively, so to speak, in the patient’s 
obsessive-compulsive patterns of control and 
manipulation. These cliaracteristics are Tec 
ognizable as manifestations of an attitude 
of respectful and sympathetic ‘independence, 
on the part of the doctor toward.the patient, 
combined with an expectation that the pa- 


LI 


tient also has potentiality for respectful in- 
dependent action, and that neither patient 
nor doctor needs to submit to the other, This 
is an attitude difficult for schizophrenic pa- 
tients to believe at first. Our comparative 
study has shown that the patients whose 
therapists undertook and maintained this pat? 
tern of personal participation showed sig- 
nificantly better improvement rates than 
those whose therapists attempted to relate 
to them by other tactical approaches, such 
as a*passive permissive pattern, practical 
care only, or detailed interpretation and 
instruction. 

These two points have been selected for 
emphasis here from a number of conclusions 
drawn by Dr. Betz and myself in a study of 
the course and outcome of 100 schizophrenic 
patients whose principal psychotherapeutic 
treatment had been conducted not by our- 
selves but by certain other members of our 
staff In making this type of analysis and 
comparison of variants in therapeutic ap- 
proach, we have gained a methodological 
advantage, not available when one worker 
compares his own results over a long term 
of years. It is difficult for one physician to 
plan and maintain crucially different ap- 
proaches and attitudes and patterns of inter- 
action, for the sake of plated comparisons, 
begause some very significant variables may 
be manifestations ef the therapist's own per- 
sonality characteristics, not readily changed 
by plannéd effort. An analysis and compari- 
son of the differences between. different 
physicians and their different styles of trans- ~ 
actions with schizophrenic patients has pro- 
vided for us a better opportunity for reveal- 
ing the différential effects on patients' prog- 
ress and outcome? The two points which I 
have presented illustrate fairly well how 
closelyfour sconctusions fit with the general 
viewpoint presented by Dr. Fromm-Reich- f 
mann. There are some points of apparent 
disagreement, particularly regarding „the 
therapeutic „significance of interpretations 
and insight, which seem to, me relatively 
inconsequential.® • ? 


СЭ > 


П. THE PSYCHOPATHOLOGIC BASIS OF PSYCHOTHERAPY 


OF 


SCHIZOPHRENIA > ? 
OSKAR DIETHELM, M. D., New Үовк Ситу 


Treatment must be based on a dynamic 
psychopathology which considers the bioso- 
cial individuality of the patient, It is there- 
fore necessary that one establish the psycho- 
pathologic phenomena in their dynamic 
Significance, their relationship to eachsother 
and to physical, psychologic, and social fac- 
tors. It is important that one observe the 
changing psychopathology during the whole 
period of treatment and try to separate es- 
sential from accessory,or even incidental 
Symptoms, Our concepts of essential and 
accessory symptoms have changed greatly 
during the last few decades. It is neces- 
sary to look critically at the descriptions 
and formulations of the earlier workers, 
£g, Eugen Bleuler and Adolf Meyer. 
In American literature, it is rarely men- 
tioned that Bleuler 


22! accustomed to accepting the concept 


1From the Department of 


ARRA 
University Medical College, and The New York 
Hospital (Fayné Whitney Psychiatric Clinic), 


» NewYork. » 

2 This, the foregoing, and the following 
are discussions of Dr. Frieda istomm-Reichmann's 
Academic Lecture, read at the 119th annual meeting 
of The American Psychiatric Association, St. Louis, 
Mo., May 3:7, 1054, апа which appears on page 410 
of, this issue. 
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of essential physiologic factors in some pa- 
tients. Progress along this line has been 
impeded by the investigator’s acceptance of 
the dogma of the concept of a schizophrenia, 
and by his unwillingness to consider the need 
to formulate a different type of illness which 
has some aspects in common with the group 


of schizophrenic illnesses, "The social in- . 


fluence on schizophrenic symptoms and re- 
action-formation has been well stressed by 
Dr. Fromm-Reichmann’s group. The cul- 
tural influences have been considered in 
recent years, but weve insufficiently empha- 
sized because one has not studied sufficiently 
the development of individual schizophrenic 
illnesses over a period of 30-40 years, nor 
the changing psychopathology with changes 
in our own culture, 


A brief review of current theories, which 


are considered basic for proposed therapies, 
and of the observed psychopathologic phe- 
nomena which support these theories, will 
illustrate the need to be guided by a 
carefully established psychopathology of the 
individual patient, When the contributions 
of Freud and his co-workers influenced that 
outstanding group of the Burghólzli Clinic, 
Bleuler, Jung, Abraham, and others, many 
of whom became leaders in psychoanalysis, 


Outstanding symptoms were those which , 
could be best interpreted by the concept of ' 


regression to the oral and anal level of per- 
sonality development. It is of interest to 
note that їп à hospital with modern dynamic 
psychotherapy in which interpersonal influ- 
ences are constantly analyzed and studied, 

Symptoms of regression of 40 years 
ago have become rare or have disappeared 
completely, To this group belong inconti- 
пепсе, smearing, eating.of feces, so-called 
fetal postures, verbigeration and echolalia, re- 
fusal to eat, frank catatonic motility disorders, 
vulgarity in words and in symbolic acts, 
stereotypies and mannerisms, These changes 
do' tiot seem to relate to suppression or re- 
Pression; but rather to lack of activation of 
oral and anal factors by the changed environ- 
mental attitudes and behavior. It is quite 
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possible, for example, that Adolf Meyer's 
concept of the catatonic reaction being the 


response of submission to dominating per- 


sonalities and situations offers a better ex- 
planation than the concept of regression. 
There are other formulations that are equally 
attractive and should be considered in psy- 
chotherapy. ta 

The concept of narcissism, which is closely 
linked to Bleuler’s autism, deserves critical 
scrutiny. Dr. Fromm-Reichmann shows such 
an attitude in her analysis of the schizo- 
phrenic loneliness, fear: of closeness, and 
secret hostility. This dynamic formulation 
is far more helpful in’ the psychotherapy of 
patients than that of the narcissistic neurosis 
of Freud, or of Bleuler’s invisible wall be- 
tween patient and physician, Both of these 
concepts led to a defeatist, if not nihilistic, 
psychotherapeutic attitude: In modern hos- 
pitals and in private practice most schizo- 
phreniç patients reach out for help and do 
not find protection in autistic withdrawal. 
Another example is presented by the associa- 
tive disorders which are said to prevent dy- 
namic interviews. Bleuler's formulation of 
disturbance of association can no longer be 
accepted, Psychopathologic investigations 
have demonstrated that intense anxiety can 
lead to vagueness of concept formatiop and 
incoherence. With the decrease of anxiety 
these symptoms decrease or disappear. Fur- 
thermore, chronic anxiety and 
have different significance and effects. 

Bleuler’s tentative «stbgroupings deserve 


» careful reevaluation. During a sch : 
patient's life, зрна cy may occur. 


Froma study of World War I schizophrenic 


patients at the Montrose Veterans Adminis-* 


tration Hospital, I feel’ qualifiéd to state 
that a considerable number of patients who 
present paranoid pictures for 2 to 3 years, 
develop into a simple deterioration. In a 
relatively small group where delusions were 
fairly well defined or even systematized, a 
paranoid picture rémained throughout ше. 
Most of the catatonic patients developed into 
a hebephrenic or simple deterioration. ^m 
delusion formation not only depression 
elation play a role, as Bléuler postulated, hut 
frequently anxiety and resentment, are ue 
dynamically essential emotions. Ч 

То ps psychotherapy, on. analysis of 


€ 


acute fear 


symptoms and special psychopathologic re- 
actions as it was proposed by Kraepelin and 
Jung, and in more recent years by Rosen, is 
not acceptable from the point of view of 
dynamic psychotherapy. Dr. Fromm-Reich- 
mann's rejection of the “dichotomy, for ther- 
apeutic purposes, between states of mani- 
festly psychotic and, behaviorally speaking, 
less severe disturbances" deserves to be 
underscored. It is important that the term 
“psychosis” which is psychopathologically 
untenable and which has led to inexact and 
loose thinking in psychotherapy, be avoided." 
The goals of will affect not 
only the duration of treatment but also the 
therapeutic procedure, It is proposed that 
the goal is to enable the patient to develop 
insight into the genetics and dynamics of his 
disorder, It is highly questionable whether 
this is a justified goal for more than a small 
minority of schizophrenic patients, It is, 
however, important for the therapist to ob- 
tain an insight into the dynamic factors so 
that he can plan and direct his treatment, 
help the patient to gain as much understand- 
ing as is possible and desirable, and aid the 
concerned to gain a certain amount 

of understanding. It is also questionable 
whetherethe process of working through, 
which has been found sp essential in the 
treatment of psychoneuroses, is desirable for 
Shrenic patignts, It may lead to the 

i or increase of existing anxiety 
resentment, and prevent an adjustment 

to unmodifiable factors, a desirable repres- 
sion and the integration of a disorganized 
personality. Most psychiat 
alleviatioh of anxiety and of other disturb- 


* ing emotions may frequently be necessary 


progress in a. reintegrative psychother- 


emotional 
eg, his i 
he has set for himself or to accept social 
factors which cannot be modified ór avoided. 
In some patients one may in esb- 
lishing self-reliance, with an ability to pfirsue 
> Diethelm, D. The fallacy of the concept : 
past In: Hegh, P. H. and Zubin, J, Current 
Problems Psychiatric Diagngsis; Grune & Strat- 
ton, New York, 1953. Pp. 24-32. us 
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feasible goals, to recognize limitations, and 
to adjust to the demands of the environment. 
Although most of us will try to lead or push 
the patient into the direction of our concept 
of normality and of an active life in the com- 
munity, we must keep in mind that this may 
not be the best result for all patients. There 
are schizophrenic patients who obtain some 
degree of contentment or happiness in a place 
that offers thema possibility to retreat from 
intolerable or hostile forces and to find asy- 
lum in a group of other patients." The 
best example is presented by the many para- 
noid schizophrenic or generally inadequate 
simple schizophrenic patients, who find some 
kind of companionship and tolerance in a 
hospital setting or a farm colony of the type 
which Bleuler and Klaesi developed. 

The technical procedure must be adjusted 
to the highly involved and changing psycho- 
pathology. Active direction by the psychia- 
trist or the less obvious direction by a well- 
defined goal may be indicated. Alleviation of 
anxiety and resentment, and reeducation of 
social and emotional reactions may be ob- 
tained directly through psychotherapy, but 
more often with the additional aid of occupa- 
tional and recreational activities, The pro- 
cedure of free association may be helpful 
and indicated but.its use should include an 
obligation for the psychiatrist to be guided 

y the appearance of disorganizing factors. 
Offering interpretations at the wrong time 
may bring forth overwhelming disturbing 
emotions ,and lead to disorganization and 
dissociative negativism. In some patients in- 
' sufficient help on the part of the physician 

will lead to intolerable anxiety an feelings 
` of being rejected, left alone or unaided. The 

utilization of carefully selected social in- 
fluences, e.g., through members of the family 
or friends, through nurses or other patients, 


7 


have to include, directly or through another 
psychiatrist, aid to important members of 
the family. There 
a fruitful analysis of selectod symptoms or 
of pSychopathologic reactions. Such analysis 
should never lose sight ofthe total psycho- 
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obtain full satisfaction is not related to guilt 
in the same way as in a depressive reaction 
in a phase of non-success. Loneliness may 
be related to unhappiness or to depression 
and have a different significance. Too much 
stress on, and curiosity» in, symptoms and 
life reactions may, in the patients, lead to a 
biased and often interfering attitude. Em- 
phasis on and demand for love, for example, 
may prevent the patient from recognizing 
the constructive experience of receiving re- 
spect. The physician who is interested in 
schizophrenic psychopathology “may spend 
too much effort in satisfying his own curi- 
osity and catry ouf research instead -of 
treatment. ° » 
The personal relationship between physi- 
cian atid patient has received much attention 
from Dr. Е romm-Relchmann. I wish merely 
to add that a psychiatrist’s attitude to schizo- 
phrenic patients will change greatly during 
his tife. His peculiar life situation may ,be 
felt more in the treatment of schizophrenic 
patients than in any other group. Asa young 
man he may unconsciously react to the pa- 
tient as a sexually desirable person or as to 
a sister or brother; in later life a parental 
factor may enter into it and still later, new 
identifications may influence him. 
In-summarizing the essential aspects of 
the psychotherapy of schizophrenia I would 
stress the need to be constantly guided by 
dynamic psychopathology, with a recognition 
of physical, environmental, and cultural in- 
fluences. This concept" demands that the psy- 


chiatrist observé all psychopathologic phe- , 


nomena with as unbiased an attitude as 


_ Possible, with careful attention to the symp- 


toms as such, аз well ås the factors involved. 
He cannot afford to be guided by theories 
that cannot be supported by the psychopatho- 
logic knowledge of today and must be alert 
to additional knowledge as presented in his 
Own experience and in medical literature. 
He must recognize that a schizophrenic pa- 
tient is not separated from hirn in an unreach- 
able way and, althoügh insight into the dy- 
namic factors and even in the abnormality 
of his behavior may be missing, the patient 
feels in need of some kind of help. The 
physiciay-patient relationship should always 
be an integral part ofspsychotherapy and 
persistently scrvfinized. The main psycho- 
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therapeutic tool, the interview, should be ad- 
` justed to the patient's need and his changing 
psychopathology. The social milieu in a hos- 
pital with its combination of permissiveness 
and control is of great therapeutic impor- 
tance. It offers an opportunity to the patient 
to reach up’ to social contact at a level that 
is acceptable to him. Ife ambulatory treat- 
ment, the same+factors should be utilized 
or created whenever possible. Physical ther- 
apies, especially insulin and electroconvulsive 


therapy may be important aids to, psycho-. 


therapy, principally for'the alleviation of 


i ^ disturbing degrees of anxiety and resentment 


and their psychopathologic manifestations in 


schizophrenia. Above all, one must keep in 
mind the dignity of the individual patient, 
in the therapeutic interview and in all situa- 
tions in which the patient may find himself. 
As a schizophrenic illness is not a well-de- 
fined disease entity with the fixity of a pro- 
gressive condition, therapeutic imagination 
and plasticity are important so that one can 
be guided by the facts as they appear in the 
total picture of the illness. Bhis therapeutic 
attitude will attempt to uncover essential 
dynantics as well as foster healthy repres- 
sions, search constantly for usable assets, and 
include the modification of any disturbing 
physical and social factors. 


Ш. THE TREATMENT PROCESS: 
ELVIN SEMRAD, M.D., Boston, Mass. 


Dr, Fromm-Reichmann’s writings and per- 
sonal visits have encouraged us working at 
a state hospital. Her paper, based on experi- 
ence in quite a different setting, is full of 
clinical observations with which I agree; al- 
though not fully sharing her theoretical im- 
plications. We see interpersonal relation- 
ships which take in libidinal factors. Anxiety 
is not the only motive for defense: guilt, 
disgust, and so forth, may play a significant 
role. It seems to me that theoretical discus- 
sions at this time are largely a question of 
conviction regarding theoretical inferences 
based on clinical observations. Therefore, 
I will only comment on clinical experience 
which I have found helpful in my work. 

Dr. Fromm-Reichmann states that the goal 
of psychotherapy with schizophrenics is 
“helping them by a consistent dynamically 
oriented psychotherapeutic exchange, to gain 
awareness of the unconscious motivations for 
and curative insight into the genetics and 
dynamics of their disorder.” In essence I 
would agree. I would add that, to gain 
awareness and insight the patient needs a 
“corrective emotiünal experience.” First, the 


, needs for which the patient seeks satisfaction 


must be met in the therdpeutic relationship 
so that relief from his anxieties can allow 
integrative effort on his part, to develop uni- 
formity ‘in the affective expression of his 
personality. Second, he must be helped to 
give up reliance on infantile patterns of 


adaptation, to utilize the more mature latent .. 


patterns he has temporarily abandoned, or 
even to develop new ones which he observes 
in his "corrective emotional experiences" 
with his therapist, ^ » 

Pedagogically, I think there is merit in 
planning strategy on the basis of the “ego 
state” in which the patient is met by the 
therapist» In general, if his ego is in 2 state 
of, “decompensation,” or, withdrawal, or, as 
PESE АДУ > у 
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American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1054, ard which appears on раве 410 of 
this’ issue. > 
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I prefer, “strategic retreat" from an “intoler- 
able situation” occasioned by frustration of 
object need ог by a frank loss, the patient 
will need supportive measures to overcome 
this “intolerable situation.” This must be 
accomplished not by a'covering-up process, 
but by helping him to face the emotional 
realities'of his adaptive difficulty so that he 
can return to his optimum ego functioning, 
which I believe is necessary before he can 
appreciate himself as а psychosis-vulnerable 
person. In this regard, the suitable relation- 
ship between the therapist and patient is of 
course the first step in treatment, i.e., the 
goal is to solve the problems of the doctor- 
patient relationship. The therapists own 
maturity is his main asset, and techniques, 
as Dr. Fromm-Reichinann points out, must 
be tailored on an individual basis. Helping 
the patient solve his relationship problems 
with other people important in his life be- 
comes the second goal. Return to optimum 
ego functioning usually coincides with the 
achievement of these two goals. We refer 
to this aspect of the work as aiding the “com- 
pensation process.” Usually at this point the 
patient is able to leave the hospital. 
Definitive psychotherapy in the commu- 
nity, essentially, continued efforts at analysis 
of ego functioning apropos to vital life issues, 
allows the patient opportunity to recognize 


-his own contribution to his maladjustment,’ 


The therapist can then encourage him to try 
latent or even new, more mature patterns of 
adaptation (observed in his therapist and 
members of his family) and experiment with 
them on a trial-and-error basis thus achiev- 
ing skill in social adaptation and successful 
self-expression. In this way he will maintain 
emotional security and self-assurance through 


_ the affection and response of others. Through 


respectful btit candid interaction in the atti- 


‘tudes of patient and doctor, knotty problems 


can be settled much more effectively. 
_ We often find it necessary to involve rela- 
tives in treatment planning. In our Com- 


“ munity>Clinic, devoted ‘exclusively to defini- 


tive Psychotherapy of discharged house cases, 
we experiment with groups consisting of 


› 
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mothers of schizophrenic patients and offer 
case work help to members of the patient’s 
family. In a recent study of cases treated by 
residents, it was found that patients stay in 
treatment longer if the member of the family 
involved in the onset of psychosis was also 
in treatment, Of the patients who continued 
treatment, 37% have relatives in treatment, 
as compared with 9% of those who broke 
treatment. We lay great emphasis on eatly 
return to community life and frequently 
utilize adjunctive treatment to aid the “com- 
pensation process," Psychotherapy ‘contacts’ 
are’ preferably * maintained during these 
periods. d 2 $ 

That the therapist have and show sincere 
interest in the patient, is'so essential for 
patients who deny (catatohics) wanting con-- 
tact with other people. his denial is in our 
experience, usually the patient's answer to 
anxiety over lack of affection. Although the 
patient manifests no ability for interpersonal 
commutiication, in his manner he may mani- 
fest great readiness for relational contact 
with the therapist. This has great prognostic 
significance if one considers the poor prog- 
nosis of the patient who uses denial to ex- 
press his disdain for or fear of further hurt 
in personal relationships. His need to fortify 
his denial by projection, distortion, or deeper 
regression, adds to the therapist’s proBlem. 
The paranoid patient who bids for contact 
through projection is but asking the therapist 
to share his anxiety about his unacceptable 
inclinations, hostile; and ‘libidinal. The pa- 
tient in a state of delusion and hallucination, 


bidding for contact by relying on distortion, : 


may be asking the therapist to help him deal 
with the anxiety incident to his dissatisfac- 
tions in life which hé feels powerless to 
change. To understand the purposefulness 
of the reaction is essential The exaggeration 
of these patient-response patterns as & result 
of anxiety, often libidinal incident to the 
relationship to the doctor, with psychotic 


symptoms during the therapy hour, may. 


often result in readmission unless jt is under- 
stood as part and parcél of the. treatment" 
Process and an indication of negative trans- 
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ference, A reaction pattern that Dr. Fromm- 
Reichmann did not mention which often oc- 
casions great difficulty to therapists and pa- 
tients is the clinical state when the patient is 
symptom-free but reluctant to leave the hos- 
pital. This neurasthenic-like state, this tend- 
ency of the patient to magnify difficulties 
which would excuse failure, often seems due 
to the therapist’s expecting reward for his 
efforts by performance on the, part of the pa- 
tient which the latter interprets as a rejec- 
tion, ie., that he no longer is accepted with 
affection on a personal basis. Any lack of 
success or the expectation of falling short 
may be so great a threat to his security as 
to generate excessive anxiety unless some 
excuse, stich as not showing enthusiasm to 
return to the community, can be manifested. 
In Communication with infantile personali- 
ties, it is so important not to expect free 
association when the person is not function- 
ing at his optimum ego level. Under the 
ise of permissiveness and “waiting for ma- 
terial,” the therapist is apt to avoid too long 
the patient’s problems of relational contact. 
Reliance on associative anamnesis techniques 
as well as even saying for the patient what 
he cannot say himself seems indicated. Cer- 
tainly theneed to see a patient through from 
beginning to end by one gere and sup- 
port of that therapist in the process is well 
poirted out by Dr.gfromm-Reichmann. Ap- * 
ropos of the question of interpretation, I find 
that in the-decompensation period interpreta- 
tions meaningful to the patient are уегу dit- 
ficult to formulate. I found it more effective 
to make appropriate comments on the inter- 
personal relationships from which the patient 


“hag withdrawn or may be withtlrawing at the 


moment with an efforf to keep the patient 
actively interested in seeking for the emo- 
tional uth of his relationships and spe- 


cifically to consider aspects of them that are • 


full of anxiety. In the compensated period 
interpretations are very helpful. А 
Tam deeply grateful to Dr. Fromm-Reich- 
mann for bringing us up to date ga her think- 
ing and sharing «with, us her experience, 


THE QUEST FOR A TEST OF CRIMINAL RESPONSIBILITY : 
MANFRED GUTTMACHER, M.D., Вллімовв, Мр. 


Ever since the formula for criminal re- 
sponsibility was enunciated in the M’Nagh- 
ten Rules, in 1843, it has been assailed by 
leaders in psychiatry. The most important 
early American critic was that magnificent 
pioneer, Isaac Ray. In England, Ray's great 
contemporary, Henry Maudsley, was the 
chief outspoken critic. In the preface to his 
Responsibility in Mental Disease, Maudsley 
spoke of 
++ the scorn and indignation felt by those who 
observe with impatience the obstinate prejudice 
with which English judges hold to an absurd dic- 
tum, which has long been discredited by medical 
science, D 
The opposition of both Ray and Maydsley 
was based primarily on the failure of the 
Rules to cover defects of will. Continued 
dissatisfaction with the M’Naghten formula 
of responsibility has been voiced by such 
leaders in American psychiatry as White, 
Karl Menninger, Overholser, Alexander, and 
Zilboorg. 

The law has for the most part treated the 
pronouncements of the learned law judges 
in the M'Naghten decision as sacrosanct. 
There have, to be sure, been isolated bold 
souls who have voiced their opposition—such 

‚ as Judge Sommerville in Alabama and that 
worthy triumvirate of New Hampshire ju- 
rists of the 1860's Judges Doe, Perley, and 
Ladd. Sir James Fitzjames Stephens, one 
of the most renowned English criminal law 
E wrote 70 years ago in his History 
0] the Criminal Law of England, concerni 
the M’Naghten Rules! Lar ead 


The authority of the answers is questionable and 
it appears to me that when they are carefully con- 


Stephens recognized the fact that there were 
criminals who were suffering from a defect 
of will, and, primarily because of it, were 
incapable of controlling their antisocial im- 
pülses. However, he felt that these cases 
coud be adequately covered by the M’Nagh- 
ten Rules, since, in his opinion, it could be 


rs. » 
1 Read at the 110th annual meeting of The Amer- 

ican Psychiatric Association, $t. Louis; Mo., May 

3-7, 1954. ` à 
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held that there can be no significant defect 
of will without a deficiency of intellectual 
powers. Jerome Hall, one of the most 
doughty of the modern legal defenders of the 
M’Naghten Rules, takes a similar position in 
rejecting the concept of the irresistible 
impulse. 

Today there is reason to believe, that the 
discontent of the leaders of the law with the 
‘WNaghten Rules is becoming quite general. 


No longer are there mere isolated bursts of | 


rifle fire, but there are salvos of big guns 
being directed at the Rules on both sides of 
the Atlantic. й 
Chief Judge Biggs, of United States Court 
of Appeals for the Third Circuit, wrote 
recently in his dissent in Smith v. Baldi, 


The Law, when it requires’ the psychiatrist to state 
whether in his opinion the accused is capable of 
knowing right from wróng, compels the” psychia- 
trist to test guilt or innocence by a concept which 
has almost no recognizable reality. .. . The Court 
in compelling the answer to this question was 
adhering to the law of Pennsylvania of over a 
hundred years' standing. It need not always be so. 
Changes can be effected and reason can be brought 
to the law of criminal insanity. The rule of 
M'Naghten's case was created by decision. Per- 
haps it is not too much to think that it may be 
altered by the same means, If not, then legislation 
must prevail. 


The objections to retaining the M'Naghten 
Rules in their present form has seldom been 
put more effectively, than by Mr. Justice 
Frankfurter, wlien, he testified recently be-, 
fore the Royal British Commission on Capi- 
tal Punishment: 3 


+++ The M'Naghten Rules were rules which the 
Judges, in response to questions by the House of 
Lords, formulated in the light of the then existing 
Psychological knowledge . . . I do not see why the 
rules of law should be arrested at the state of 
Psychological knowledge of the time when they 
were formulated. . . . If you find rules that are, 
broadly speaking, discredited by those who have to 
'administer them, which is, I think, the real situa- 
ton, certainly with us—they are honoured in the 

reach and not in the observancé—then I think the 
law serves its best interests by trying to be more 
honest about it... I am a great believer in being 
as candid as possible about my institutions. They 
afe in"large measure abandoned in practice, and 


* therefor» I think the M’Naghten Rules are in large 


measure shams. That is a strong word, but I think 
the M’Naghten Rules are very difficult for con- 


1954] 
scientious people and not difficult enough for people 
who say “We'll just juggle them" ... I dare to 


believe that we ought not to rest content with the 
difficulty of finding an improvement in the M’Nagh- 
ten Rules... . 

Perhaps most of you are acquainted with 
the fact that the American Law Institute, 
aided by a large grant from the Rockefeller 
Foundation, is now engaged in drafting a 
Model Code of Criminal Law. This task, 
one of great magnitude and one of very 
great irhportance, is being dirécted by Pro- 
fessor Herbert Wechsler, of the Law School 
of Columbia University. The Institute has 
appointed an Advisory, Committee composed 
of leading judges arid lawyers and repre- 
sentatives from some of the behavioral 
sciences, sociology, anthropology, criminol- 
ogy, and psychiatry. Psychiatry Has*among 
these ancillary disciplities, one of the strong- 
est groups of representatives, as far as num- 
bers go, composed of Winifred Overholser, 
Lawrence Freedman,eand the author of this 
paper. 

Professor Wechsler assigned to me the 
very difficult task of writing a memorandum 
on the psychiatric aspects of the rules of 
criminal responsibility. "This matter will be 
brought before the Advisory Committee in 
the near future for their recommendations to 
the Institute. It would be of inestimable 
value to me and to Drs. Overholser and 
Freedman, if following the discussion of this 
paper, it were possible to obtain from this, 
group, which is certainly representative of 
thé psychiatrists of Canada and the United 


„States most interested and’ experienced in, 


legal psychiatry, a definite expression of opin- 
lon in*regard to the rules of responsibility. 

__ Perhaps it would best serve our purposes” 
if we should at this time consider the formu- 
las that have been suggested at various times 
and then analyze them, 

First, there are those who would do away 
entirely with the plea of insanity. Most of 
the proponents of this plan suggest, as a 
corollary, that the criminal trial be restricted 
to the inquiry whether the accused actually 
committed the act charged. If it is so found, 
he is then referred to a dispositional tribunal 
that assigns him, after thérough study, to tbe 
Proper authority, whether it be a probation, 
department, a penal, institution, or а mental 

ospital. 2 “ 


Second, there are the M'Naghten’ Rules. : 
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These are so familiar to us all that there 
seems little point in outlining them. Suffice 
it to say that the really significant element 
in them is the dictum that for a man to be 
exculpated because of mental disease he must 
be so affected “as not to know the nature and 
quality of the act he was doing, or, if he did 
know it, that he did not know what he was 
doing was wrong.” 

Third, there are those who would add the 
irresistible impulse rule to the knowledge of 
right, and wrong of the M'Naghten Rules. 
This is essentially the law in a third of the 
states and in courts of Federal jurisdiction. 

A fourth proposal is that criminal irre- 
sponsibility because of mental disorder be 
equated with civil cpmmittability to a mental 
hospital. 

Fifth, there is the New Hampshire Rule 
whith rejects all legal tests that have been 
devised and holds that the question of irre- 
sponsibility is one of fact for the jury. 
Under this law, if the defendant has a mental 
disease and if the criminal act is the product 
of it, he is found not guilty by reason of 
insanity. The fundamental principle behind 
this is that criminal responsibility requires 
a guilty intent, or mens rea, as well as a 
prohibited act. 

Let us briefly consideg each of these in 
turn. The first proposal is that the insanity 
plé be done away with. Many thoughtful 
psychiatrists who have had court experience 
are so impressed with the difficulties in ren- 
dering conscientious service to the, courts in 
the determination of criminal responsibility 


under existing rules, and are so overwhelmed - 


by the fhallenge of devising a substitute 


* formula, satisfactory both to*law and medi- 


cine, that they hawe become nihilists. Giving 
up the insanity plea would also make largely 
unnecessary the.sweeping reforms in the 
methods of presentation of expert testimony 
that are as greatly needed as are changes 
in the tests of responsibility themselves. 
However, such problems are beyond the 
scope of tlis paper and cannof even be 
touched upon. swo, states, #иіѕіапа dnd 
Washington, have enacted laws doing 4way 
with the insanity plea and both hate been 
found unconstitutional by {Мег Appéllate 
Courts. As far as I can learn, legal scholars 
are doubtful that such an enactment could 
be drawn that would be found constitutional. 
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Moreoyer, it seems to me that the principle 
of exculpating the mentally diseased is essen- 
tially a just and humane one. The enormous 
difficulties of the problem should not force 
us to take an essentially unsound position. 

The second proposition is the one that 
considers the M’Naghten Rules sacrosanct 
and inviolate. Many lawyers are of the 
opinion that these Rules have served us well 
for more than a century and that it would 
be dangerous to tinker with them. There 
is certainly by now abundant evidence,that 
the foundations of our society will not be 
shaken by amending or even by wholly re- 
jecting the Rules. There are no data to sug- 

gest that the incidence of homicide is unusu- 
ally high in those jurisdictions that accept 
the irresistible impulse as an addition to the 
Rules ; nor is such the case in Scotland, where 
in large measure the M’Naghten Rules'are 
disregarded ; nor in New Hampshire, where 
they were totally rejected soon after they 
were pronounced. I can see no danger in 
enlarging the category of the criminally irre- 
sponsible as long as we hold firmly to the 
view that every individual is socially account- 
able for his acts, The truth of the matter is 
that the finding not guilty by reason of in- 
sanity has not resulted in the premature re- 
lease of offenders into the community. Dr, 
William Alanson White made a study many 
» years ago showing that, on, the average, pèr- 
petrators of homicide committed to institu- 
tions. for the insane Spent more. time in 
confinement than those sentenced to penal 
institutions. 

Heretofore, all polls of psychiatric opinion 
have shown general dissatisfaction’ with the 
M’Naghten Rules. Three years ago, when 
І was chairman of the Legal Aspects of 
Psychiatry Committee of this Association, 
I sent out a questionnaire „оп this subject. 

„ Only 12% of the members who replied ex- 
pressed satisfaction with the M'Naghten 
Rules. . n" 

A third proposal is that the knowledge of 
right and'wrong rule be supplemented by 
the’ concept "6f the irresistible impulse, To 

> this many objections have been raised, There 
are ameng the psychiatrists those who main- 
tain that no impulse is irrésistible, Frederic 
Wertham declares : at Я 
The medicó-legal theory of the irresistible impulse 
is. advocated only by lawyers and by psychiatrists 
who are scientifically not sufficiently oriented, 

еэ * 
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There are others who hold that it is impos- 
Sible to determine the irresistibility of an 
impulse, and still others who make use of a 
reductio ad absurdum by maintaining that 
the mere fact that an impulse was not re- 
sisted shows that it was irresistible. In a 
poll taken of the members of the Group for 
the Advancement of. Psychiatry more than 
90% were of the opinion that the existence 
of tlie irresistible impulse is a psychiatrically 
valid concept. 

As I mentioned earlier, Professor Hall of 
Indiana University and others have main- 
tained that it is unnecessary to add this elè- 
ment to the tests of responsibility because 
everyone laboring under an irresistible im- 
pulse has a corresponding inability to dis- 
tinguish tight and wrong and to realize the 
nature and consequences of his acts. This 
position seems to me psychiatrically unsound. 
While it is true that we?no longer subscribe 
to the doctrines of faculty psychology with 
its recognition of discrete compartménts of 
the mind, surely we have all seen individuals 
who are totally incapable of controlling aso-' 
cial impulses and yet whose cognitive func- 
tions are disturbed to a far lesser degree 
and who must necessarily be considered 
responsible, unless the M’Naghten criteria 
are very broadly and very capriciously 
interpfeted. 

If the burden of proof of insanity were 
Shifted from the defendant to the prosecu- 
tion, which is already the rule in 19 states 
and in the Federal Courts, the M’Naghten 
Rules, supported by the irresistible impulse, : 
might prove adequate from a practical point . 
of view. Offenders ‘suffering from even an 
incipient Schizophrenia should, in nearly 
every instance, show sufficient pathology to 
create a doubt as to their responsibility. Al- 
though I recognize the fact that some psy- 
chiatrists, as well as some lawyers, may feel 
that it is necessary to furnish jurors with a 
well-marked, even though not easily read, 
yardstick, I rebel at the idea of attempting 
to define with exactness so vagarious and 
highly individualistic an entity as insanity. 

The fourth suggestion is that of equating 
criminal irresponsibility with civil commit- 
tability to an institution for mental disorders. 
This -sesms tc me of doubtful value; the 
questions involved are historically and so- 
cially dissimilarsand little is to be gained by 
equating them.» Committability rests upon 3 


2 
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criteria stated admirably by Chief Justice 
Shaw of the Massachusetts Supreme Court 
in the Oakes case in 1845: 

The question must then arise in each particular 
case, whether a patient's own safety, or that of 
others, requires that he should be restrained for a 
certain time, and whether restraint is necessary for 
his restoration, or will be conducive thereto. The 
restraint can continue as' long as the necessity 
continues, This is the limitatiqn, and the proper 
limitation. 


Despite the fact that this enlightened de- 
cision was, written more than a century ago, 
there exist today many courts. that are still 
unwilling to order’ enforced institutiongliza- 
tion on the ground that the patient has a 
mental disorder that will*improve with hos- 
pital treatment, when the patient Jacks the 
insight necessary to realize this. So that 
equating irresponsibility ; with committability 
does not even insure us uniformity, at 
present. 

„Тһе concept of responsibility involve$ sev- 
eral basic elements. By inflicting penal sanc- 


. tions, society temporarily or permanently in- 


capacitates the offender and aims to prevent 
repetition of his offense. It further hopes 
to deter others from perpetrating similar 
antisocial acts. There is also inherent in 
the punishment of the criminal sady s need 
for retaliation. 

Whether an individual should be Torei 
into a civil mental hospital is fundamentally 
a public health problem and only secondarily. 
a legal one. The: present trend is toward 
recognizing this and early every year some 


‚ State forgoes the legal-technicalities previ- 


ously required for enforced hospitalization 
of thé insane. ir 
But whether an individual who has done a 
wrong against another should be punished 
Or treated as a sick person is not primarily 
a medical problem. It is primarily a legal 
problem and only secondarily a medical one. 
As the lawyer, Edward De Grazia, put it in 
a recent book review, since legal insanity 
"must always be at bottom a*matter of the 
custom and the opinion’ of the community, 
much reason exists for community (judge- 
jury) judgments of mental responsibility.” 
Now let us consider "the fifth and final 
plan, that of making insanity а {аф in the. 
criminal trial to Бе, adjudged by the ‘court 
without any specific’ tests:’ This essentially 
is the New Hampshire rule. , . 
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The history of the New Hampshire Rule 

is of sufficient interest and importance to 
detain us for a moment. Happily, there has 
been preserved in the medical library at 
Butler Hospital, a remarkable correspond- 
ence between Dr. Ray and Judge Doe. Much 
of it appeared in a recent issue of the Yale 
Law Journal, in a truly fascinating article 
by one of our members, Dr. Louis Reik. 
Reik points out that Dr. Ras advocated 2 im- 
portant principles : 
The “external manifestations of mental disease are 
so inconstant and uncertain that no legal definition 
or test of universal application is possible(2). There 
is a form of mental illness in which behavior is so 
disordered and can be so detrimental either to the 
patient or to others, or to both, that, in spite of 
seemingly intact intellectual ability and the absence 
of delusion, the patient seems to be the victim of 
emofíonal or "moral" forces beyond his control. 


Judge Doe's contention was that the com- 
mon law holds that any contract that is the 
product of a mental disease cannot be con- 
sidered a valid contract nor can an antisocial 
act of such origin be held to be a crime. He 
also contended that the common law does 
not distinguish "only a certain kind or degree 
of insanity as having any legal consequences." 
He held further that 


Whether, in any particular case there is a mental 
disease, and, if there is, wither a certain trans- 
action ds a product of that disease,—are questions 
of “fact for the juryeand not of law for the court. * 


As a consequence, according to his view, the 
court has.no right to hold jurors to any spe- 
cific test of insanity. 

In 1869 Judge Doe wrote to Dr. Ray: 


If they е cotirts] can be brought to leave the 
questions of medical science to the jury as ques- «= 
tions of fact [which they now do in regard to all 
other scientific que&tion$], the long controversy 
between your profession and mine will be brought 
to an end, and yoy will be at liberty to convince 
the jur on Subjects concerning which the courts 
for a long time refused to be convinced, assuming 
as they have that upon J the subject of insanity the 
doctrine of medical science and the doctrine of 
law were antagonistic. To remove this antagonism 
seem? to me „an immense gain. My faith is very 
strong that it can be done wit опе hundred 
years on no otherebasig than the principle L have 
undertaken to establish. 


Perhaps it behodves us to labor hard during 
the next 15 years, so that we “do not let the 
good, judge down. 

The Royal Commission T Capital Putiish- 
meht has made a very detailed and scholaily 
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inquiry, both in England and in this country, 
into the tests of criminal responsibility. This 
Commission of 12, had only one psychiatric 
member, Dr. Eliot Slater, while it had a 
group of distinguished law members, includ- 
ing a Cambridge and an Edinburgh Univer- 
sity law professor and a former Home Sec- 
retary. After 4 years' study, from 1949 to 
1953, they concluded 


+. + that the test o? responsibility as laid down by 
the M’Naghten Rules is so defective that the law 
on the subject ought to be changed [and that] a 
preferable amendment of the law, would be to 
abrogate the Rules and leave the jury to deter- 
mine whether at the time of the act the accused 
was suffering from a disease of the mind (or 
mental deficiency) to such a degree that he ought 
not to be held responsible. „ 


I must admit that I derived great satigfac- 
tion from this conclusion because, a few days 
before it reached me, I had drafted my pre- 
liminary memorandum to Professor Wech- 
sler with similar conclusions. In it I had 
said: 

Tt seems to me that all that should be expected of 
the psychiatrist is the following : 

т. А statement as to whether the defendant is 
suffering from a definite and generally recognized 
mental disorder and why and how this conclusion 
was reached. 

72. If it has been asserted that the defendant suf- 
fered from a mental, disorder, its name and its 
chief characteristics and symptoms, with particular 
» emphasis on its effect on an individual's judgment, 
social behavior, and self-control, should be given. 

3. There should then follow a statement of the 
way and degree in which the malady has affected 
the Particular defendant's behavior, especially in 
regard to his judgment, social behavior, and self- 
control, 

4. He should then be 
criminal act was, in his 
mental disorder. ' 


asked whether the alleged 
opinion, a product of the 


Tn making use of such a 
one might wonder whether there need be 
laid down a legal definition of menil dis- 
order or mental disease, Judge Doe also 
ane us an answer td’ this, He wrote, in 
1866: 


The law does not define disease,—disease 18 so 
simple an expression that the law need go no fur- 
ther. „What is a diseased eondifion of mind is to 
be settled by science and not by law,—disease is 
' wholly within the realm of natural law or the law 
of nafure. The municipal, civil law established by 
men for human government dog? not declare what 
is disease of the mind any more than it deglares 
what is disease of the lungs or liver, 


formula as this, 


D 
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One must be proud of this backwoods Amer- 
ican jurist, proud of his courage and his 
sagacity; particularly when one compares 
his grasp of mental disease with that of the 
Lord Chancellor of England, his contempo- 
rary, who deplored the introduction into 
criminal law of medical opinions and. medical 
theories proceeding “upon the vicious prin- 
ciple of considering insanity. as a disease.” 

Since sending my preliminary memoran- 
dum to Professor Wechsler, I have come to 
the conclusion that if such a policy as we 
have suggested is enacted, it would be pref- 
erable to use the term mental disease rather 
than: mental disorder; Mental disorder is 
too tenuous a concept to write into law. 

No doubt, there are some who fear that 
a jury will find certain psychopaths or char- 
acter neurotics irresponsible, under the rules 
which I have suggested, even though the 
rules state that the accused must be suffering 
from,a mental disease. , This does not create 
in me any consternation. Some of the more 
Severe cases of character disorder are in 
truth seriously sick people. The mere fact 
that our mental hospitals have not been de- 
signed in the past to accommodate and treat 
these cases is, in my opinion, no reason for 
forming a law specifically to exclude them. 
Tt seems probable that were our hospitals 
no longer to place their emphasis on their 
rejection, but rather on their admission, new 
strides might be made in understanding and 
treating behavior disorders. 

Certainly there is nothing radical nor orig- 
inal about Proposition number five. Doing . 
away with test phrases to assay responsibility ' 
has the dignity and authority of time and of 


"important names in both law and medicine. 


It was advocated a third of a century ago by 
a distinguished committee of the American 
Institute of Criminal Law and Criminology 
under the chairmanship of Professor Edwin 
Keedy of the Law School of the University 
of Pennsylvania, with such leaders in psy- 
chiatry as Morton Prince, William White, 
and Adolf Meyer as members. 

Perhaps I should not have expressed my 
preference, before asking for yours. But I 
believe that I am sufficiently acquainted with 
the members of this organization to conclude 
that this will surely not seduce you into ad- 
vocating, the fifth: proposition—possibly my 
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concern should be whether it might make 
_you rather an advocate of one of the others.” 


DISCUSSION 

Val B. Scatterfield, M. D., St. Louis, Mo—Again 
we have enjoyed one of Dr. Guttmacher’s clear, 
logical presentations. In this essay, as in his recent 
‘book, Dr. Guttmacher "shows a keen presentiment 
that we are on the threshold of a new era in the 
— management of the dyssociM individual. Society 
f is still contaminated by the mystical notions of 
"inevitable retribution and social punishment that 
E - provided the early Greek tragedies with fatalistic 
- themes. 
| story. What ‘could be more pathetic than the 
? prisoner in the "pfess yard” withstanding torture 
and hoping that death ‘would come before he con- 
| 'fessed— perhaps falsely—thereby losing all his prop- 
erty through confiscation, ande impoverishing his 
family. The loved one buried at the crossroads, 


because of his suicide. Thegdisemboweled watching 
B is genitals burned before him was rendered no less 
loyal to his own convictigns. The children sentenced 
to death for small thefts and being reprieved, con- 
"fined on the hulk Euryalus i in the Thames wajting 
— dor deportation, were no léss children than children 
ате today. All of the talionic notions behind these 
punishments must be removed from the public mind 
before we have public opinion that will accept 
modern theories of irresponsibility and correction. 

То be able to pass through and beyond the 
M’Naghten rules we must find about us similar 
social forces that brought about the adoption of 
— fhe Rules. How strange it is that everyone speaks 
- of M'Naghten and no one of Peel? Yet thg time 
was insistent for reform. The Napoleonic wars 
had ended, the soldiers were home and restless, 
—many of them socially ill. The industrial revolution 


livelihood. The Enclasure Acts—Pitt’s acts con- 
- fining the trade unions—jhe unwise Corn Laws, 
Starvation, and unemploymerit brought about, among 
“many other social convulsions, the “ 
Sacre*the abolition of the “rotten borouglis" and 
the overthrow of the Test Acts. Among other 
things, the M’Naghten rules sprang into being * 
from the demand for social justice. There is reason 
to believe that the attempted assassination of Sir 
Robert Peel at Whitehall was largely political and 
attributable to Scottish resentment against the modi- 
fication of the anti-Catholic laws. The mad Scot, 
M’Naghten, and Sir Robert Peel’s secretary, Mr. 
‘Drummond, were small figures in a huge social 


ү. 


| this same Sir Robert Peel.*We should be aware 
_ 0f them because many were of moment in the re- 
form of criminal laws and together with ‘the whole 
Social scene were part of the, inspiration that acti- 
vated our own Dr. Isaac Ray. Sir Robert Beel 


2 The results of the balloting by shose wio heard 

paper read were: for proposal 1, 3%; for pro- 

posal 2, 2%; for proposal 3, 396; for proposal 4, 
7%; for proposal 5, 8596. . 
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The history of crime and punishment is a sorry, 


transfixed with a stake, was not the Је5% loved" 


— was carrying away many long-established means of , 


“Peterloo” mas- - 


conflict, Along with the M’Naghten Rules great. 
teforms were effected, and largely at the hands of - 
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established civilian police as we know them and 
the English still call them “Bobbies” and “Peelers” 
in his memory. Peel was instrumental in abolish- 
ing the death penalty for a hundred different crimes. 
The ideas and work of Bentham, James Mackintosh, 
and Romilly would have gone for naught in the 
reformation of the criminal law if Peel had not 
worked to bring about the enabling legislation. We 
need another Sir Robert Peel at this time. 

We find ourselves suddenly inspired by the ideas 
of those dead a hundred or even thousands of years 
ago. One aspect of the consideration of Dr. Gutt- 
macher’s propositions reminds тё of the second of 
Cicero's 3 virtues. In De Officiis, Cicero writes, 
“The second virtue lies in the restraining of those 
troubled movements of mind which the Greeks call 
‘passions,’ and in the making of the ‘impulses’ obe- 
dient to the reason.” 

One of the stumbling blocks of criminal justice 
"reform" is the concept "exculpation" which is 
derived from “moralitye considerations.” There is 
little evidence to suggest that any legal mumbo 
jumboecan exculpate man in the mind of God or 
himself. This depends rather on some spiritual 
process. Is there any truth in the notion that by 
administering punishment after a legalistic ritual we 
seek to “exculpate” ourselves? A conscientious 
study of Dr. Guttmacher's propositions will permit 
a quick rejection of proposition 2 and 3 because 
they are based upon archaic moralistic considera- 
tions that have been used by the community to save 
from unjust fate those who were considered to 
“know not what they do.” 

The general principle behind this “mercy” has 
resulted in the mentally ill, the juvenile, and the 
first offender being released from social custody” 
without being afforded that cerrective help society 
owes to the dyssocial. 

Pfopesition 5 proviges all the elements necessary 
for the administration of fundamental justice as our 
culture envisions justice. Juries should be given 
the evidencé and covering opinions and be permitted 
through reflection to determine for thergselves the 
facts and. the place and quality of the offense 
within the frame of our social life and, by their 
decision, te assert the right of society to assume 
. the, responsibility for the reclamation of the dys- 
social individual, sane or insane. "Public education 
wil| be required to alert pótential jurors to modern 
psychiatric thinking. 

Oliver Wendell Holmes once said that justice 
requiredéthat tach man get his desserts and have 
his “needs” fulfilled. The crucial word in the con- 
sideration of the offender, should not be "guilt" but 
“needs.” Much of our difficulty with the social 
fear and sejection of the „plea is the anxiety that 
this ffhding of, "insane" is synonymous with the 
word "free" and that the E MET thus ebe 
thrown back on the conynunity as the average ju- 
venileeand “first offender" often is, without Sufi- 
cient thought about,what the offender requires in 
the way of social tréatment. The proper disposi- 
* tion of the “ "responsible" and ihe “irresponsible” 

will be the Very heaft of the futgre social proceed- 

ings of which one part js now "called, “The Ad- 
i minigtration of the Criminal Law." -. dis 
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PROGNOSTIC STUDIES IN MENTAL DISORDER: 
ARTHUR J. ROBINS, Px.D., CoLumei, Mo. 


More accurate prognosis of mental disor- 
der has been the goal of much research. In 
addition to studies by psychiatrists, there 
have been investigations by psychologists, so- 
ciologists, social workers, and biometricians, 
either independently or in collaboration. 
Windle(32) in 1952 made a comprehen- 
Sive survey of the use of standard psy- 
chological tests in psychopathological prog- 
nosis after he had found previous reviews of 
this subject were not sufficiently critical. A 
need remains for a critical survey of prog- 
nostic research examining factors other than 
Psychological test performance. This article 
will attempt to evaluate critically the pub- 
lished research from the viewpoint of the 
methodology rather than substantive con- 
tent, since the writer holds the latter is not 
a fruitful endeavor. Reference to previous 
reviews may clarify this point. 


APPROACH OF OTHER REVIEWS 


In what purported to be a critical survey 
of prognostic criteria in schizophrenia, Chase 
"and Silverman(7) reported the prognostic 
value which had been attributed to com- 
monly investigated factors. When these re- 
viewers found agreement concerning the as- 


Sociation between any factor and outcome, . 


that factor was considered to be important 
її prognosis. When the literature evidenced 
disagreement concerning the association be- 
tween any factor and outcome, that factor 
was dismissed as not contributing greatly in 
Prognosis. On the basis : | 
in the literature, Chase 
cluded that certain 
value. $/ n 

This process of arriving at the truth in 
prognosis may be misleading when it has not 
evaluated the degree of comparability of 
studies. „These may have differed’ with re- 
spect to definitions of variablés, criteria for 
classifying odtcome, the time at which out- 


1 This paper is based on Work done during the 
tenure (July 41952 to September 1953) of the 
author's Research Fellowship, National Institute of 
Mental Health, U.S.P.H.S., and is part of a larger 
project stipported'by that agency, XR 
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ànd Silverman con- 
factors had progriostic 


» 
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of consensus found ` 


come was classified, and the point in the pa- 
tient’s career at which the prediction was 
made. A factor, for example, which may be 
useful in predicting recovery at the time of 
admission, may not necessarily have the 
same value in predicting outcome at the 
time of release. E 

Even when 2 studies are comparable, the 

findings of one or both may Бе invalid, be- 
cause of deficiencies in design or because ap- 
plication to the data of statistical tests re- 
veals a reported finding to be unsupported. 
Several invalid studies similarly biased on 
'the meaning of a given factor would not 
bestow any prognostic quality on that factor. 
Nor would invalid studies detract from the 
results of valid studies because of disagree- 
ment on the prognostic value of a particular 
factor. 

The device of combining studies has ap- 

peared in other reviews. Stalker(27) com- 
bined the data of 16 prognostic studies made 
between 1921 and 1929. Hunt, et al.(14), 
combined figures from її studies, stating 
that: 
Altheugh there are considerable discrepancies be- 
tween individual reports, the averages arrived at 
by combining the figures are probably not far from 
the true rates in a series of unrelated cases (14, р. 
414). 

This indicates a misinterpretation of the 
meaning of randomization, which is appar-, 
ently assumed-to obtain because of the lack 
of conscious bias of the various authors 
whose data were used. 

Malamüd and Render(20) in 1939 criti- 
cized prognostic studies on the following 
grounds: First, the fact that frequently sam- 
ples of only 25-30 cases were used. Mere 
size, however, does not assure representa- 
tiveness, Valid generalizations may be made 

. from relatively small samples which have 
«been, randomly. selected to represent the 
parent population and the situation being 
Studied. 
„Second, short duration of the follow-up 
study: “Patients who have -been followed 
for only one ör two years after discharge are 
not suitable for.conclusions concerning ulti- 
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mate outcome of the disease.” The truth of 
this as it concerns ultimate outcome may be 
granted. However, a valid prognostic study 
may still claim to predict outcome for any 
period in which an investigator might be 
interested. 

Third, the lack of uniformity in evaluating 
the original symptomatology as compared 
with the condition at the time of the follow- 
up study: Malamud and Render recóm- 
mended follow-up evaluation by the original 
observers. Without discussing the merits of 
using symptomatology as an index of póst- 
hospital adjustment, the evaluation of the 
patient's status preferably should not be.un- 
dertaken by the observer responsible for 
diagnosis and perhaps tredtment. The need 
to preclude the introduction of bjas,in his 
observations requires the rating of the effect 
of a treatment program by an observer who 
has no emotional investment in the diagnosis 
and treatment. The difficulty of finding a de- 
tached “observer frequently confronts thera- 
pists with the problem of evaluating their 
own work, although this is not the most 
desirable procedure. 

Fourth, failure to indicate the criteria 
utilized in making the diagnosis: This is a 
valid criticism and should, as has been indi- 
cated, be generalized to include criteria uti- 
lized in all factors studied. * 

Fifth, the inadequacy of the follow-up ex- 
amination: If presence or absence of symp- 


toms is to be the criterion, an examination by * 


a trained observer is preferable to cor- 


,respondence with relatives, reports from 
"neighbors, and other sources considered un- 


reliable by Malamud and Render. 


Sixth, failure to control the type of treat- -' 


ment during hospitalization, sinee patients 
who have received intensive treatment will 
"naturally" show better results than those 
who were simply observed in the hospital: 
The authors imply type.of treatment should 
be held constant, although it might well be 


treated as another variable whose association" 


with outcome should be investigated, and поў 
accepted as natural. ANN 
Seventh, an evaluation of the results 
Should take into considesation the effect of 
preconceived notions and the interests of the 


physician in a particular fornì of tréatment. К 


There can be no quarrel with this, although 
. e 
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the authors saw no relation between this 
statement and their third point. 

Malamud and Render did not apply the 
above general criticisms of research to spe- 
cific studies. Reviews of the type made by 
Chase and Silverman(7), on the other hand, 
present the findings of specific studies with- 
out evaluation of the methodology. With the 
conviction that scientific investigators wel- 
come criticism, this writer will examine the 
research methodology of individual studies, 
most of which have been published in some 
of the more widely circulated journals. Ref- 
erence will be made to data only as it clari- 
fies the discussion of methodology. The 
studies reviewed will be grouped according 
to the type of research design apparently 
utilized by the investigator. Although other 
groupings are possible, this classification 
seems most appropriate to this review. 


EX POST FACTO EXPERIMENTAL DESIGN 


This was the most common research de- 
sign encountered. Chapin(6, p. 10) has re- 
ferred to it as one 
in which some present effect is traced backward 
to an assumed causal complex of factors or forces 
operating at a prior date, using for this purpose 
such recogds as are available, since no new тпеаз-. 
ures of the past can be made in the present. 


е 
When „antecedent factors which. have been 
preVidusly hypothesized to be relevant in 
prognosis are found to differ significantly in 
each group, they are assumed to be associ- 
ated with the outcome. In prognostic studies 
the patients are sorted into two or more 
groups according to some criterion applied 
subsequent -to illness, i.e., presence or ab- 


sence of original symptomatology, on leave “= 


or, hospitalized, ete. While each researcher 
hasa right to formulate his own hypothesis 
the sappling should be faultless and certain 
rules of logic should be followed, The out- 
come categories must, of course, be mutually 
exclusive, exhaustive, ahd appropriate. Some 
test of significance must be applied to ob- 
served differences to determine whether they 
are simply change variations. *Fhese ex Post 
factos studies may be further classified ac- 
cording to the time at which the prediction 
would be made. Some attempt to find*fac- 
tors thatewill permit a pfediction of out- 
comerat the time of the patient's admission ; 
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others, at the time of release. The former 
usually study samples of admissions ; the lat- 
ter, samples of released patients. It must be 
realized that conclusions based on the latter 
type could not legitimately be applied to a 
group of new admissions but at best would 
apply only to patients ready for release. 
Conclusions, which must be based on the data 
collected, apply only to the population rep- 
resented by the sample. 


STUDIES USING PATIENTS SELECTED "FROM 
ADMISSIONS 


In an early study Bond(3) classified 200 
patients according to traits indicative of so- 
cial, normal, abnormal ог seclusive pre- 
psychotic personality. He then compared the 
extreme personality types, social and seclu- 
Sive, with respect to outcome. Finding more 
cases with desirable outcome in the group 
with a social prepsychotic personality, he 
concluded that that personality type was a 
favorable prognostic factor. This conclusion 
is weak on several counts. Before the 200 
cases were selected, an unknown number had 
been discarded, because of lack of informa- 
tion on personality. The possible bias was 
sot evaluated. Choosing the extretries of the 
personality continuum for investigation is a 
good practice, but Bond dropped from these 

" groups all cases other than those diagnósed 
as manic-depressive or schizophrenic psy- 
choses, This could be Supported, except that 
Bond failed to qualify his findings as limited 
to these cases, but generalized concerning 
the association of social and seclusive prod- 

.. тота! personality i ( 


{ was the date 
given when outcome was evaluated. The pre- 


dictive value of certain factors was inyesti- 
gated by comparing the outcome groups with 
respect to the ‘Frequency of each factor. The 
conversion of frequencies into percentages 
obscuréd the smallness Qf the former and 
enabled the ittvestigators to, report that one 
group showed a high Proportiow of Jews 
(N=4). No test of significance was used. 
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The conclusions (27, p. 38) were embellished 

with prognostic dicta not tested in the re- : 
search: 

If psychosis is an evolution of such peculiarities 

(ie. “constitutional” rather than "reactive" seclu- 


siveness) and no deterioration . . . is implied, the 
outlook is not necessarily hopeless, 


There had been no attempt to make this 
differentiation -in classifying the factor of 
personality although the authors believed it 
to be an important distinction. 

Four years later Strecker(28) reported a 
follow-up study of 25 of the group of '38 
"recovered" patients,.a study made to “see if 
they [the prognostically favorable factors] 
had stood the test of time.” Finding that 
these patients Һай continued their adjust- 
ment, he claimed validation for the previous 
study's conclusions regarding predictive fac- 
tors. The reviewer's skepticism is supported 
by the unexplained loss of I3 cases. The 
follów-up hardly constituted a test»of the 
validity of the prognostic indicators. Reex- 
amination of the patients, assuming the 
missing patients had also maintained remis- 
sion, might have settled any question of the 
Stability of the criterion but did not answer 
the pertinent question whether the earlier re- 
search had derived valid prognostic items. 
The acceptability of the definition of a cri- 
terion does not ipso facto render acceptable 
the prediction instrument. 

Investigating the association between on- 
Set and outcome in schizophrenia, Sullivan 
(30) began with 155) Consecutive admissions, 
eliminating 55 because of defective informa-. 
tion, questionable "diagnosis, and gchizo- 


: phrenia with mental, deficiency. The bias 


caused by the loss of cases due to defective in- 
formation is not known. A higher proportion 
ОЁ the patients with acute onset recovered 
than of those with insidious onset. The im- 
portance of the lóst cases is emphasized by 
the fact that the discriminatory power of in- 
Sidious onset, was based on finding 7 im- 
Proved cases and 5 unimproved. Recovery 
was defined in terms of cessation of schizo- 
phrenic processes, resumption of social living 
with gradual expansion of life interests. Sul- 


„livan did not give the time period during 


which these indices‘ myst have been in evi- 


dence in order to:classify the patient properly. 


2] 
D 


1954] 


ЅиШуал (30, p. 115) concluded: 
Disregarding all the factual material which can be 
solicited in psychopathological study of individual 
patients, one may give a heavy favorable weighting 
to the dramatic outcropping of the psychosis. 


This license to ignore all other elements in 
a particular case is not justified by Sullivan's 
study which made no éffort to control other 
factors which might have been related to 
outcome. This requires the tise of some 
method: of matching or measuring the cri- 
terion groups on contingent factors, or çon- 
ditions which may operate jointly with onset 
if a particular effeet, either recovery or non- 
recovery, is to follow. Lacking these*con- 
trols, Sullivan’s study is bardly definitive. 
Malamud and Render(20) studied 344 
consecutive schizophrenic admissions of 
whom 35 inaccessible cases were dropped. 
To control length of follow-up period, 3 
groupings according to time released were 
made., These groupings were subdivided fur- 
ther according to 6 categories of outcome. 
„With. the exception of the death category, 
the outcome categories were poorly defined. 
Although the authors probably believed they 
were dealing with a large sample of 344, 
since they had criticized samples of 25-30 
cases; it should be noted that the completely 
recovered group contained only 25, cases. 
Patients who had died were not considered, 
an important omission, since the deceased 
may have demonstrated remission for some 
years before death. The criterion, however, 
necessitates an evaluation of symptomatol- 
‚ ору, despite the fact that the patient may 
` have led a productive posthospital life. 
Prognostic significance was attached to 


those factors found im differing proportions’ 


within the completely recovered and unim- 
proved groups. No statistical test of sig- 
nificance was used to verify impressions. 
Cyclothymic personality was considered fa- 
vorable, for example; because it appeared 
proportionately-more frequently in the com- 
pletely recovered group ; schizoid personality, 
unfavorable, since it "appeared more fre- 
quently in the unimproved group. Table I 
is derived from data given by Malamud and 
Render (20, p. 1044). 5 » 
Using the method of chi-square to test 
these distributions for-independende We find 
that the observed : differences can be ex- 
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TABLE 1 


PREMORBID PERSONALITY AND OUTCOME OF 
Patients FOLLOWED 5 YEARS 


pennies, 


Personality type гесоуеге; Unimproved 
Normal .............- 7 34 
Cyclothymic 2 3 
Schizoid ...... 7 39 
Miscellaneous 9 26 
ТОЕЛДЫ зу, 25 102 


plained as chance variations (X?=3.07 ; d.f., 
3; probability, <.5 2.3). This illustrates 
the undependability of mere inspection as a 
means of determining the significance of 
observed differences. 

Taylor and VoneSalzen(31) studied 1,100 
first admissions after excluding an unknown 
nuniber who left the hospital on other than 
parole status. They then described the 
group with respect to certain factors. An- 
other unmatched and undescribed group of 
74 insulin treated patients was compared 
with the group of 1,100 patients. Finding 
that 25, or 62%, of the 40 insulin patients 
who had been psychotic for 2 years or less 
prior to admission had been paroled, whereas 
only 342, or 54%, of the same group of the 
638 noxinsulin treatments had been paroled, 
the authors concluded, insulin treatment 
made for а favorable prognosis. The au- 
tlfors'admitted tat the difference was “рег 
haps small enough to be accounted for on the 
basis of the more personalized care on the 
insulin wards.” This illustrates (the impor- 
tance of controlling factors which might ob- 
scure the relationship between some given' 
treatnffht.and outcome. Application of the 
chi-square test to Taylor and Von Salzen'$ 
data supports an alternative hypothesis, 
namely, that the difference is small enough 
to be A accounted for on the basis of chance 
(X?=1.48; d.f., т; probability <.30 >.20).. 

Stalker (27) classified outcome of a series 


“of schizophrenic first admissions as either 


complete remission, social remission, im- 
proved at home, remitted and, relapsed, un- 
improved. These categories Were descfibed 
with varying degrees of clarity. The methode 
of analysis is not discussed; apparently, the 
outcome groups were compared with fespect 
to the relative frequency’ of occurrence of 
éertain factors. Definitiorfs of these factors 
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were obscure. For example, the author un- 
dertook the estimation of the relative pro- 
portions of constitutional and environmental 
factors, Work, social, and sexual adjustment 
were rated as inadequate or adequate, but 
the definitions offered would not facilitate 
replication of the study. 

Dunham and Meltzer (8, р 123) attempted 
to predict length of hospitalization claiming 
such a scale would be: 
useful in selecting those patients whe could respond 
more adequately to present therapeutic procedures 
. . . for assigning patients to the acute or chronic 
Sources . . . furnish psychiatrists with an objective 
instrument for prognosis, 


The criterion was variation in the 1 
of hospitalization. The mean length of hos- 
pitalization of the total group was calculated. 
Information on a number of personal history 
factors, e.g., age, maturity, marital status, 
educational level, etc, was obtained. Each of 
these factors was subdivided. The mean 
length of hospitalization was calculated for 
each of these subgroups. The significance of 
the difference between the mean for each 
subgroup and the means for the total num- 
ber of patients was evaluated using the 
method of critical ratios, A subfactor was 
жшше in accordance with the magnitude 
of the critical ratio. Hach patient was scored, 
on the personal history factors, using the 
weights derived. The total weighted scorerof 
each patient was correlated with the cri- 
terion, Simply stated, an effort was, made to 
see if certain factors in a patient's case 
would be useful in improving the prediction 
of length of hospitalization one could always 
make by predicting the patient .weuld be 
hospitalized for.the time found to have been 
the mean for all patients, Results were ad- 
mittedly inconclusive, А 

No consideration was given any contin- 
gency factors, particularly treatment reteived 
after the time when the prediction would 
have been made. Until the effect of treat- 
ment is known ог controlled, one might ques- 
tion the basis for recommending treatment 
of patients: Who ordinarily show the best 
»prognosis in terms of length of hospitaliza- 
tion and. withholding treatment of other pa- 
tients? . e Ё У 

Treatment, evefi when it does nct reduce 
the length of hospitalization, may be bene- 
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ficial. The patient who may not be able to 
reach a level of adjustment which warrants 
release may still benefit from treatment 
which facilitates his functioning better in the 
hospital Dunham and Meltzer's approach 
assumes that effectiveness of treatment can 
be evaluated without reference to the thera- 
peutic goal for each patient. 

Their research seems to have been based 
on a'false premise, namely that treatment pro- 
cedures are uniformly available to each pa- 
tient. It follows that patients, whose longer 
hospitalization indicates a poor response to 
treatment, should have beeri consigned at 
admission to the custodial wards. The next 
step is to identify these patients by certain 
personal history factors so that new patients 
resembling the failures can be immediately 
shunted to chronic wards, 

The basic premise in this logic is faulty 
because the quality and quantity of treat- 
ment. available may be influenced by factors 
not considered by Dunham and Meltzer. For 
example, the situation of a particular pa- 
tient may have a poignancy which inspires: 
the staff to greater therapeutic effort. F. amily 
interest is another factor which may produce 
the same effect. A predictive instrument 
Which did not evaluate these factors might 
handicap the patient by pointing to his ad- 
mission to a chronic ward, 

Rupp and Fletcher(26) made a follow-up 
study of a series of 641 schizophrenic ad- 
missions, which were grouped into 4 out- 
come categories: much improved, improved, 
unimproved, and-dead. Patients hospitalized , 
at the time of follow-up were considered ' 
“unimproved.” Not” infrequently, however, 
patients are still hospitalized long after psy- 
chiatric improvement, ‘Prolonged hospitali- 
zation may be due to the relative’s loss of in- 
terest or death, and the hospital’s inability to 
find a suitable placement, An improved 
working patient may remain hospitalized for 
extended periods when a cautious adminis- 
trative policy „insists on fulfilment of the 
usual legal provisions of Parole. A patient’s 
Presence in a hospital is not evidence of the 
presence of symptoms, 

The association between the criterion and 
certain factors was estimated by inspection 
of the pefcentage frequencies with which any 
sub-class of a variable was represented in 
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outcome groups. Conclusions based оп vis- 
ual inspection of observed differences may be 
misleading. Results are placed in question 
also by the loss of 122 cases, and the follow- 
up by letters only of another 125 cases. 
Rennie(24) sampled 208 cases of manic- 
depressive psychosis, after discarding 99 
cases because of unavailability of follow-up 
information or lack of a clear-cut diagnosis. 
We do not know how many wete dropped for 
the former reason, an important point which 
affects the sample's representativeness, Pa- 
tients were placed i in,various outcome cate- 


'gories (recurrent, alternating, lasting re- 


covery), and a number of factors within each 
category were examined for their associa- 


‘tions with that particular outcome. Table 2, 


adapted from one presented by- Rennie(24, 
р. 811), indicates the technique of analysis. 

Rennie concludes, solely on the „basis of 
inspection of these results, that patients 
whose age at onset was in the 21-30 decade 
fave a favorable prognosis since this is the 
modal age category of recoveries from 


' manic-depressive psychoses. It is difficult to 


follow Rennie in this since we know neither 
the proportions of 21-30-year-olds in the 
entire sample, nor the frequency with which 
this age group is found in any of the other 
outcome categories. Another study by Ren- 
nie(23) of schizophrenic patients. ollowed 
the same pattern. 

Carlson and Rafferty(5) reported a fol- 
low-up study of certain flying combat per- 
sonnel who had'ingurred anxiety reactions 
during World War ' IL:.A heavy loss of 
cases makes the authors' statistical. analyses 
hardly necessary since the investigators can- 
not claim to have a probability sample. This 
study illustrates a confüsion in'the criterion 
of outcome. Instead of the criterion's being 
concerned with the patient's postmedical- 
board psychiatric history, it concerns reply 
or non-reply to the -investigator’s inquiry. 


Certain possible predictive factors are ex- ` 


«- TABLE2 is Ogle. 
AGE or ONSET or Patients SHOWING LASTING 
RECOVERY 

Decade of age * . se 

of onset 14-20 21-30 31-40 "41-50 51-60 61-70 
Manic depressive -s „ е2 

psychoses ..... 13 рч сое E PAN е Зад) 
Percentage ..... G2 TE “ay DU 16.20 Бао 
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amined for their association with this mean- 
ingless criterion. 

Kline and Tenney(17) studied 2,100 con- 
secutive schizophrenic admissions to deter- 
mine whether a significant correlation existed 
between prognosis and somatotype. An ex- 
pert, after examining their photographs, 
classified the patients into 3 somatotype 
categories. Because of inability to classify 
the patient, 28% of the cages were discarded. 

Outcome, using the criterion of release 
without being returned, was determined as 
of 2 years after the first patient’s admission 
and 6 months after the last admission. Us- 
ing the chi-square test, significant relation- 
ships were found between somatotype and 
outcome. ° 

The unequal time interval between ad- 
mission and evaluation of outcome makes the 
reSults inconclusive, particularly when we 
consider the loss of 28% of the cases. The 
earliest patients had a greater chance of re- 
lapsing than the latest patients who were out 
for only 6 months. It is not unreasonable to 
assume that there was some degree of mo- 
bility in and out of the hospital subsequent 
to the minimum time of 6 months on trial 
visit. The variation from patient to patient 
in thedength of time following release cquld, 
if taken into account, hgve been a disturbing 
factor. А 
* Bálinsky (1) attempted to find factors pre. 
dictive of the posthospital vocational adjust- 
ment оё schizophrenics. The adjustment of 
21 patients was classified as ggod, fair, or 
poor,-and background data evaluated for 
ther relationship to the criterion. Although 
predittive value was claimed for certain 
‘signs, restilts based оп a handful of casts 
selected in an unkrtown manner, and scat- 
tered among 3 categories, can not command 
serious attention. 


STUDIES USING PATIENTS SELECTED FROM 
AMONG DISCHARGED 


Jacob(16) sought to predict, from data 
which appeared on the comenitment form, 
the readmission or non-readmission of de- 
méntia praecox patients furloughed "trom 1 
state hospital. "The writer believes’this is an 
unreliable source of datg since it is “usually 
„ап inadequate ‘document which is completed 
‘in “haste by people volunteering ошу Ње „ 
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minimum of information vital to achieve the 
hospitalization of the patient. Those who 
feel it necessary to assure the patient’s com- 
mitment without delay may distort and em- 
hellish their report; those who are taking 
the step with trepidation may give an incom- 
plete or vague report in the hope that they 
may pave the way for the patient’s eventual 
release. Similar motivations may be present 
at the time the hgspital staff obtains an an- 
amnesis, but the difficulties may.possibly be 
lessened by the interviewer's skill. Jacob,did 
not use the hospital record because of lack of 
uniformity of data therein. This seems to 
equate uniformity with reliability. The value 
of poor data is not enhanced by its being 
uniformly available, althqugh the collection 
of such data is facilitated by such uni- 
formity. ү 
Three hundred nineteen dementia praecox 
patients were selected in some undescribed 
manner from those who had been furloughed 
at least 5 years prior to the study. They 
were subdivided into 4 categories, according 
to the degree of success following the fur- 
lough. The criterion was based simply on 
status at the time of the study and did not 
consider the sequential mobility in and out of 
thghospital in the 5 years subsequent:to fur- 
lough. For example, a patient out of the hos- 
pital for 4 years and тї months, but hos- 
pitalized at the time of the study, was classéd 
as less successful than one who may have 
been readmitted within 1 month of his fur- 
lough, have been hospitalized for 4 years, 
but was out ọf the hospital at the time of the 
study. If success is to be defined in ternis of 
time out of the hospital, a patient's Stus at 
we moment of the study may поё be used 
without reference to, status changes in the in- 
tervening period, = 
One of the variables studied was condition 
of the patient on discharge. Consideration 
of this factor is frequently overlooked, The 
failure of the statistical manual to opera- 
tionally define the various conditions «makes 
for widé variation in the application of the 
definitions, théreby posing special problems 
for the investigator in prognosis. І one is 
going to evaluate the effect of.certain factors, 
the cohdition of the released. patients must 
be controlled in some way. • » 
Jacob's statistical analysis was similat in 


2 


PROGNOSTIC STUDIES IN MENTAL DISORDER 


[Dec. 


principle to that of Dunham and Meltzer’s, 
Lack of space does not permit a fuller treat- 
ment. It should be noted that Jacob tested 
his prognostic scale's validity on a new group 
of cases. 

Guttman, et. al. (10), followed a series of 
188 schizophrenics for 3 years after dis- 
charge. A "prognostically favorable" group 
was selected by excluding patients over 45 
years of age and those who had been ill for 
more than 1 year before admission. The se- 
lection was based on the logic that any new 
method of treatment-that could have offered 


better results than those obtained with the 


group studied would be definitely justified. 
This overlooks the possibility that a new 
treatment might be most effective with either’ 
of the kinds of cases excluded from the 
group studied, or witk some particular age 
or duration of illness category within the 
total’group. The group that is to be used as 
a control must be more adequately described 
before its recovery rates can be fruitfully 
compared with those of any experimental 
group. 

Guttman, et. al., used 5 outcome classes: 
total recovery, social recovery, social defect, 
family invalid, hospital invalid. The first 2 
categories were grouped, as were the re- 
maining classes and the association of sex 
and age at onset with these 2 outcome 
groups was considered. The authors used a 
chi-square test only in the case of age of 
onset and found it not to be a significant 
prognostic indicator. Without testing, it was 
assumed that sex-was associated with the 
above outcome categories as well as with an- 
other dichotomy, nately, relapsed—nonre- 
lapsed patients. Application of the chi- 
Square test to the data-of Guttman reveals 
that sex is not predictive of the outcome 
Categories or relapse and nonrelapse. It is 
not clear why the chi-square test was used 
on data whose sigrificance could have been 
dismissed easily by inspection, but was not 
applied to data whose significance was in 
doubt. — . ° i 

Robins(25) attempted to find factors 
which would make possible, at the time of 
release, the prediction of the patient’s ability 
to remain out of the hospital for т year. Em- 
Pirical’evidence’supported the choice of this 
Seemingly arbitrary criterion, It was found 
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that the number of returns dropped to a 
mere trickle after 12 months on leave. A 
success and a failure group, chosen accord- 
ing to a method of stratified random sam- 
pling which assured representativeness, at 
least with respect’ to age, sex, and diagnosis, 
was compared for the incidence of certain 
characteristics. Three’ groups of variables 
were investigated. The first group consisted 
of those associated with the patient’s pre- 
psychotic life; the second, those associated 
with the ,course of.the illness;*the third, 
‚ those associated with the convalescent leave. 
Previous studies"have neglected the „third 
area. The significance of observed differ- 
,ences was statistically tested. Those that 
gave promise of being significant were re- 
tained for multivariatg.analysis, by Means of 
a statistical technique known as the linear 
discriminant function. This made it-possible 
to test whether certain patterns of factors 
wereeassociated with outcome, rathef than 
single factors. There was derived, for each 
. variable, a weight appropriate to the varia- 
ble's importance in outcome. Although the 
usual limitations of an ex post facto study 
were present, the research demonstrates 
careful adherence to scientific principles of 
investigation. Plans are being made to apply 
the prediction scale which was develped. 


PROJECTED EXPERIMENTAL DESIGN 


The ex post facto ' experimental design 
operates from the ptesent to the past; the 
`, projected design, from the present to the 

future. Chapin(6, p. 9) describes the latter 
design as a > 

° B Ж, 
before and after study in wHich an ‘attempt їз пае 
to measure the effects at some future date of the 
social forces set in motion by some method of 
social 2 treatment or by a social program, thus fol- 
lowing through the flow of events from a present 
date to some future date. ° 


This might involve an evaluation not only of 
a particular treatment but alsa of a'set of 
psychosocial forces to which: the: patient 
might have been exposed during his life, 
e.g. marital status, employment,. educational 
achievement. It is possible that facters ether 
than the oné whose associatign wit} the crie 

2 Perhaps “psychosocial” should be substituted 


for “social” in the psychiatric Context. `" » 
e 
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terion is being evaluated may be related to 
outcome. Unless these factors are con- 
trolled, the true relationship of the treat- 
ment factor may be obscured. The experi- 
mental and control groups should be matched 
on relevant factors, and only the treatment 
factor or the personal history factors being 
examined should be varied. Ideally, some 
method should be used to distribute cases 
at random into control “and experimental 
groups. THis is the best means available to 
assüre that unknown factors which might be 
related to the criterion are distributed 
equally in experimental and control groups. 

A. projected design may make it possible 
to avoid at least one pitfall of ex post facto 
research, the depchdence on old records for 
obtaining data. Difficulties in setting up a 
prejected experimental design, and the need 
to wait for results make this type of study 
rare in prognostic research. 

In one such study Low, et al.(19), sub- 
jected a series of newly admitted patients to 
a “life situation" test devised by the investi- 
gators. The patients were grouped accord- 
ing to their test reactions. Information on 
outcome which was classified either “in com- 
munity” or “ in hospital” was отер 
questionnaire. А high correlation s 
claimed between test reattion group and out- 
cqme«4 years later. No tests of significance 
weré reported, flthough application of the 
chi-square technique by this writer reveals 
significant differences in outcome among the 
5 test reaction groups. The statistical test 
has méaning only if an unbiased sample сап, 
be assumed. Failttre of another study by the 
same authors to corroborate the original rz 
sults was explained as due to the awareness 
of the second series of patients that they 
were being tested. > 

Tt geceme unfortunate that no advantage 
was taken in this projected study of the* 


opportunity to obtain information on con- 


trolling contingency factors such as differ- 
ential treatment and: posthospital situation. 
A contribution to the undersjending ofe fac- 
tors possibly éirecily associated with out-, 
conie was lost. 


e 
. а ү, 


MISCELLANEOUS FOLLOW-VP ‘STUDIES 
z 4 
* There have been a number of studies that 


have simply classifiéd the status of patients € 
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at a particular time after admission, with 
little or no other information about the char- 
acteristics of the patients in each outcome 
classification, Usually there has been the im- 
plicit assumption that the patients studied 
were a representative sample of all psychotic 
patients, or of patients with the particular 
diagnosis studied. Typical have been those 
done by Bond(4), Bellinger(2), Fuller(9), 
Osborne(2), Hoffman, et al.(13), and Woo- 
ton, et al.(34). ) 

Hastings, et al.(11) ascertained outcome, 
5-11 years subsequent to release, of a. series 
of 1,638 admissions. Outcome was classified 
according to the patient's adjustment in his 
interpersonal relationships. Diagnosis was 
the only variable whose association with out- 
come was measured. The claim made for 
the uniqueness of the 5 outcome classifica- 
tions is not supported by the definitions, 
which are stated in terms of degree of free- 
dom from subsequent hospitalization and 
symptomatology, not in terms of interper- 
sonal adjustment. 

Some studies seem to have been inspired 
by Kraepelin’s contention, cited by Hender- 
son(12), that schizophrenia had a grave 
prognosis, with only 15% of one subtype 
mating a good recovery. Those who agreed 
with Kraepelin attempted to reinforce his 
findings; those who disagreed, to refute 
them, Мапу studies failed to define out- 
come, or did not define diagnosis independ- 
ently of outcome, "Recovery" тау con- 
note one set of behaviors to one investigator 
and a different set to another. Further, diag- 
nosis of, for example, Schizophrenia. would 
һе revised if favorable outcome octurred, in 
which case a high association between schizo- 
phrenia and unfavorable outcome would be 
inevitable, н 

This is illustrated in a study by. Langfeldt 
(18). He made a differentiation between 
schizophrenia and schizophreniform psy- 
chosis. Reexamination of diagnosis was ad- 
vised when any case of the latter psychosis 
showed unfavorable outcome: > 

gt is true that a "number of thee [schizophreni- 
orm] develop a typical schizophrenia, but a kathm- 
nestic revision and careful study of the first symp- 
toms slow that aíso in practically every case the 
process symptoms referred to coyld be established. 
Careful diagposticians, therefore, should be able to 
defines’ the most of these cases as typical schizo- 
phrenias G8 p. 124). i 
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It would, this writer submits, be difficult for 
anyone with such a frame of reference to re- 
evaluate a diagnosis objectively. 

Langfeldt attempted to present a standard 
material for comparison with possible future 
experimental groups. The sampling method 
and the failure to describe his population 
detract from the value'of the findings. An at- 
tempt was made to follow a' series of ad- 
missions. When any patient was inaccessi- 
ble, the next case was chosen until data on 
100 cases were obtained. We are not told 
how many cases were lost in this process, а 
point which bears heavily én the representa- 
tiveness of the sample. The cooperation of 
recalcitrant patients was urged by telling 
them that: “this would enable the clinic to 
satisfy itisurance companies, etc. of the cure 
effected.” Overlooking’ the ethics of this ap- 
proach, we might speculate on the validity 
of responses of patients who knew that re- 
search’ data were to be made available to an 
insurance company, perhaps a prospective 
employer. 

Israel and Johnson(15), using the tech- 
nique of statistical reporting they described, 
are now conducting a massive study of all 
consecutive first admissions from 1913 to 
1950. Outcome is classified by 3 factors: 
age, sex, and diagnosis. These factors were 
chosen because they were “objective” and re- 
liably measured. It is further held that there 
exists a strong organic component in mental 
disorder: to the extent that organic factors 
provide adequate bases ‘for prediction, over- 
riding other factors. This writer already has 
expressed his opinion on the importance ‘of 
evaluating contingency factors. The ultimate 
test. is, of course, the ability of each predic- 
tive instrument to decrease the errors of pre- 
diction which obtain when only the over-all 
Success or failure rate is used. Crude and 
refined predictive devices have special uses. 
If, however, we are searching for a predic- 
tive instrument to be applied to an individual 
case, the more specifically we can place that 
individual in the prediction matrix, the more 
confidence we can place in a prediction about 
his outcome. $ a 

‚ Commenting on the value of data about 
Past rates; Woli (33) -points out that “some 
fail to realize the nature of their assump- 
tions when they ‘treat the chronicle of the 
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past as an almanac for the future.” Revision 
of the “almanac” is facilitated only when we 
have studied enough factors to suggest the 
formulation of further hypotheses concern- 
ing the production of a particular effect or 
outcome. | * 


SUMMARY AND'CONCLUSIONS 


The methodology of a number of prog- 
nostic studies has been critically considered, 
with only incidental reference to the substan- 
tive content. The latter has validity ‘only 
‘when principles of ће scientific method have 
been applied in deriving and-evaluating-data. 
The extensive literature on psychological 
tests used in prognosis”has not been re- 
viewed, since that already has beeh done by 
Windle(32). et 

Most of the research аз been found to be 
so deficient in the tfe of research procedures 
as to place in doubt any of the findings. 
"Pogether with the prognostic statements of 
the didactic literature, much of the content is 

* of value chiefly because of the conceptual 
framework and the suggestions they provide 
of factors whose prognostic relevance should 
be investigated. These factors have appeared 
so often in the literature that it seems that 
sheer force of repetition may have given 
them an importance not always demoffstrated 
by the specific research reviewed. + 

Definitive research will be facilitated by a 
greater degree of interdisciplinary planning. 
The narrow orientation. of particularsnvesti- 

. gators may have beért reflected in the fact 

‚ that definitions so freqtiently were not clari- 

fied, indicating perhaps*the investigator's as- 


sumption that no other point of view existed.- 


Little attention, for example, has been paid 
to contingency factors such as the association 
of particular furlough situations with out- 
come. Full coverage of biogenic, psycho- 
genic, and sociogenic faetors demands that 
research psychiatrists join forces with other 
social scientists, some of whom have been 
working for yéars on a, related problém, the 
prediction of fecidivism(21). - °* 7 
Research design must be refined. The 
population myst be identified, the sampling 
process indicated, and ‘the criterion groups 
defined. All variables under study ehquld, be 
objectively described. Obtaining reliable and 
valid measures of factors is perhaps a 
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greater problem than the analysis of these 


+ measures. Conclusions should be statistically 


evaluated for significance, and it should be 
recognized that generalizations apply only to 
the population sampled. In general, enough 
information should be reported so that rep- 
lication would be possible. Prognostic re- 
search, which may involve establishing con- 
tact with a mobile group of former patients, 
is expensive. To produce*results worth the 
cost in time and money, strict adherence to 
sciehtific procedure is necessary. 
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THE CHANGING CONCEPT OF MAN IN PRESENT-DAY 
PSYCHIATRY + 


GREGORY ZILBOORG, M.D. New York City 


We may not overlook the fact that psy- 
chiatry was born out of medicine and ma- 
tured by medicine. By’ the same token we 
may not overlook the fact that the psychia- 
trist, dealing more» directly with the inner 
life of man than the doctor representing any 
other medical specialty, has always had to 
draw upon certain special prejudices con- 
cerning the humal mind, or upon various 
philosophies prevailing at a given time, in 
order to create for himself a medicopsycho- 
logical frame of reference usually not found 
in autopsy material or, purely pliysfological 
observations or speculations. 

The earliest attempts to form such a frame 
of reference go back to the thirteenth cen- 
tury and even earlier, when more and*more 
frequent references were being made to hu- 


.man experience. These references to human 


experience came not from the medical men 
of the time, but from the theologians and 
philosophers who began to show an increas- 
ing interest in human psychology. It is clear 
therefore that psychology, even empirical 
psychology, was a product if not an mtegral 
part of philosophy. For many centuries it 
continued to be a fact that if and when a 
medical man espoused the cause of psychol- 
ogy, he would become а philosopher, rather 
than a psychiatrist. Jahn Locke is a case in 


* point; as late as’ the seventeenth century 


psychology was much gloser to philosophy 
than'to medicine. P 
This tradition of tfiought'is rather strik- 
ing. Thus Pinel, an éxcellent empirical clini- 
cian and practical psychiatrist, himself the 
son of the rationalist eighteenth century, felt 
the above-mentioned tradition so deeply 
that he entitled his magnum opus “Nosologie 
philosophique."' The same intellectual tradi- 
tion remained іп force till the end of the 
nineteenth and"the beginning of the.present 
century. William James went through what 
seemed to be natural evolutionary. stages of 
medicine: physiology, psychology, gnd phi- 
1 Read at the 110th annual meeting of Phe» Amer? 
ican Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. “e 5" 
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losophy. And Freud, in connection with 
his gropings for an understanding of the 
working of the human mind, stated that he 
did not feel that medicine (i.e., purely bio- 
logical medicine) intereste& him very much, 
that philosophy was a field to which he gravi- 
tated more, and he was therefore particularly 
glad that he developed an interest in psy- 
chology which he apparently considered to 
be intimately connected with philosophy. 

In other words, less than 60 years ago the 
man who was desfined to revolutionize our 
views on human psychology felt that medical 
psychology was perhaps closer to philosophy 
than to natural sciences. This, we must note 
again, came from Freud who did more than 
anyone else in the history of psychopathology 
to make psychology a biological discipline, an 
empirical, scientific system of investigation 
and understanding of man. 

Tf we cast now a cursory glance at the 
psychiatrists of the end of the nineteenth 
century we shall easily notice that people 
like Meynert, Krafft-Ebing, or Moebius Trad 
to draw on thé philosophers of their day, 
һай (ә use them as props as it were to sup-, 
port their theorétical formulations of what 
they thought man really was. In some re- 
spects afid in some quarters things are not 
very different today. Karl Jaspers is an 
ехсеДейї example óf how the philosophy of , 
existegtialism .айесіѕ the psychological con- 
cept of man—just as Brentano, when Freugl. 
was a college student, was ап example of how 
Gestaltpsychologie began*to show its earliest 
buds in the circles in which people were 
turnigg their atfention to psychology. 

* Freud's was the first psychopathology that* 
seems to have been:.created independently 
from a prevailing philosophy. Yet it only 
seems 50. It is true, of course, that, despite 
the apparent similarity of орке, of Freud’s 
ideas to those*of Herbart, Schopenhauer, , 
and’ Nietzsche, Freud did not Tead those 
philosophers till, sometime after his, basic 
ideas had been.formulated. “However, there 
ig inconfestable ‘evidence ip all the writings 
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of Freud that, while disclaiming amy аПе- „ 
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giance to any established philosophic system, 
Freud was a Darwinist; he was also deeply 
under the influence of physics as Helmholz 
presented it. Therefore, particularly in his 
earlier writings, Freud seems to show the 
influence of physicochemical and biophysi- 
ological theories which were of his day. 

There is nothing unusual about this, of 
course—except the paradoxical position into 
which psychoanalysis was put by its own 
creator: Freud, to whom we owe the knowl- 
edge of what Bleuler called depth psychoiogy, 
this same Freud showed more than a mere 
tendency to place the understanding of the 
deepest subjective experiences of the indi- 
vidual into some sort of more or less mecha- 
nistic, "objective," disindividualized, scien- 
tific Darwinian mold. It is true, Freud never 
pressed the point so far, and ultimately. he 
seems to have spontaneously liberated him- 
self from the more rigid and more intolerant 
aspects of what is known as scientism. 

To state what I have in mind briefly and 
without any further elaboration, I would 
Say this: the search for human experience 
as the source of the understanding of man, 
а search which started vaguely and obscurely 
around the eleyenth century and was clearly 
саблей by the thirteenth century, reached 
its peak in the psychoanalytic study of man 
which I believe is the true successor of the 
"sixteenth-century humanism minus thé låt- 
ter’s cultivation of Greco-Roman erudition, 
This said, the major question or ‘problem 
which was suggested in the title of this paper 
Бг now be approached,” 

е question is: what concept of man does 
the psychiatry of today Куу, if ДА апа 
how does the existence of this concept mani- 
fest itself in present-day psychiatry ? 0 

We need nct go into the theological and 

. purely philosophical concepts of man which 
"dominated our thought before the establish- 
ment of the so-called scientific age, ie., the 
middle of the seventeenth century, Suffice it 
to say that, man has been Tecognized as a 
person and a-personality since the establish- 
ment of the Judeo-Christian tradition, But 
"man 25 a iiving value in himself, man as a 
living unit who in addition tà his obligations 
to God and society has tights which he may 
assert, man as a, functioning unit of man- 
. kind—all this was not recognized until the 
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eighteenth century which, through the as- 
similation of the humanism of the sixteenth 
century, established the concept of the hu- 
man personality and man's value as a social 
particle, as a living individuality, as a moral 
unit, and as a carrier of life. 

Scientific medicine was not much preoc- 
cupied with these changing tides of human 
thought, not because it had no interest in 
them but because its own tradition sufficed. 
It was the tradition of saving lives, relieving 
people from suffering, preserving the normal 
functioning of the body, preventing illness. 
All this was sufficient unto medicine, because 
medicine contained and carried within itself 
the eternal values of mutual assistance, pres- 
ervation of life, alleviation of suffering, and 
renderiag man a useful member of the 
community. a 

Psychiatry, as is well known, did not fare 
as well until it liberated itself from many 
theological preoccupations, until it learned 
to differentiate soul from psychic apparatus, 
and to understand that reasoning is not the 
only weakness of man, that will can be en- 
Slaved by a multitude of unconscious drives 
and emotions, This enlightenment came to 


us only recently, within our own lifetime. . 


And because it came within our lifetime, it 
was actompanied by many and hectic battles 
between the old and the new. The scientific 
mind was anxious because it saw in depth 
psychology a possible return to the pre-psy- 
chiatric psychiatry of human abstractions. 
The theologian and the religious moralist 


were anxious because the new depth psy- A 


chology seemed to threaten the very founda- 
„Чоп of transcendental morality and faith. 
That a truth, particularly a psychological 
truth, is a truth and therefore cannot threaten 
but can only support scientific knowledge, 
that it cannot threaten faith and morality 
because neither is, based on untruth about 
man—all this seems to have been forgotten 
during the battle, 

` The trouble'is that a war of ideas, like a 
war of armies, is really not’ a contest of 
reason or reasons. Rather it is, as it probably 
always shall be, a true war—a combat which 
is considered really finished only if one of 
the combatants, is destroyed or brought to 
his knees to ask for merey. A war of arms 
cannot end in a draw and bring real peace; 
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. psychobiological, meaning. 
‘whether one was an “orthodox,” “liberal,” 
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a war of ideas seemingly ending in a draw 


· leaves a sense of ideational vacuum with the 


passions for mutual destruction temporarily 
in a faint of fatigue but potentially ready to 
resume the senseless battle of mutual an- 
nihilation any moment an opportunity arises. 

We might say that one of the most re- 
grettable human feelings is our inability to 
keep free from, anxiety whenever we are 
comfronted with a new idea, amd that ‘the 
most common defense against such anxiety 
is hostility, intolerance, incapacity to see the 
other person’s point бї view. The anxiety 


. about anything new. leads us inévitably to a 


sort of retreat or regression: to older and 
therefore “safer” habits of thought, and the 
résult is an inevitable loss of energy and 
creative vision. This I believe is what hap- 
pened to psychiatry during the last quarter 
of a century or so. We‘reopened and re- 
closed a cycle of mehtal attitudes which bid 
fair to affect deeply not only our thinking but 
ouf clinical practice. 

Some 25 years ago, after Freud had re- 
vised his hypothesis as to the origin of 
anxiety, the human personality seems to have 
been conceived of (whether a clear-cut for- 
mulation of it was made or not) as a complex 
system of ego defenses against anxiety, and 
against other noxious psychological agents 
which are forever interfering with the amor- 
phous peace of the mind. The totality and 
the indivisibility of the human personality 
seemed then to have found its psychological, * 
or in the broadest sense of the word its 
-It did not matter 


“eclectic,” “free,” or “thained” Freudian. 
Whoever the given clinician was, his was the’-* 
position that the human personality as a umit 
and totality was the central point for clinical 
consideration. 

The question, of course, might he raised 
whether one is justified’ in ascribing .to 
Freud’s influence alone the almost predomi- 
nant role in the, establishment.of this twen-_ 
tieth-century huraanism in clinical-psychiatry. 

I think we are, for no one more than Freud 
in the scientific clinical world concentrated 
our attention оп the innerelife of man. I have 
in mind humanism іп, its traditional historico- , 
Psychological sense, not phifanthrdpié hu-` 
manitarianism—which is a different story and 
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a different department of human endeavor. 
. It is with the spirit of the new humanism 
that we entered the last quarter of a century. 
The optimist had a great deal to be pleased 
with; the pessimist had to wait a while be- 
fore he could legitimately raise his voice and 
point to the rumblings of totalitarian psy- 
chology, the mass movements, the almost 
complete devaluation of human life in the 
cataclysm of militant fascism and the ensuant 
world war. , 

As,one reviews the major interests in psy- 
chology which developed as a result of these 
world-shaking events, one cannot help but 
be impressed with the rather rapid progress 
of the purely technological approaches to the 
problem of the fugctioning of the human 
personality. 

From narcoanalysis (which was not really 
analysis but rather a form of induced psy- 
chological catharsis) to electroshock and 
cybernetics, the emphasis is laid on the 
grossly empirical and mechanical and mecha- 
nistic. It is really not an exaggeration to 
say that the process of scientific investigation 
in clinical psychiatry in the past 25 years 
has become more and more a process of dis- 
individualization. We have begun again to 
turn to«common denominators among фат 
dividuals and te inventories and question- 
naires. It would be unfair to assume that 
the*abbve-mentioged procedures are super- 
fluous or without any value in clinical psy- 
chopathology; however, it is rather impor- 
tant not to overlook the meaning of the 
emphasis laid on this or that procedure. In 
our d&ys we witness the emphasis on inven- * 
tories, féfts, and questionnaires to the detri- 
mént if not at the expense ofthe more direct 
study of the inner life o the person. And 
by*inner life I do not mean the scientifically 
undefinable „Spiritual life of man, but the 
workifgs of the psychological apparatus , 
within the living person in the latter’s 
totality. 

I ameaware that what I am now saying 
might be censidered unjust * sofne, or 
plainly untrue ky others. Fef, they might 
say, is not that which is known ae dyfamic * 
psychiatry and the almost universal'accept- 
ance ‘of the role Of the uncofscious айй of 
emotions tin our " -psycholog$—is not this all 
a trut sign of progress? The answer is: it 
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is а sign of progress, but it is not of progress 
that I speak here; I am speaking of hu- 
manism in clinical psychiatry. And it is a 
recession of our recently acquired humanism 
that I believe I see. Recession in which 
sense? Recession in the sense of our over- 
estimation of averages at the expense of the 
individual ; in our tendency to look upon the 
source of human troubles as lack of adapta- 
tion, and at theysame time unwittingly but 
surely and as often as not to confuse adapta- 
tion with a sort of psychobiological: and 
sociological conformism. It is a recession 
of humanism, if under the flag of strict 
scientific thinking we speak of reality as 
something which is nothing more than the 
total perceptual world sf man and either 
overlook psychological reality or confuse it 
with fantasy, a sort of nonpsychotic delusion, 
In the light of these our failings or pro- 
pensities, we must admit that humanism in 
its true sense is served poorly or not at all 
when the individual becomes but a psycho- 
biological adaptive molecule of society, when 
the individual seems to be looked upon as 
having been born to serve society, instead of 
society’s having been developed to serve 
man. 
bhus on the purely moral philosophical 
plane we witness and са recognize the 
rather sickening р) enomenon' of the dis- 
*individualization of man insfavor of his»se?v- 
ing the social, or mass machine. No wonder 
man as a person has been ground wp in this 
machine and has so often come out as so 
much clay or cement for the use of the master 
' builders of totalitarianism. But what ap- 
Pears to be just as sad, although not’80 con- 
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spicuous, is that on the plane of psychology ; 


and psychopathology we are falling victims ` 


of the same process of disindividualization, 
all this to such an extent that even our lan- 
guage has become neologistic and rather 
mechanistic. We don't live with one another 
anymore, conveying to one another directly 
and indirectly our: feelings and intuition; 
we “communicate” instead. We don’t talk 
to one another; we “communicate.” We'no 
longer establish relationships to and with 
people ; we “relate” instead—well or badly as 
the case may be. We don’t adjust ourselves 
to this or that situation ; we merely “adjust” 
well or poorly as the case may be—but 
intransitively, as it were. We no longer put 
ourselves in the place of another person, we 
don’t identify ourselves by way of conscious 
or unconscious psychological processes with 
this, ог that person; we omit the word our- 
selves and we - plainly "identify"—Qquite 
intransitively, Š ry К 
All this, I believe, is the penalty we pay 
for the mechanistic and organismic point of 


view which took possession of us under the 


influence of world wars and global mass 
movements. Whether this sacrifice of the 
individual is a temporary one or not remains 
to be seen, but there is no doubt that the 
socialization and intellectualization of our 
attitudes toward man have led to a disin- 
dividualized concept of the human person- 
ality, even though we might appear in our 
Own еуез more scientific and more accurate 
if and when we speak in térms of physiology 
and sociology—as ‘if semantic changes in our 
vocabulary really enhance our understanding 


_ of the meaning and the value of man. * 
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PREPARATION FOR SPECIALTY CERTIFICATION 
NORMAN C. MORGAN, M.D., Warren, Pa. 


It is a well known fact that most candi- 
dates approach the examinations of the 
American Board of Neurology and Psychi- 
atry with tremendous anxiety. Except for 
those candidates whose training has given 
them contact with members of the examining 
group, examinees have little knowledge of 
how the examinations will be conducted or 

„exactly how to prepare themselves for the 
examinations. AS a.result, much of their 
five years of preparation is not utilized in the 
most effective manner." Moreover, much 
needless tension interferes with 4heir best 
performance at the examinations. * 

Having recently experienced this situation, 
the author is attempting herewith to struc- 
ture the material of neurology and psychiatry 
to enable future cantlidates to imprové their 
study methods and to approach the examina- 

* tions with greater confidence. There is noth- 
ing in this article that is not perfectly obvious 
and which anyone could not deduce for him- 
self if he were to analyze the situation. 
However, few of us have the necessary self- 
discipline to make such analysis before ex- 
aminations are imminent, which maj be too 
late. e 

Every examinee has secured a list of*ques- 
tions formerly asked on the examination and 
has hopefully tried to: use them to*aid his 

. studies. Such lists аге of little value and dis- 

' tract the examinee from more important is- 

sues; Examinees do not fail because of the 


lack of one or two spacific answers, provided ` 


their general approach to the subject is Юрі- 
cal and well-founded. It is fatal to acquire 


a mass of isolated facts, but to lack the wis- , 


dom to integrate them. , . 

The details of the examination procedure 
and the subject matter included varies some- 
what from year to year, and the examinee 
who prepares“fiimself in detail'accozdirg to 
the questions of one year may find himself 
completely at a loss by the intraduction of 
some new material. Fottunately, by, the-time 
the student has reached the postgraduate 
level he is not studyirig for details as mùch 
as for an awareness of,methodology, of 
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progress in research, and of the areas of 
ignorance in his field. i 

An outline for preparing for the examina- 
tions, then, should not be a list of things to 
know, but a review of the directions in which 
to think. They are all sel&evident, but none 
of us stops to map our way clearly and so 
becóme lost in a myriad of details. 

For this reason the present paper does not 
attempt to give a listing of the specific ques- 
tions that may be asked a candidate. Tt is 
the author's intent to present the material 
from a general point of view which will en- 
able the student to integrate his reading and 
clinical experience into a frame of reference 
during his 5 or more years of preparation 
that will provide him with a sufficiently se- 
cure foundation that he may approach the 
day of examination without a major up- 
heaval of the autonomic nervous system. 

For Americans an oral type of examina- 
tion is an unfamiliar experience. The candi- 
date who is nearly ready for boards may 
waste much time by reading over and over 
material with which he is familiar. Héfwill 
discover hiseweaknesses quickly if he recites 

js knowledge of a subject out loud to him; 
self ‘ог to a collague. Such rehearsals wil 
give him much confidence in meeting his 
examinérs. 


. 


. . 
є NEUROANATOMY * я 
. 


f Candidates should review neuroanatomy 
from the following viewpoint. i 

+ т. Dissect a bfain or Study a large papier- 
mâché model, spending some time every day 
until, "sudden ihsight" fixes the relationships „ 
‘indelibly. Learn the blood supply and the 


„Telation of the cranial nerves to the major 


masses. 
2. Trace incoming impulses to their des- 
tination. Th the cord at first tuy to leary only 
the major ascending (postetior column, lat- 
eral, and ventral spinothalamie=dor$al anf 
ventral spinocerebellar) and the thajor de- 
scending groups (direct arfd indirect pyra- 
midal).* X 4 i 
3. Trace outgoing impulses. ^ -« % = 
449 , 
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4. Eventually learn the principal central 
interconnections, adding details only later. 

5. Review basic neuroanatomy each time 
a clinical test is performed until it is “fixed.” 

Neuroanatomy is a subject that every 
student finds difficult, The dissection of the 
brain in medical school is done at a time 
when the student has so little background 
for understanding the details that he retains 
relatively little. We have all had the experi- 
ence of reviewing neuroanatomy and for- 
getting it within a short time. Admittedly 

there is no substitute for the urgency of the 
examinations to motivate the student to 
memorize the essential details. 

It is possible, however, to learn neuro- 
anatomy in such a manner that it "sticks." 
The first important thing is to get some k 
3-dimensional relationships fixed in the mind 
so that the major masses and pathways ate 
clearly understood. The only way in which 
to do this securely is to dissect one, or pref- 
erably several, brains, One is amazed to 
discover, after a few hours of studying an 

. actual brain with the aid of diagrams and 
a papier-máché model, that what had hitherto 
seemed an insoluble puzzle suddenly be- 
comes an organized whole, 

When the student arrives at thes point 
when he can go to the autopsy room and 
quickly identify the cerebral vessels, the sur- 
face markings, the major Masses and’ һе 
cranial nerves, he need no longer fear neuro- 
anatomy. Until he has gained this profi- 
ciency it is foolish to waste time studying the 
details and trying to Memorize the labels on 
the cross-section of the mesencephalon. > 

The earlier in his career the ѕресіаі fixes 
forever in his mind the fundamentals of neu- 
roanatomy, the easier Will be his study of 
neuropathology, clinical neurology, psycho 
surgery, and neurophysiology, 


`, In learning the cross-section of the spinal, ` 


cord the student should restrict himself to a 
few of the most important tracts clinically 
namely the Pyramidal tracts, the spino- 
thalamic, "the dorsal and ventra] spino-cere- 
bellar and the'posterior columps. Tf he learns 
to spot ihesen any section of the cord, later 
other details will fall into Plaze without ef- 
fort. Similarly inthe brain s , it is uselèss 
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termination of the fibers and try to locate 
nuclear masses in terms of some already 
learned, external landmark. 

The ultimate purpose of learning by rote 
the basic neuroanatomical relationships is to 
gain facility in tracing a response to a stimu- 
lation from its source to its central termina- 
tion, and the associations of the central nuclei 
through which appropriate responses are 
made: The student who tries to avoid the 
initial tedium af learning a few fundamental 
systems will waste hours of effort. ` 

The number of paths by which stimuli 


reàch the cortex is very limited ; the student : 


should write them down on a piece of paper 
and trace them on a diagram, on a model, on 
an actual brain dissection, and finally on his 
own mental image. Then he should concern 
himself with the interconnections between 
the major areas of the brain. This is more 
compiex'and he should attempt at first to 
learn only the major interconnections, fol- 
lowing’ which he will ha¥e an adequate basis 
for understanding the more obscure connec- 
tions. 
reviewed at this time. 

The student is wasting his own time who 
does not review to himself the mediating 
nervous pathways of every clinical test he 
performs, He should choose a text illus- 
trated iñ such a manner to give him clear 
visual images which he can later recall. He 
will find it very helpful to use diagrams in 
which all parts of one system are delineated 
in the same color from cord to cortex. 

Many problems in réuroanatomy will be 
solved for the student who spends a few 
hours reviewing neursembryology. АП the 
illogical complexities of the brain have a 
deveJopmental logic: once this is understood 
the'hopeless task of rote memory is replaced 
by comprehension. à 

The problems of neuroradiology can be 
resolved if the student studies neuroanatomy 
> with a skull at hand. Опе may learn all the 
details of the soft tissue and remain ignorant 
of their relations to the bony parts. The 
Student thinks he knows this irom medical 
school days, but the likelihood is that he does 
not realize the immensity of his own igno- 
rance; At the present 1 equirements the candi- 
date who does not have contact with a radiol- 


› OBist can teach himself the fundamentals of 


neuroradiology from a good text. 


Psychosurgery can be conveniently > 
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CLINICAL NEUROLOGY 


The following is a suggested guide for 
review of clinical neurology : 

т. Take every opportunity to study neuro- 
logical cases from the point of view not only 
of diagnosis but of the systems involved. 

2. Each time neurological examinations 
are done, review to self the = апа 
motor pathways involved. ` 

3. The psychiatrist need not "be infallible 
in his- rieurological diagnosis but he must 
ще шы the logic behind his exafninations. 

‘4. Memorize опе or two key symptonts 
чай pathological “features of each entity 
around which details can later be organized. 
* 5. Answer the question; “What else panig 
cause this ?" 

6. Gather all the ray: signs and нта 
before іп terms of diagnosis. 

7. Think in terms of the laboratory pathol- 
ogy: electroencephalogram, histopathology, 
gross ‘pathology, the &-ray, blood chenfistry, 
etc. 

The average student finds the subject of 
clinical neurology a large one to digest. He 
will save himself much time by making a 
few tedious efforts to put the subject into 
2 logical pattern in his own mind. After he 
has thoroughly grounded himself in neuro- 
anatomy he is in a position to think 6f neu- 
rological disease in terms of the structures 
involved. This simple order will solve many 
of his problems since knowledge of the іп» 
volved structures will often give him ghe cue 


. to the basic symptom’: 


The number of'structures that can be in- 
volved in neurological disorders is finite and 
the student who knows neuroanatomy knows, . 
them. The number of types of  disturbapte 
that сап occur to these structures is also 
finite and the student should make a list of 
them, He will then realize that this is no 
mystical realm of medicine, but a*collection 
of facts which can be reduced to an outline. 

Reading of clinical neurology should а]- 
ways be done‘ e with the mind .open ‘to the 
memory page" Gn which is listed.the anatorhi- 
cal areas and the types of pathological proc- 
esses. Obviously, in this study clinical neu- 
tology and neuropathology are, bci 
One thoughtful inspection of a spgcimen of 
brain showing lesidns of the globus pallidus 
resulting from carbon monoxide poisoning 
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will teach more anatomy, function, pathology, 


.and symptomatology than pages of text. 


There is much overlapping in the symp- 
tomatology of neurological disorders, and it 
is illogical to attempt to learn a complete 
listing for each diagnostic category. It is best 
to learn the distinctive symptom for each 
disease and to later fill in details. Moreover, 
certain symptoms which are secondary to 
involvement of some majer system should 
be learned аё “pyramidal tract involvement” 
or “symptoms of increased intracranial pres- 
sure” rather than as an unorganized group 
of details. 

For the psychiatrist, a correct diagnosis of 
his neurological patient at the time of ex- 
amination is less igportant than his method 
of eliciting the facts and interpreting their 
significance. To this end the psychiatric resi- 
derft should perfect a technique of neuro- 
logical examination, knowing the reason for 
each test and the significance of all the pos- 
sible pathological deviations. If he can do 
this, and can elicit a meaningful history, he 
has little to fear. 


NEUROPATHOLOGY 


For the study of neuropathology the fol- 
lowing outline for review is suggested :*^ 

т. Make avlist of the basic types of patho- 
logicad reaction in the central nervous system, 

2. Review each case that you study clini? 
cally with the basic physical pathology in 
mind. * 

3. Take every opportunity to make de- 
tailed study of patiénts coming to autopsy. . 

4. kearn the Statistically most common 
conditions thoroughly. x 

5. In micropathology learn the type of 
Фай revealed by the major stains. 

Neuropathology is a push-over to the 
student who Ћа5 made a logical approach to . 
{һе subject. Again, he can make no progress* 


«until he has thoroughly acquainted himself 


with functional neuroanatomy. He must first 
familidrize himself with the types of, pathol- 
ogy that сап occur in the ngevous system. 
These again ate figite, can be written on a 
piece of paper, and committed“ nfemory.* 
When the stuđent has achieved this first 
logical approach to the gibject hi his worries 
аге nearly over? 

He should avail шага of, every obpor- , 
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tunity to observe pathological specimens, а1- 
ways considering first the general point of. 
view of whether the lesion is degenerative, 
inflammatory, neoplastic, etc. Once he is 
firmly founded in these general principles, 
the details of microscopic appearance will 
gradually assume logic. 

In viewing specimens of gross pathology 
the student should train himself to observe 
the details in same convenient logical se- 
quence so that when confronted with an 
examination "unknown" he will have assys- 
tematic approach by which to evaluate the 
specimen. This will gain him more credit 
than a correctly guessed diagnosis which he 
can not substantiate on closer questioning. 
Tf the individual is thoroughly familiar with 
normal gross anatomy and can rapidly check 
the blood vessels, the meninges, the white, 
the gray, the gyri and sulci, the ventricles, 
the symmetry, etc., he will have little diffi- 
culty learning to recognize the major patho- 
logical conditions, To the candidate who has 
no system, a specimen that is perfectly nor- 
mal except for the congenital absence of 
some structure will prove baffling. If the 
candidate can describe in technical vocabu- 
lary what he sees he will usually have little 
difficulty. E 

Microneuropathology may»prove difficult, 
especially for the candidate who has received 
то formal training. His first approach mist 
be to learn the basic staining methods and 
to know which structures will be delineated 
by the stains, He must know that a H & E 
or a Nissl stain will show him cell structure 
‘and not myelin sheaths. He must leath to 
think that if he is given a cross «séction of 
cord in Н & E stain he should ‘look at the 
cells of the central gray or»of the meninges. 
A quick look at the slide grossly wilf tell 
him whether there is infiltration of the 
meninges; if there is he will think first of 
tuberculosis and look for giant cells, etc, If 
there is not he will think first of polio and” 
check the anterior horn cells, ete, > 

If the candjdate is given a myelin sheath 
stain, he knows’at once that most neurologi- 
‘cal coriditizzs are eliminated from his доп- 
Sideratioh and he concentrates on those in 
which myelin i$ affected. Incidentally; he 
should not be surprised to have hi$ knowl- 
~ edge of neuroanatomy stested at this point 
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when the examiner asks what functional dis- 
turbance he would expect from the lesion ' 
shown him! 


Basic PSYCHIATRY 


For the study of basic psychiatry, the 
following points will be extremely helpful: 

1. There is no substitute for a biographical 
familiarity with historical figures, > 

2. As a student progresses he should be- 
come familiar with various theoretical for- 
mulations; d a 

* 3. Think of differential diagnoses in cleat- 
cut, well-defined categories. 

4. Remember this is a changing field 
which tomorrow's’ research may alter. D 

:5. Always think'in terms of what the 
current'research problems are and the sig- 
nificant recent findings. 

6» Read as though you were a teacher and 
make up your own questions. 

7. Spend plenty of? time alone without 
books in quiet review of the knowledge you 
already possess. 

8. Reduce the dynamic patterns in the 
various neuroses to a basic formula and later 
add details, 

9. Make lists of important terms and test 
your ability to discuss them, 

The examination in basic psychiatry cru- 
cially evaluates the candidate's mental ma- 
turity. One may have read profusely without 
acquiring a useful working knowledge of his 
material. Unless he? utilizes systematic ap- 
proach to his reading, the student will waste 
hours and may never achieve mastery of his . 
subject: Two things are necessary: oné is 


Some tentative theoretical frame of reference 


to which the ideas of others can be compared, 


and second, a thorough knowledge of the 
basic psychiatric literature against which 


» later innovations can be compared. 


The student who tries to plunge into a 
study of comparative schools of psychiatry 
and psychology today without being grounded 
in Kraepelin, Bleuler, and Freud will be in 
a position as. hopeless as that ап anatomist 
who knew. nothing of embryology. For ex- 
ample, the work of Sullivan loses half its 
Siguificance to the student who does not 
understand Sullivan as an evolutionary 
Sequence. ved 

The student will save himself time in the 
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‚ long run by reading the original papers of 


universally agreed significance. For one 
thing he will be asked if he has read some 
of them at the examination. More impor- 
tantly, if he reads the case of Little Hans, 
or Bleuler’s monograph, these papers will 


become 2 more integrated part of his think- . 


ing than a dozen summaries of such papers. 
Having read the basic material, subsequent 
reading goes much faster becausé the student 
has more.facts by which to make associations. 

Early in his review the student should 
read a survey book such as Clara Thomp; 


* son's Psychoanalysis, Evolution and De- 


velopment or Mullahy's Oedipus: Myth'and 
Complex. The student should think in terms 
of the one or two singular contribytions of 
the various great names. For exaneple, in 
studying comparative fsychoanalytic theory, 
he should not become lost їп a mass of defail, 
but at first, attempt to recall опіу.ће major 
issues over which dissenters disagreedewith 
the orthodox school. Once these are learned, 


details will accrete without effort. 


Conclude each session of reading with a 
verbal summary of the material. This sharp- 
ens comprehension and improves verbal fa- 
cility. It is helpful to put a large sheet of 
paper on the wall on which to write notes, 
list of names belonging to a certain “sghool,” 
chronological sequences, etc. So diagram- 
matized, the material assumes a tarigibility 
that facilitates memory. ҮКҮ 

The candidate must е able to associate 
names with ideas, 'to idéntify the autlfors of 


important terms, and to associate names with 


the important current researches. — - 
Naturally, the student must, be familiar 


with the neurophysiology of: the autonomsc'* 


nervous system, thalamus, and hypothalamts. 
The cándidate must ground himself in the 
fundamental principles of the somatic thera- 
pies, the theories of their mode of action, the 
history of their development, their indica- 
tions, contraindications, and limitations. 
The candidate should be «familiar, with 
various aspecté"of psyéhoanalytic and psy- 
chotherapeutic treatment.: He should know 
the important modifications in the various 


techniques, the reasons for them, and the 
objections to them. Most important he 
should have a clear, consistent conception of 
his own treatment methods and goals. 


CLINICAL PSYCHIATRY 


For successful study of clinical psychiatry, 
remember the following rules : 

т. In addition to making a diagnosis by 
positive signs and symptoms, also think in 
terms of the features that make other diag- 
noses impossible. 

2. Think in terms of your theoretical for- 
mulation of the etiological factors. 

3. Think in terms of the symbolic sig- 
nificance of features of the symptomatology. 

4. Think in terms of treatment. 

5.' Think in terms of the possibility of an 
organic lesion that could cause the symp- 
tomatology. 

Obviously there can be no separation be- 
tween basic and clinical psychiatry and this 
section refers merely to the formalities of 
the examination. 

The apprentice psychiatrist learns too 
quickly certain basic criteria by which to 
attach a label to a patient. If he spends his 
apprenticeship by satisfying himself with 
making a diagnosis on the basis of one or 
two clinical findings he Will learn very little. 

Ө» ће other hand, # the apprentice makes 
a detailed differential diagnosis with every 
case listing the features that favor his final 
selection and the features which by their 
presence or absence-exclude other considera- 


tions?he need not fear the examination in - 


clinicdf psychiatry, provided, of course, he 
' shows.the requisite courtesy,and maturity fti 
interviewing his patient ¢hat any candidate 
would expect of himself. The examinee is 
being tested on his method of handling what- 


' ever Situation confronts him and should not,” 


become anxious if he fails to elicit a complete 
history in the 20 mihttes available. 

The candidate may expect to be questioned 
on materialeincluded in the sectibn en basic 
psychiatry duripg a large past'of his clihical 


hour. p . 


CEREBRAL ATROPHY IN PSYCHIATRIC PATIENTS + 
DEWEY К. ZIEGLER, M.D, Boston, Mass. 


In clinical psychiatry the problem fre- 
quently arises of whether a patient is 
suffering from a “functional” neurosis or 
psychosis, or from such a syndrome symp- 
tomatic of a progressive cerebral atrophy. 
Whereas the disorientation, mémory loss, in- 
continence, and other late signs of thé “or- 
ganic" mental syndrome are easily recognized 
as a rule; in the early stages the diagnosis 
is difficult. Yet knowledge of the presence 
Of cerebral atrophy is often important in 
evaluating the patient's? Prognosis and his 
probable response to therapy. 2 

Aside from examination of brain tissue, 
Which is usually not feasible in the living 
patient, the best diagnostic test for establish- 
ing the diagnosis of cerebral atrophy is 
the pneumoencephalogram, which shows in- 
creased air in the subarachnoid Spaces, and 
dilated ventricles. (The pneumoencephalo- 
gram, of course, will not differentiate the 
more specific cerebral atrophy syndromes, 
e.g., Pick’s disease, Alzheimer’s disease, ar- 
te~9sclerotic and senile brain disease, one 
from another.) There is considerable evi- 
dence, however, to Suggest that these syn- 
"dromes form somethirig оа continuuth Ta 
are difficult to 
by radiological, but also by clinical(r, 2) or 
Most important 
to the psychiatrist is the "presence or'absence 
ОЁ a progressive brain disease, б 


"clinica? chaacteristics 

bral atróphy and aid in the judgment as cto 
5 ig 3 

*From the Bosto2 Psychopathic Hospital and 


Department» of Psychiatry, Harvard Medical 
Schosl, * 
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as 


which patients may be expected to show a 
pathological pneumaencephalogram. 


MATERIAL AND METHODS D 


Two groups of cases were used: (т) АП 
those in,the period 1943-1953, hospitalized 
at the Boston Psychopathic Hospital, ,in 
which the pneumoencephalogram was satis- 
factory, and was read as “moderate to 
marked cerebral.atrophy" on the basis of 
increased subarachnoid air and ventricular 
dilatation: The amount of air used varied 
from 70 cc. to 170 ct. There were 40 such 
cases, 23 female, 17 male, (2) All those cases 
from the same period, in which the diagnosis 
of cerebral atrophy was suspected, ,but, in 
which the pneumoencephalogram, showing 


good filling of ventricular and subarachnoid . 


Spaces, was considered as normal. (Cases 
were not used in which the pneumoencephal- 
ogram was done as a routine procedure, e.g., 
as part of the study prior to prefrontal 
lobotomy.) There were 29 cases used in this 
group, 15 male, 14 female, which will be 
referred to as "control" cases. 

For both groups the following data were 
takeh from the charts; age, clinical history 
‘including’ initial mental symptoms noted, 
mental status оп admission, neurological 
findings and results of cerebrospinal fluid, 
electroencephalographic and psychometric 
examinations when' available, Also ia the 


“absence of the characteristic “organic mental 


syiidrome” the indication for pneumoen- 
cephalography was recorded. ў 


RESULTS , 


Initial psychiatric symptomatology.—The 
first prominent mental symptoms noted in 
15 (37.5%) “of the patients with subse- 
qüently" proven atrophy was memory loss of 
Some degree. In the remaining 25 (62.596) 
the history began in a manner less charac- 
teristic of brain distase. The kinds of early 
mental symptoms поќе їп this latter group 
may be broken down as follows : 

In 6 patients «(1 5%) paranoid delusions, 

" 
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with or without hallucinations, appeared 
early in the illness. The following is a char- 
acteristic case summary. 

A.K.—49-year-old woman, 5 years prior to ad- 
mission, while pregnant, refused to admit her preg- 
nancy, began accusing neighbors of being German 
spies. She developed a bad temper, became com- 
bative, and during the s juent years gradually 
became more confused, developed aphasia and 
urinary incontinence. > i 

e 
In 6 other patients (1596), depression, fre- 
quently with suicidal tendencies, was the 
initial psychiatric picture, as in the fóllowihg 


M.H.—36-year-old woman, following her meth- 
ers death, became progressively more depressed 
and agitated, stayed in bed and' refused food. Six 
months later she developed "urinary incontinence, 
became disoriented and was hospitalized, « 


e 

Seven patients (17.5%) began with marked 
personality changes—irresponsibility, персі 
of family, repeated vagrancy of drunkenness 
offenses. The remainihg 6 patients (15%) 
showed early behavior which would be classi- 
fied as neurotic—anxiety attacks, obsessive- 
ness, mild depressions, and irritability. One 
such case summary follows. 

H.S.—55-year-old man, was always considered 
“odd.” Five years prior to admission he was noted 
to be excessively irritable at small frustrations, and 
to be abnormally jealous of his wife. Witkin the 


next few years he developed somnolence, forget- 
fulness, and speech disturbances. R 


These findings are summarized in-Table T: 
Total incidence af memory loss in patients 
with cerebral atrophy-In, 2i of the 40 pa- 


‘tients, there was оп -admission a definite. 


history elicited of memery loss developing 
at some time prior to the patient's hospitali-. „e 
zation; of the control, group, in-3 there wa’ 
such a history. $ 

The mental status of 20 of the 40 patients 
on admission revealed some degree of mem- 


p + 


"TABLE 1 


INITIAL MENTAL ‘ABNORMALITIES “Noren IN РА-. 
TIENTS WITH SUBSEQUENTLY PROVEN CEREBRAR 
ATROPHY * д 


Memory 1озз............ 
Paranoid ideas . 
Depression , 
Conduct disorders E oe.’ 
(psychopathy ) 
“Neurotic” disturbanges. . 

` ° š 

Р 


ory loss. It was found іп 7 of 29 (24%) of 
the controls. 

Taken together, memory loss, as part of 
the history or as found on clinical examina- 
tion, occurred in 28 of the 40 patients with 
atrophy (70%) and in 8 of 29 controls 
(27.5%). 

Age.—The number of patients of different 
age groups, with cerebral atrophy, com- 
pared with those of the control group, is seen 
in Table 2. e 

Tt will be seen that то (25%) of the pa- 
tients with atrophy were under 40, and only 
3 were under 30. Where the pneumoen- 
cephalogram was negative, however, 21 pa- 
tients (7296) were under 40, and 12 (41.5%) 
were under 30. Thig would seem to indicate 
that cerebral atrophy as seen in a mental 
hospital population, although suspected fairly 
freqfiently in the younger age group, is un- 
common below the age of 40. 

Eight of the то cases who did show atro- 
phy, and were under 40, presented gross 
disorientation or memory loss; 5 had a his- 
tory of previous serious head injury, and 
5 had a history of excessive alcoholism, 
whereas of the control group of 21 cases un- 
der 40, 4 were found to have memory loss 
or disorjentation, and one patient had : a 
history of head jnjury. 

Hypertension and Heid Injury—Blood 
pressues in excess ofe150 systolic and 100 
diastolic were found at some time during 
hospitalization in 5 of the patients with cere- 
bral atrophy and in 5 controls. 

A definite history, of head injury was ob- 
tained in 5 patients with cerebral atrophy, 
only düie* af whom, however, had mental 
symptoms immediately following the injury 
History of head injuxy was obtained in 2 
controls. — . 

Neurological Signs—Thirty-five of the 
"40 patents (87.5%) as compared with 6 of 
29 controls (20.5%) either had convulsive 
seizures or showed some abnormality on neu- 
rologica] examination. The kind and in- 

> dup 
e TABLE 2 ee s 


4iæ 514^ бо 
50 бо plus* 


Age , 8 
Д 3 20 
Patients with ir Zz 
cerebral atrophy, т 2 7° 9 19° 2 
Controls «....... e$ 3$ €. 4 y 
© The hospital did not routinely admit patients ov 
this fact explains paucity of«patients in this age group. 
. 
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зо 


31- 
40 
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cidence of neurological signs is indicated in 
Table 3. 

Gait disturbances, the most common neu- 
rological symptom, were usually those of 
ataxia, staggering and wide-based gait, but in 
a few cases there was a marche à petit pas, 


and in one a spastic gait. Tremors were usu- . 


ally rhythmical, fine and bilateral, occasion- 
ally choreiform, Reflex abnormalities refer 
only to asymmetry of deep tendon reflexes, 
or the presence of a Babinskiesign. Speech 
disturbances, other than aphasia, were usu- 
ally dysarthria, occasionally stuttering or ab- 
normal movements of the muscles associated 
with speech, 

No neurological abnormalities were re- 
corded on examinationsin 8 patients with 
cerebral atrophy (20%) and in 19 controls 
(6596). A fine tremor of outstretched hands 
was the only neurological sign in 4 patients 
with atrophy and in 2 controls: if this is not 
considered pathological, the neurological ex- 
amination was negative in r2 patients 
(3076) and in 2r controls (72%). 

Cerebrospinal Fluid.—Total protein was 
elevated over 45 mgm% in 11 patients found 
to have cerebral atrophy and in то controls. 

Findings in patients lacking the "organic" 
mental syndrome.— Particular intérest at- 
taches to those patients with'cerebral atrophy 
in whose clinical history memory loss was 

“not brought out, and in whom it was "not 
found on examination, There were тї such 
patients (27.595). In 5 the clinieal symp- 
tomatology was chiefly paranoid in type, with 
delusions and hallucinations ; all 5 had prom- 


inent neurological abnormalities, In 5 other 


р 


ı TABLE 3 X 


es 


Li Patients Contrgls 
Gait disturbanceg .. * | 6 


Paresis of arm or leg 
Facial 'азуште!гу>®.... 
Unilateral ^, sensory? 

ances. 

57 Retinopathy Be 
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patients the psychiatric syndrome was de- | 


pression—in some agitated, in some retarded, 
In contrast with the preceding group, in 
these 5 the neurological examination was 
normal. Pneumoencephalogram was done in 
3 of these cases because the pattern of re- 
sults on psychometric examination was that 
of organic brain disease, in one because of a 
grossly abnormal EEG, arid in the last be- 
cause the patient responded to electric shock 
treatment by becoming wildly disoriented, 
"The case summary of, опе of these depressed 
Patients follows: © ? t 


M.K.—52-year-old woman, 2 years prior to ad- _ 


mission began to be depressed and inactive after the 
death of her husband and the discovery that her 
son had multiple sclerosis. Prior to this time she 
had been'a dependable, easy-going and hard-work- 
ing person, On admission she was noted to be 
negativistic, agitated, and appeared to be deeply de- 
Pressed, Neurological and cerebrospinal fluid ex- 
aminations were normal “She was given electric 
Shock treatment, developed urinary incontinence, 
and became completely disoriented. At this time 
the pneumoencephalogram was done. 


Reasons for suspicion of cerebral atrophy 
in the control cases.—GSixteen of the group 
with normal pneumoencephalograms (55%) 
gave no history or evidence of memory loss, 
nor showed any abnormalities on neuro- 
logical examination (as compared with 
12.5% of the group showing cerebral atro- 
phy). The findings of these control patients 
leading to the air Study were: elevated cere- 
"btospinal" fluid protein (7 cases), perform- 
ance en psychometric test suggestive of brain 
damage (3 cases), £rossly abnormal EEG 
(4 cases), 
factors (2 cases), ^ , 
"5 Comment2—Data used in this study have 
2 major limitations which are acknowledged : 
(X) The diagnosis of cerebral atrophy by 
radiological means is admittedly inaccurate, 
and mistakes are frequently made both in 
false positive and' false negative. readings. 
Error may well have occurred in the “соп- 
trol" group (calling pneumoencephalograms 
hormal when Subarechnoid,spaces were not 
filled Sufficiently to demonstrate atrophy). 
It is felt, "however, that by using only cases 
diagnosed by the radiologist as *moderate to 
advanced” atrophy, "error on the other side 
(calling a. normal pneumoencephalogram 
Pathological) was minimized. (2) The clini- 
histories obfained of these patients 
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varied, of course, in reliability and complete- 

: ness. There is no way to avoid the source of 
inaccuracy, but it does not affect the com- 
parison of data from histories of patients 
with pathglogical with those with normal 
pneumoencephalograms. 

That all kinds of brain disease may early 
manifest themselves by a, variety of psychi- 
atric phenomena, has of course long been 
known, and has been extensively documented 
in the cases of general paresis(5). This 
study merely reemphasizes the difficulty in 
the early diagnosis of' cerebral atrophy by 

‚ pointing out that, ip many cases, paranoia,‘ 
depression, or neurotic! personality disturb- 
ances overshadowed or preceded the onset 
of dementia. The relationship of these early 
symptoms to the brairi tissue loss is of course 
a difficult and subtle question. д 

It is recognized that the cases collected 
here under the diagrfosis of “cerebral atfo- 
phy” have various etiologies. Several, are 
próbabfy cases of Alzheimer's disease and 
Pick's disease; some probably have cere- 
brovascular disease, a few may have some 
relation to previous head trauma, and there 
may be a few cases of multiple sclerosis(6), 
Huntington's chorea (7), and rare syn- 
dromes such as olivopontocerebellar atrophy 
(8). There is, however, little reason to think 
that these different pathological processes 
responsible for cerebral atrophy give«differ- 
ent psychiatric syndromes, and this psychi- 
atric similarity of the end-product* of cere- 
bral atrophy is the justification for dealing 
‚ With the cases as a uniform group. 

. The clinical characteristics of those pa-' 
tients subsequently shown to have cerebral 
atrophy by x-ray аге in,somewhat sharp cong: 
trast to those with normal ‘pneumoencephale- 
grams with respect to age, mental status, and 
neurological findings. ‘The presence of cere- 
bral atrophy is rendered less probable by the 
existence of any one of 3 factors: (т) 
youth—particularly below 40; (2) absence 


of history of demonstrable memory loss om 


examination; (3) normal neuralogical ex- 
amination. With the presence of'a combina- 
tion of any 2.of these factors in бле case, 
cerebral atrophy is rendered mote’ improb- 
able, and the necessity of perforthing "a 


procedure with some risk, should be care- 
fully considered in such cases. 

* Suspicion of other brain disease than cere- 
bral atrophy, e.g., space-occupying lesions, 
may of course warrant pneumoencephalog- 
raphy, and it should be commented in pass- 
ing that the differential diagnosis of other 

* organic diseases of the nervous system is not 
here dealt with. There are some patients 
with brain tumors, for example, who pres- 
ent a gradually developing "behavioral dis- 
turbance which is a problem to diagnose as 

"organic" brain disease. Their number is 
small; the predictive criteria as to air study 
outlined here generally apply to this group 
also and, in addition, there are usually some 
signs or symptoms of increased intracranial 
pressure. 

At times, however, the presence in a young 
persen of an atypical unclassifiable psychosis, 
combined perhaps with EEG abnormality 
and some defect in performance on psycho- 
metric testing, leads to a pneumoencephalo- 
gram. As has been seen, the odds against 
the demonstration of cerebral atrophy in 
such a case are very great, The following is 
an illustrative case. 

K.H.—3s-year-ocld man, had always been irri- 
table, solitary, and unscrupulous. Within the past 
few months he had felt depressed, had had insonffia, 
and had shown d instability in work history. 
On examination he was alert, oriented, self-derisive, 
erraficein speech. Psychometric examination re- 
vealed discrepancies in performance like that seen 

+ in patients with brain damage. Electroencephalo- 
gram showed some diffuse abnormalities. Neuro- 
logical examination was negative, as was the pneu- 
moencephalogram. " - 


In "ipe, older. age group, however, there ` 


„were 5 casés with no marked memory іт 
pairment and no marked neurological ab- 
normalities, who ‘showed* cerebral atrophy 
on the pneumbencephalogram» АП these in- 
dividuals were clinically depressed. In the 
depressions of older age groups, then, the 
foregoing predictive criteria as to the results 
of the air study are less valuable. 


‹ 
Suwfrany AND CONCLUSIONS , 
P 


I. The early Clinital symptoms pa- 
tients with cerebral atrophy subsequently 
demonstrated by ‘pneumoencephalogram are 


Pneumoencephalogram, san «unconsfoxtable' reviewed, In 25 
y : E . s е 
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cases tle earliest abnor- , 
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malities noted were not memory loss or im- 
pairment, but paranoid ideas, depression, 
neurosis, or psychopathy. 

2. Clinical data of the patients with cere- 
bral atrophy were compared with those of a 
control group who were suspected of having 
cerebral atrophy, but had normal pneumoen- 


cephalograms. The diagnosis of cerebral’ 


atrophy is found to be positively correlated 
with 3 factors: (a) presence of memory 
impairment by “history or examination, (b) 
presence of abnormal findings on neurologi- 


cal examination, and (c) age over 40. ` 


With the absence of any т of these fac- 
tors the probability of demonstrating cere- 
bral atrophy radiologically is considerably 
diminished and with the absence of any 2 the 
probability becomes extremely small. 

3. Cerebral atrophy was found in* 5 pa- 
tients with depression, of the 40-66 age 


=» 3, 
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group, without evidence of memory impair- 


ment дг abnormalities in the neurological 


examination. 
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PSYCHIATRIC PATIENTS LOOK AT OLD AGE: LEVEL OF 
ADJUSTMENT AND ATTITUDES TOWARD AGING > ғ 


X HERMAN FEIFEL, Рн. D., Los AwcELEs, CALIF.? 


The rapidly growing proportion of middle- 


tionnaire, the aspect of "authority and pres- 


aged and'elderly persons in our population * tige" was presented as follows: 


has focused attention on the problems of 
aging and the ideas held by various groups 
about old age. Review of thé literature, 
Morgan(4), Landis(3), Tuckman and Lorge 
(5), on attitudes about aging emphasizes the 
generally negatiye outlook that most peopla 


` have toward the later.years of life. АП 3 


investigations dealt with people who showed 
no mental disturbances. » 

The present study has as its focus: (1) to 
determine the general attitudes of th€ men- 
tally sick toward aging; (2) to examine the 
relationship between devel of adjustment and 
attitudes toward aging; and (3) to compare 
these with the reported findings on normal 
subjects. 


METHOD 
ADMINISTRATION 


‚ To facilitate comparison with normal sub- 
jects, a questionnaire, identical to the one 
used by Tuckman and Lorge with graduate 
students, was administered to:2 grqups of 
patients at the Winter V. A. Hospital. The 
questionnaire touched on 21 aspects«of living, . 
e.g. “freedom from worry," "living ẹ full 
life," "authority and* prestige,” etc. The 


Patients were asked to*rank these aspects 


(е.7., when they thought people were most 


free from worry, had least authority ап, 


prestige, etc.) among 8 age periods ranging 
from childhood through old age. The life 
Span was divided as follows: childhood (up 
to 12 years); adolescence (from 13 to 19 
years) ; the age span from,20 on was divided 
into decades, the last category being 70 years 
and over. : $ 

As an example of the -directions and- 
method of àdnilüistration used in theeques- 


1A portion of this paper was read at the 1953 
Meeting of the American Psychological Association, 


Cleveland, Ohio. a ЕК, OT ap 
?From Winter V. А: Hospital, Topeka, Kansas.. 
?Now at V. A. Mental Hygiene iĉ, Los 

Angeles 15, Calif, P 
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AUTHORITY AND PRESTIGE 


G 

Directions: Reople have more authority and pres- 
tige а{ certain times in their lives than at others. 
After that period in life when you think people 
have the most authority and prestige, write the 
number 1; after that period which takes second 
place in this respect, write the number 2; until 
finally you write the number 8 after that period 
when you think people have least authority and 
prestige. © 


40 to 49 years 
50 to 59 years 
60 to 69 years 
70 years and over 


Up to 12 years 
I3 tẹ I9 years 
20 to 29 years 
30 to 39 years 


The full list of aspects of living to be ranked 
by the patients was as follows: 


HT 


Happiness Salary 
Freedom from Worry ^ Activity in Family Af- 
Financial Security fairs 
In the Swing of Things Taking Part in Active 
Freedom Sports 

ealth « Friends sta 
Interest in Religiog Clubs and Organizations 
Living a Full Ife Hobbies 
Authority and Prestige Ambition 
Nediled by Others e ‘Ability to Learn 


Meaningfulness of Life Interest in Politics 
Job Satisfaction 


Patients were instructed that the rankings 
were.to' bé accomplished by having “people 


in gehgral" in mind rather than themselves 


necessarily. The average time required to 


complete the questionnaire was about 30 © 
до minutes. In ddition*the patients were 
asked to answer the question “What does old 


.age mean tq you?” with a paragraph or two. 


e 3 
SUBJECTS d 


The eubjects comprised 2 groups of pa- 
tients. One consisted of 38 acutely disturbed 
closed ward patients in partial*tfemission’and 
the ether of 47 open*ward patients diagnosed 
as psychoneurotic and character and behavior 
disorders. Table$ 1, 2, and g give the rele- 
vant informatioh» сопсегпй the backgrounds 


of beth groups. Table 1 indicates tha£.pa- 
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ТАВГЕ 1 


DISTRIBUTION оғ DIAGNOSTIC CATEGORIES IN CLOSED: 
Warp AND OPEN Warp PATIENTS 


Category 


Involutional psychosis .... 

Schizophrenic reaction, catatonic.. 

Anxiety reaction ... 

Somatization reaction = 

Depressive reaction . — 15 
епіс reaction ... — 9 

Inadequate personality ..... — 10 

Passive-aggressive personality -- 9° 

Antisocial personality ...... — 9 

Schizoid personality ..... = 9 

Emotional instability reactién. — 4 

100 100 
Number of сазез................. 38 7 


TABLE 2 


Means, STANDARD Deviations, AND RANGES FoR 
INTELLIGENCE, AGE, AND EDUCATION or CLosED 
Waro AND Oren Warn PATIENTS 


i 


. 


^ TABLE3 ^ PA 


a Occurattonat, BACKGROUND or Сгозр, W. 
AND Ovex Warp PATENTS ` "y 


е end нон pP 
Occupatjon » em i % * 
Professional uu p 12 
Clerical .. 26 o 26 
" Skillee~ ‚ ® уй 
Unskilled . 16. 5 
Farmer . rtr 18* 17. 
~ *. _ Se E . 
100 ë 
Мишер, of cases..2..... 38 pu ы 
> ^ e vou 
^» ^ . Я z ая ` 


m$ Ы ^ 
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tients with schizophrenic reactions, paranoid 
type, dominate the closed ward population, 
and that the anxiety reaction category fol- 
lowed by the somatization and depressive 
reactions make up the major groups in the 
open ward. Table 2 shows that both groups 
are well matched on thé variables of intel- 


“ ligence, age, and education. They are slightly 


above average in intelligence, have mean ages 

in the 30’s, and have completed close to 3 

years of high school. "Table 3 shows that 

skilled and clerical occupatiorial back- 

grounds’principally, characterize. both groups 

‘of patients, yt Км ' 
`. |. RrsurTS 

At each age period, mean ranks were de- 
termined for both groups for each of the 2r 
listed a§pects of living. Separate analyses 
were carried out for thóse under and over 
35 yeárs in both groups, but in neither did 
reliable differences appear between the ranks 
assigned to the varidus age periods. This 
finding agrees with that of Tuckman and 
Lorge who also found no significant differs 
ences between the mean ranks assigned the 
various age periods by graduate students 
(mean age, 31.2 years) under and over 30 
years of age. As a consequence, only total 
group determinations are reported in the 
Preserit study. 

Tables 4 and 5, respectively, show the 
avesage ranks assigned by the closed ward 
patients to the 8 age periods 
for the 21 aspects’ of life adjustment. A 
coefficient of concorddhce, W (1), which pro- 
vides an estimate of the degree of agreement 

еёп subjects oa each aspect is also in- 
у хап vary from о to 1; the larger 
the W, the higher.the degree of agreement. 

th groups, the coefficients ої, concord- 
ance for most aspects differ substantially 
from zero. However, there is a wide range 
of concordance— from or to .86in the closed 
Ward group and from .о2 to 86 in the open 
ward group. In both groups there was 


‘greatest agreément in ranking the aspects of 


«coking part in active sports,” “health,” and 
ability to learn,"; least agreement for the 
——— i 
Ws meg S — sum of squares of 
deviation’ from” mean BORD ; m= number of 
judges; and n — number of judgments, 
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TABLE 4 


Mean RANKS or Ace PERIODS ror 21 Aspects or Lire ADJUSTMENT BY 38 CLosep WARD PATIENTS, 


TOGETHER WITH CONCORDANCE MEASURE IN THESE RANKINGS 


s 
Aspect of life adjustment" Урота 13-19 
Happiness ж 3.2 
Freedom from worry : 29 
Financial security * 46 47 
In the swing of thing: 62* 43 
Freedom... 31. 28 
Health « 2.9 22 
Interest in religion. 44. 47 
Living a full life... 61, 48 
Authority and prestige 69 . $9 
"Needed by others.. 37 42. 
Meaningfulness of lif 7I 56 ` 
Job satisfaction .. 72 5.2 
Salary а= 75 бл 
Activity іп family affairs. 61 “$8 
Taking part in active sports. 3.6 1.3 
Friends ........ TO 49 34 
Clubs and organizations У 4.4 
Hobbies ... 59 
Ambition .. 3.2 


23 


Interest in politics. 6.1 


Mean rank for age periods 


20-29 30-39 40-49 50-59 60-69 
4.0 3.9 45 55 5.9 
44 5.0 5.2 5.6 5.6 
42 36 36 45 5.0 
a eds 22 33 47 57 
3.3 47 52, 56 57 
23 3.6 48 58 67 
“46 45 49 45 43 
33 26 32 41 5.2 
45 33 3.0 28 37 
* 43 43 AS Hom SE 
36 26 32 39 47 
34 24 30. 37 49 
30 2.5 22 279 46 
3.0 27 3.1 41 5.1 
21 30 48 58 68 
„36 40 42 46 5.3 
95773,3 28 3.2 4.1 5.1 
37 "35 WX 43.50 
17 26 4.1 5.3 6.5 
2.5 3.5 46 5.6 6.8 
36 22 2.6 3.5 46 
° 
ТАВГЕ 5 ° 


Concordance 
in rai 
and o over Ww 
6.3 28 
5.7 39 
5.9 ло 
PRI «50 
55 25 
77 72 
42 “о 
6.7 36 
57 39 
52 04 
5.3 «36 
63 47 
6.7 40 
6.6 37 
79 86 
5.9 43 
6.6 .35 
58 3 
7.5 66 
79 75 
б.т .59 

LJ 


[] СД 
Mean RANKS or Ace PERIODS FOR 21 Aspects or LIFE ADJUSTMENT BY 47 Open Warp PATIENTS, 
TOGETHER WITH CONCORDANCE MEASURE IN THESE (RANKINGS 
e 


o 


Aspect of life adjdstmbnt |, * 13-46 


a Up.to 12 


Happiness ......... ^ 3.0 2.6 
* Freedom from Worry. Lg 2.6 
Financial security 5.2 55 
Tn the swing of thing: 540° 39 
Freedom 42 37. 
Health .„ 26 « 19 
Interest in religion. 5.9 5.2 
Living a full life... 51' 4.0 
он and prestige 75 6.2 
Needed by others. 38 .37 
Meaningfulness of }; 70 54 
Job satisfaction 7л 5.4 
Басу „йел 73 57 
Activity in family affairs. О | 
Taking part in active sports.... 38° 14 


Friends 


Abiit to learn..... 
Interest in politics...0. 


& Mean rank for age periods 
‹ 


20-29 30-39 40-49 50-59 ` 60-69 
35 35 5 43 53. 65 

43 5.0 55 6.1 
51 38e. ,31 . 38 44 
A4,. .26 34 47 62 
S2 30. 40 50 53 
925 37 48 59 © 68 
56 °4-4° 40, 39 37 
a1 as 36 47 58 
42, 29, 24 "28 43 
44 944 e 46 47 51 
743 зт $3 35 43 
36 о 23 26 34 '*49 
38 24 21 3.1 48 
34 ap? 49 43 56 
И? 34 46 58 6.9 
Ў 34 40 „49 5.6 
23 2.9 41* 5.3 
35.. $1 35, 8 
dos sd 

a3 "46 5 : 
25 e021 «28 42 

7 


Сопсогдапсе 
in rank 

ando over w 
па 149 
6.5' 54 
51 +12 
72 48 

e I as © 
79 82 
3.5 14 
*70 34 
58 «56 
53 05 
51 28 
6.5 53 
6.6 63 
7.0, 47 
9 ° 86 
Er E 
6. «32 
e rri 
77 ' 6 
* 78 74 
57e 70 
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aspects of “needed by others” and “financial 

security.” In addition, the closed ward ра- 
tients showed high agreement in ranking the 

aspect of “salary” and little agreement in 

ranking “interest in religion” ; the open ward 

patients, high agreement in ranking “interest 

in politics” and little agreement in ranking 

“hobbies.” 

Inspection of Tables 4 and 5 discloses that 
the age periods chosen as most and least 
favorable vary fer the different aspects. The 
closed ward patients consider the 30's as 
generally most favorable, followed by adoles- 
cence, and then childhood. The open ward 
patients regard adolescence, the 20's, 30's, 
and 40's as almost all equally favorable. It 
is interesting to note that after the 40's no 
age period is considered* as most favorable 
for any aspect except the 70's and over for 
“interest in religion,” and the 50's for the 
aspect of "authority and prestige" by the 
closed ward patients. In the main, both 
groups rank the young adult years, adoles- 
cence, and childhood more favorably than 
any of the later year periods. These findings 
are also in substantial accord with the results 
of Tuckman and Lorge. 

The closed ward patients seem to think of 
childhood as a time when people are happy 
andeinworried, and needed by other persons; 
adolescence is par excellence the time of life 
for taking part in sports, for health, learning, 
being free, and having’ friends; the 20's, the 
Period when ambition is at its peak; the 30’s, 
_ when people are really in the swing of things, 
living the full life, active in family affairs, 
and most interested in^ politics ;° the 40's, 
when people make the most money ; the"so's, 
when they have the greatest prestige and 
authority ; the 70’s and over, when interest 
in religion becomes paramount. The picture 
is much the same for the open ward patients, 

, but there are differences. The open ward 
„patients consider adolescence rather? than 
childhood as the happiest time of life and 
one when they are most needed by others? 
the 20's, when people are really free;and in 
the swing of things; the 40's, when they are 
most interested in politics, have greatest 

vauthor‘tv.and prestige, are financially secure, 
and go in most for hobbies. Jt is conjectured 
that imany of the patients interpreted» the 
aspect of,"needec by others" to mean “а 
need.sor others."» Оп the whole, the possib?e 
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effects of lack of reality contact and bizarre 
interpretations were surprisingly minimal. It 
should be recognized that the questionnaire 
approach used in this study most likely taps 
"public attitudes," conscious and relatively 
superficial reactions reflecting social con- 
formity, more than it does the “deep layers” 


"of the personality. . 


То facilitate further comparison with the 
student population-of Tuckman and Lorge, 
the 21 aspects were categorized as follows: 
physical and psychological functioning— 
“health,” "taking part.in active sports," and 
"ability to learn"; employment— "salary," 
“job satisfaction,” and “ambition”; status. 
and social participatión—"'activity in family 
affairs," “friends,” “needed by others," and 
“authority and prestige"; activities and in- 
terests*“‘interest in politics," “clubs and 
organizations,” “interest: in religion,” and 
"hobbies"; general yalues—“happiness,” 
“freedom,” “living a full life,” “financial 
security,” “freedom frem worry,” “meaning- 
fulness of life,” and “in the swing of things.” 


All 3 groups show similar patterns for, - 


those aspects involving physical and psycho- 
logical functioning, values, and status and 
social participation. They place the median 
peak age period for physical and psycho- 
logical functioning in adolescence; for values, 
in the«20's; and for status and social par- 
ticipation, approximately in the 30's. 

With regard to employment, both groups 
of patients place the median peak in the 30's. 
The students, by contrast, put it in the 40's. 

The largest disparity in median peak rank- 
ing is with respect to those aspects involving | 
activities and"interests, except for “interest 


„їп religion" which all groups place in the 70's 


айй over period. The closed ward patients 
place the median peak period in the:30’s; the 
open ward patients, in the 40's; the students, 


, in the 5o's, Although the closed ward pa- 


tients rank the median peak age period for 
activities and interests earlier than do the 
open ward patients, both groups of patients 
place it earliemthan do the students. 
»Follpwing: the exaniple ef» Tuckman and 
Lorge, the data were additionally analyzed 
by considering the age period given rank I 


э 


(most favorable) or rank 8 (least favorable). 
The findings substantiate those already indi- 
cated» The data reveal that both closed ward 
and open ward patients терага the early and 
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intermediate years of life more favorably and prestige,” “interest in religion,” and 


than the later ones, This is also the finding , 
for the students. А 
Fifty-eight to 87% of the closed ward pa- 


"interest in politics.” 
On the choice of childhood as the most 
happy period of life, a comparison of our 


tients céasider childhood and adolescence as findings with those mentioned in the litera- 


the most favorable periods for aspects like 
“freedom from worry,” “taking part in active 


ture indicates that the obtained figure of 
47% for the closed ward patients is higher 


sports,” “ability to learn,” “happiness,” and ап those reported. Morgan and Landis 


"freedom." ‘Fifty-six to 93% of the open 
ward patients see these age periods as«most 
favorable for "freedom, from.worry,” “tak- 


(2) found that 14.5% and 11.17%, respec- 
tively, of their subjects (65 to 98 years of 
age) chose childhood (fróm 5 to r5 years) 


ing part in active sports,” “health,” “ability as the most happy period. Tuckman and 


to learn," 
others.” К. , 
_ Sixty-six to 84% of the closed ward pa- 
tients and 56% to.88% of the open ward 
‘patients rank the 20's, 30's and 40’s as the 
most desirable periods for a majority of the 
aspects—"in the swing of things,” "living a 
full life,” *meaningfulness of life,” “job satis- 
faction,” “salary,” “activity in family affairs,” 
“clubs and organizations," "ambition, 
"intefest in politics." 

Only a small percentage in either group 
consider the period from 60 and on as favor- 
able for any aspect except "interest in re- 
ligion.” Fifty percent or more of the closed 
ward patients regard the age period of 70 
and over as least favorable for the aspects 
of “happiness,” “health,” “living a full life,” 
“taking part in active sports,” “ambition,” 
and “ability to learn.” In addition:to these 
6 aspects, over 50% of the open ward pa- 
tients also consider this period as least favor- 
able for “freedeém from worry," “in the 
swing of things,” and “friends.” Actually, 
for'some aspects, fewer than 5% consider 
any.age period beyond’ the 20's and 30's as 
most favorable. This,is true for the cloged' 
ward patients with respect +6 “taking part 
in active sports” after the 20's, and for “am- 
bition” after the,30’8; for the open ward pa-: 
tients, for “taking part in active spo 
the 20's and for health" and “freedom from 
worry" after the 30's. $ 

Nevertheless, some aspects reveal ап op- 
posite trend. For example, fewer than 29% 
of the closed ward patients corisider the 70's 
and over as:least favorable for "interest in 
religion" and “interest, in politics.” In the 
open ward group, fewer than 2090 see this 
period as least favorable for “firtancial se- 


“happiness,” and “needed by 


< 


curity,” “meaningfulness of life,” “authority ‘possibility to my atte: 


rts” after” P 


а 


Lorge found that 35% of their students 
ranked childhood as the most happy age. 
Part of the difference between the figure 
obtained for the closed ward patients and 
those reported by Morgan and Landis may 
be due to the age ‘differences in the popula- 
tions involved and possibly divergent con- 
ceptions of the meaning of happiness. With 
regard to the Tuckman and Lorge data, their 


" and figure of 35% is close to the 3276 obtained 


for the open ward patients. The stress placed 
by the closed ward patients on childhood as 
the most happy period may express the 
keenly felt discrepancy between their present 
status and a time when life seemed less com- 
plex and offered more hope. Although the 
relationship is certainly not striking nor 
necessary, one might speculate about tHf'pos- 
sible relevance of this: finding to concepts 
like fixation ‘and regression." 2 
е emphasis by the patients on the early 
years of life as most happy can be more 
clearly seen when the periods of childhood: 
and adolescence are combined. Sixty per- 
cent of the closed ward and 62% of the open 
ward patients viéw these years as the most 
happy. For these same periods, Tuckman 
and Lorge report 47% ; Morgan and Landis, 
23.4% and 30.4%, respectively, even though 
the latter 2 investigators 'considered the 
eried of adolescence to extend up to 25. 
‘years of age. у 
With reference to the early years of adult- 
hood (24-45 years) in this connection, 
Landis and Morgan reported that 51.4% and 
49.1% of their people, respsctively, ranked 
this period as the most happy one. When the 
data were prorated, results for this similar 
period were approximately 32% for the 
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Tuckman and Lorge population, 28% for 
the open ward, and 2046 for the closed ward 
patients. The data imply that, at the time of 
ranking, a majority in all groups considered 
the most happy years of life as already 
having passed. It is probably true that these 
rankings reflect status at the time of re- 
sponding—half of the older people were re- 
ceiving old age assistance, the students were 
faced with, as yet, unaccomplished goals, and 
the rest were patients in a hospital. Never- 
theless, despite these varying conditions, the 
directional trend in regarding the younger 
years of life as more happy than the later 
ones is the same for all the groups. 

With regard to employment, it is intri- 
guing to note that many patients do not nec- 
essarily equate job satisfaction with salary. 
Rather, they seem to believe that when 
maximum salary is achieved, job satisfaction 
begins to decline, For example, the largest 
group of open ward patients, 3896, chose 
the 30's as the most favorable period for 
“Job satisfaction" ; only 17% considered this 
same period as most favorable for "salary." 
On the other hand, the largest group of open 
ward patients, 43%, chose the 40's as the 
most favorable period for “salary” ; but only 
21% considered this same period as most 
favosable for “job satisfaction.” s 

Table 6 summarizes the various response 


„ 


? TABLE 65 . n 


SIGNIFICANCE or THE DIFFERENCES BETWEEN RE- 
> SPONSE CATEGORY PERCENTAGES or CLoszD WARD 
AND OPEN,WARD PATIENTS TO THE QUESTION 
"Wnar Does Огр Ace MEAN то.Уош?” 


> Signif. 
Dye 
? Proportion Proportion “between” 
>  ofclosed of open closed 
D) Nos › werd and open 
Category ^ A % nro Bum 
Inactivity ............. 26 3 4 OI 
^ Have to depend on E 
* оће 16 17 NS*? 
Restful period ........ 3 20 „OI 
Life has little 2 
meaning ......2: 9:99 E 4 NS. 
Wisdom 5nd maturity.. 11 6, NS 
Don'tsknow—hdgn't 
reached that stage yet 13, 5 6 N.S. 
"Death aj;*9ac*ing ; the vest 
end. ...9 26 „20 N.S. 
Physiological г? 2 or 
» — oM 
» * >, 2 
100 100 


47 ae 
* No signifiednt difference aj. +05 level of probability. 
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categories obtained from both patient groups 
in answer to the question “What does old 
age mean to you?" Pertentages for each 
category and the reliability of the differences 
between them are indicated. The Jeliability 
of the response categories was determined 
by having an independent scorer also cate- 
gorize the answers. The agreement was 
91% indicating that classification of the 
responses was carried out with a high degree 
of consistenty. es С 

Table 6 also reveals that the closed ward 
Patients view old age mainly as a period of 
ipactivity when one is no longer able to, 


accomplish'much (26%) ;*becoming depend- .. ' 
ent on others (16%), and heralding the > 


approach of death(26%). In similar vein, 
the open. ward patients consider the later 
years of life essentially as a period of physi- 
ological decline (23%), when you have to 
depend.on others (17%,), and foreshadow- 
ing the end of life (20%). Nevertheless, a 
definite minority in both groups of patienfs 
regard the later years in a more positive 
light. Eleven percent of the closed ward, 
and 6% of the open ward patients think of 
old age as a period when one can wisely 
bring to bear the accumulated experiences of 
a lifetime. Also, 20% of the open ward pa- 
tients and 3% of the closed ward patients 
see old, age as a time when life becomes 
restful and easy because one can reap the 
rewards of his life's work. It is noteworthy, 
that 13% ,of the closed ward patients and 

% of the open ward patients blocked on 
or avoided directly answering the question. 


To some extent, this probably mirrors the « — 


difficulties tha? many, patients have in dealing 
with future ‘events symbolically. 

-With respect to significant differences be- 
tween the patient groups, at the r% level, 
the closed ward patients significantly more 


‚ often view old age as a periód of inactivity, 


and {һе open ward patients significantly 
more often regard it as a time of physiologi- 
cal decline, and, also, as а: restful period. 
Seemingly, even though many of the open 
ward patients stress the physiological decline 
which occurs in old age, they do not feel that 
this necessarily leads to inactivity ; or, it may 
be, that implied in the concept of physiologi- 
cal десїїйе is'the idea of inactivity thus mak- 
ing the disparity between the groups on this 
point much less than appears. In like man- 
ner, it is possibíe that one explanation for 
ду 


ok 


1954] 


the discrepancy between the groups concern- 
ing old age as a restful period may be that 
implicit in the closed ward patient rankings 
of inactivity is the idea of taking it easy and 
resting ia, the later years of life. 


А 
‚ SUMALARY. AND CONCLUSIONS . 


I. It is ciel dique from the favorable 
positions accorded childhood, «adolescence, 
and the early years 6f maturity as contrasted 
with the negative perspective held toward the 
later years*of life, that-both groups of pa- 
_ tients zay view old age with a gloomy 
= eye. 

42: The desis of Regul ышан їп 
the patients has little seeming effect on their 
over-all saturnine attitude toward o ld age. 3 

3. In both the closed'ward and open ward 
patients, there‘appears to'be little associatio 
between the age of the patients and pos 
outlook on aging. This agrees with tpe re- 
ported findings in the literature for “normal” 
groups. It is notable that both groups of 

* patients, with mean ages in the 30's, regard 
this age period to be most favorable for the 
aspects of "living a full life," “meaningful- 
ness of life,” “job satisfaction,” “activity i in 
family affairs,” and “clubs and organiza- 
tions” ; also, that many of them felt that for 
those in this age period the most favorable 
years for aspects like “happiness,” “freedom 
from worry," "health," “ability to léarn," 
"friends," and "ambition" have HAS. 
passed by. « : 

4. The negative са of Ње паа 

* to the older years of life is also consonarit 
With, the attitudes repofted in the literature 


for various "normal" segments of the popyt«*- 


lation. The conspicuous ‘featufe,of this find- 
ing is that So little difference can be at- 
tributed to mental illness per зе, of either 
moderate or severe degree. : It seems that ° 
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attitudes toward old age, at least on the level 
e tapped by the questionnaire method used in 
"this study, are heavily determined by a wide- 
spread social attitude or ideology, rather than 
by idiosyncratic experiences. 

lt is often said that our culture highly 
values youth and sees little to admire or look 
forward to in old age. The findings of this 
study give substance to these impressionistic 
statements by sociologists. They emphasize 
the extraordinary degree “of uniformity in 
attitudes toward aging which is maintained, 
even in the most deviant members of the 
community, as far as their mental health is 
concerned. 

5. There should be little doubt concerning 
the need for an educational program to train 
people for adjustment to old age. It could 
havé the broad aim of anticipating and pre- 
vesting the anxieties and maladjustments 
attendant on growing old. We possess 
mounting evidence that age changes are not 
uniform and that distinct individual differ- 
ences exist; not only are there well-estab- 
lished inter-individual variations, but intra- 
individual ones as well. In addition, data 
increasingly suggest that the manner in 
which the culture treats and reacts to aging, 
as well as the person's own concept of what 
it means to grow old, may be respoffsible 
for more psychological «difficulties than the 

jng«sprocess per se. An honest reevaluation, 
of our thinking Concerning old age is called 
for. 
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INSULIN COMA THERAPY I 
A Srupy or RESULTS IN AN Army Hosrrrar * 


CAPT. JOSEPH E. LIFSCHUTZ, MC, San Francisco, CALIF. e 


One of the most difficult problems in 
modern psychiatry is the evaluation of the 
results of treatment, whether psychother- 
apeutic or somatic. The author had chárge 
of the insulin cóma ward of the neuropsy- 
chiatric service at a large army hospital for 
almost a year during 1953 and 1954.' The 
following is a study of the results of this 
method of treatment since October 1951, 
when it was begun here, to the present time 
(June 1954). 

It is well known that the problems in- 
volved in scientific evaluation of this form 
of therapy are great indeed. In a recent 
critique on insulin treatment in schizo- 
phrenia, David(1) states the following : 


is complicated by a 
isti as evi- 


nstandardized criteria for the initial selec- 
tion of patients for IST, Frequently, acute and 
chronic cases are mixed into the same group, 
therésy contaminating the findings. É 

(2) Unstandarized criteria forthe assessment of 
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"tensiort; tc.» The goal of each treatment is 


à deep cbma, with no "shock" in any sense 
desirable. A - 


1 From Madigan ArmyyHospital, Tacoma, Wasa, 
apie 54 : 


A > 
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To return to David's tritical remarks on 
"insulin research: we shall indicate how we 
have attempted to approximate ideal con- 
ditions for the" evaluation of our series: , 

We found that 89 patients had had a full 
course of insulin coma therapy sincé October 
1951. Мапу more had begun treatment and 
had been dropped for varicus reasons. ‘A’ 
"full course" meant 30 or more comas (поб 
treatments) in 68 cases, and between 20 to 
30 comas in 21 cases. Patients with fewer 
than 20 comas were rot considered to have 
had a full course. >, 

We first matched our insulin-treated group 
witht a control group by diagnosis only, not 
considering chtonicity or severity of illness. 
The Control groups weéte selected entitely at 
random from among patients contemporary 
in the hospital with the insulin group, with. 
no consideration of any other forms of ther- 
apy, except that the controls did not get 
insulin, 

The diagnosis were as follows: In the in- 
sulin coma group—89 patients (100%): 
schizophrenia, paranoid, 54 patients (61%) ; 
schizophrenia, catatonic, 15 patients (17%); 
Schizophrenia, latent, 3 patients (3%); 
schizophrenia, simple, 2 patients (2%); 
schizophrenia, mixed, 12 patients (14%); 


жш, 3 patients (3%). 


the control ^group—8g patients” } 


n 
(100%): schizophrenia, paranoid, 55 pa- 


"тіз. (62% ) ;, schizophrenia, catatonic, 16 


patients (189%) ; schizophrenia, latent, 3 pa- 
tients (39) ; schizophrenia, simple, 2 pa- 
tients (2%) ; schizophrenia, mixed, 12 pa- 


' tients (149) ; other, з patients (3%). 


The sex, color, and age 
2 groups were as follows: . 
| Sex: All patients іп- both, groups were 


matchings of the 


AT ° m ө, ° 
„ Color: Ini the insulin coma group (89 pa- 
tients), 66 (67%) were white; 15'(17%), 
negro; 14 (1696) »unknown. In the control 
group (89 patients), 6o (67%), white; 16 
(1825) зевто 3 (3%), other; то (11%), 
unknown. A 7 
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Аде: 
45): аве 19, 4 
69 patients (78%); age 30-39, 8 patients 
(9%); age 40-45, 2 patients (2%); un- 
known 6 patients (7%). Control group 
(range: 17-45): age 17-19, 4 patients 
(4%) ; age 20-29, 70 patients (79%) ; age 
30-39, 11 patients (12%) ; age 40-45, 3 pa- 
tients (3%) ; unknown, 1 patient (1%). 

‘The chronicity of illness' in, both series 

was as- follows: insulin coma -group: acute, 
37 patients (42%); chronic, 48 patients 
(54%) ; unknown, 4 patients. (4%). Con- 
‘trol group: Acute, 35 patients (39%); 
“chronic, 53 patients (60%); unknown, I pa- 
tient (1%). 
* The matching of our insulin patients with 
controls, then, so far as diagnosis,. Sex, color, 
age, and chronicity of, illness аге concerned 
is as close as could” possibly. be done. Only 
in the severity of Шћеѕѕ is there а significant 
difference in the 2 groups; a larger nymber 
of inSulin-treated patients were rated se- 
verely ill as compared with the controls. 

Severity of Iliness—Insulin coma group: 
severe, 57 patients (64%) ; moderate, 25 pa- 
tients (28%); mild, 2 patients (2%) ; un- 
known, 5 patients (6%). 

Control group: severe, 45 patients (51%); 
moderate, 36 patients (40%); mild, 7 pa- 
tients (896) ; unknown, І patient (1%). 

Electroshock treatment.—It “is interesting 
to note that even in the matter of whether 
the patient had had a course of elettric shock 
therapy the 2 groups matched well. (Most 
‚ of the insulin patients ‘who had EST had it 
before insulin was instituted. )о These figures 

are as follows: Insulif coma group EST, 

50 patients (56%); ло EST; 33 patients · 

(37%) ; unknown, 6 patients (776). • 

Control group: EST, 51 patients (57%) ; 


Insulin coma group (range: 19- 


no EST, 36 vege (40%) ;' unknown, 2 


„ 


patients (2%). е 


RESULTS s 
Criteria for ‘the assessment of changè ~ 


Our criteria in both groups аге clinical csi- · 


teria only. The clinical record of eath pa- 
tient was studied for a statement,of his men- 
tal status at the time of final disposition, , In 
addition, the actual practical disposition was 
noted— whether he returned to ful? military 
duty, or, at the other, extreme, whether he 
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was transferred to a Veterans Administra- 


tients (476); age 20-29, „ tion Hospital. Five categories of change 


were then established: 

о. Unimproved, and transferred to a 
Veterans Administration Hospital. 

т. Slightly improved and transferred to а 
Veterans Administration Hospital. 

2. Slightly improved and discharged to 
owp custody or to family. 

3. Improved, much improved, or in com- 
plete remission and discharged to own cus- 
tody, 

4. Improved, much improved, or in com- 
plete remission and returned to military 
duty. 

In our evaluation of clinical change the 
date of the evaluation, i.e. the time of dis- 
position, varied fróm one to 6 months after 
the termination of insulin treatment in the 
insulin groups, the average time being 2 to 3 
mónths. Tentative efforts were made to 
assess results in both insulin and control 
groups after an adequate follow-up study, 
but in the military setting it was soon found 
that it was impossible to trace our patients 
very far after they left the hospital. To find 
our patients a year, for example, after they 
left the hospital, would require extended 
efforts by many social agencies all over the 
country, and, ip any case, we would Prob- 
ably lose such a large namber of patients as 
to gmake the ‘efforts got worth while. Thig 
study involves short-term results, then, but 
includes every member of the series, where 


all members have been evaluated in a stand- « 


ard manner by a fairly constant *psychiatric 
staffa Results of treatment aré shown in, 
Tables » and 2. ' 

-A study of the results of treatment, hy 
diagnosis, shows, that. ahout twice as many 
patients diagposed catatonic improved with- 
e ° TABLE 1 
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RESULTS OF TREATMENT 


Control group 
Percent- 
No. df — cimprove: 
patents t 
15 17 
ІФ, «um 14 € 
18 o 2., 
e 95 = 39 
9 10 
Pete Кы UUAN 
° 89* = 
© » pas t 3 Р! 
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INSULIN COMA THERAPY 
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é TABLE 2 


Resutts sy DIAGNOSIS, WITH Мумвевѕ or PATIENTS CHARTER 


Category of improvement 


Total SA т 2 3 pcos a 
Diagnosis Tc ТОО IUe UT CG. TC 
Schizophrenia, paranoid .. 55 LAS) Ome “чу Хо е 20. Б БОО 
Schizophrenia, catatonic . 16 р toga I 2. бла CO S Oe Oro) 
Schizophrenia, latent .. 3 DEC 081.50 I I OP EUCH SIS or» 00156. 
Schizophrenia, simple .. 2 оо 0/0) T 2 I о Тооно 
Schizophrenia, mixed .. то au a T i EN AEE Q2 000 
Unknown . eA. ОТОО Оа I 0 I 2 0 
"Total . M 10-15 та 12008. 187031. 35 7 9 ,2 0 

I= Insulin Coma Patients. e n J 


C = Control Patients, 


out insulin coma therapy, compared with the 
same diagnostic group who got insulin coma 
therapy. There were no significant differ- 
ences of any other kind іг? ће results, broken 
down diagnostically. › 

There were, similarly, no significant dif- 
ferences between the 2 groups considered.as 
a whole. If anything, the insulin-treated 
group showed a somewhat larger percentage 
of no improvement whatever, 21% as com- 
pared with 17% for the controls. The con- 
trol group showed slightly better results in 
categories 3 and 4. 

Average length of Hospitalization by 
Category of Improvement.—Insulin coma 
group (7.1 months average, for total group.) 
—Category o, 84 months Average; 1, 8$ 
months average; 2, 64 months average; 3, 7 
months average; 4, 64 months average. Gen: 
trol group (4.2 months average, for total 
group.)—Category о, :55 months average; 
I, 44 months average ; 2, 34 months average; 
3, 4$ топі average; 43 month? average. 

One of David's criticisms of insulin re- 

› 


2 Y А Ы y . 
search was the frequent mixing of acute and 


chronic cases, contaminating: the findings. 
Table 3 gives ‚а detailed analysis charting 
categories of improvement against (1) treat- 
ment with EST (2) chronicity (3) severity 
of illness for both insulin and control 
groups. ү o 

These findings tend to show: (т) EST 
alone} appears to be aseffective, if not more 
effective than insulin alone or in combination 
with insulin. (2) Improvement in the acutely , 
ill group occurs with the same rate for both 
insulin and control groups. (3) Similarly, 
among chronically ill patients there was no 
significant difference in the rate of improve- 
ment between the 2 groups. (4) Signifi- 
cantly more seriously ill patients are tried on 
insulin., The percentage of improvement for 
them, however, is the same as in the control 
group. > 

We feel we have complied with proper insu- 
lin research techniques; as outlined by David. 


» In table 3 wẹ have'charted results of acute ." 


and chtonic cases separately. 


Mee › i 
NS & TABLE 3, SFERIA 
К › 
RESULTS OF TREATMENT foR ACUTE AND CHRONIC Cases E 

$ Total group oandr 2 SEU ? 
t A ———_ 
I еа PEE ines eC eo oo 
н isc TU Ao ct 006^ Per) CÓ pen Per- Per- Per- 
Nos оно Ney No Norai сей cent cent cent cent 
of pa fpa- — ofpa- ора ‚обра. Өр of of of о 
ат Prop Benny ens Gents? tents total «oui total ^ total total 
е Jot pte 89 roð ы 35 27 ўї 18 20 15 20 38. 43 44 49 2 2 о 0 
MNA ES с IHE HI INIRE 
No 4 a 4 42:13 36 17 52, 4 охоо 
j d te RU 7 dus TA isa ооа оное 2 34 E ae d 34 о о 
(Chronicit; Chyoni Basis b 44442249 29g 3:27 
сеа ze x n 53 59 Е B 33 4i 14 29, 15 28 8 12 16 $1 0 ооо 
7^0 > Severe 37.5264 49 50.30, $2 ar gpa DS 109 t. A3 r, Mj a fo о о 
Е 3 ag st o "DE naut шю o ss “oo 

ч ү о 97.30 7:97.91) ar 
» eB 26 I> 2 І 10 о› 02 03 о ay SS = Eus H 8 2 49 H E 
ny п Сата Patients, > ) 
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т Our criteria for clinical change were 

| largely practical: did the patient return to 
duty, or did his hospitalization continue else- 
where? Also, the standardized statements 
of condition at time of disposition universally 
used in psychiatric hospitals were accepted, 
although, each clinical record in both insulin 
and control groups was' carefully studied for 
corroboration or negation. 

с Our groups were” extremely closely 
matched with regard to.diagnosis, sex, age, 
color, and chronicity of illness, Insulin 
treated cases tended іо Ње moré severely ill 
‘than the controls. ,, Pos 0 

= з The lapse of timè between termination 
| of treatment and evaluatjon was the iaxi- 
| fnum possible in our setting." Either we had 
| an evaluation of re$ults at this timg or rio 
evaluation at all | «^ ó 


a 


" LI P . 
Summary AND CONCLUSIONS 


»Inselin coma therapy has been used dt this 
hospital since October 1951. Up to June, 
| 1954, 89 patients had received a full course 

| of therapy. A very closely matched group of 

- control patients was obtained, with follow- 
— ing conclusions: 
— I, The insulin coma group showed essen- 
- tially the same number of improved patients 
as the control group. Figures for the con- 
trol group were actually slightly better. 
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2. The results in the group diagnosed 
«catatonic schizophrenia were much better 
for the control group than for the insulin 
treated group. There was no difference in 
the other diagnostic categories. 

3. Where EST was used it was at least 
as effective as insulin coma therapy. 

4. Insulin does not increase the rate of im- 
provement in patients diagnosed either 
acutely or chronically ill. „ 

5. Although more severely ill patients are 
giver insulin coma therapy, their improve- 
ment rate is the same as the control group. 

It is our conclusion that the insulin coma 
therapy has been of little value in itself in 
the improvement of patients who have had 
it We would venture to state that the re- 
sults we have obtained, which only equal the 
results of a very similar group not getting 
insulin, were due to somatic and psycho- 
therapeutic efforts simulataneous with the in- 
sulin coma therapy. Psychiatric hospitaliza- 
tion averaged 3 months longer per patient in 
the insulin group. Our conclusions do not 
warrant this excess period in the hospital, 
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HISTORICAL NOTES \ 


EARLIEST USE OF THE TERM DEMENTIA PR/ECOX | 


Dr, В. А. Morsl, physician-in-chief to the 
Asylum for the Insane, Saint-Yon (Seine- 
Inférieure) in his Traité des Maladies Men- 
tales (1860), pp. 565-6, has the following 
passage: 

One of my unhappy memories is of an 
example of morbid heredity in a family with 
the members of which Ivhad been brought 
up in my youth. An unfortunate father con- 
sulted me one day about the mental condition 
of his son, aged 13 or 14. This lad, having 
previously shown only the most loving atti- 
tude toward his father, had suddenly mani- 
fested violent hatred of him. 

The child had a well-formed head and his 
intellectual faculties were notably superior 
to those of his school fellows. What struck 
me at once was his underdevelopment physi- 
cally. This was the subject of his first com- 
plairss although it could hardly itself account 
for the peculiar symptoms he»presented. Не 
felt humiliated by being the sniallest boy in 
his class, although he Was always first in his 
studies, and that without effort and with little 
actual work, He seemed to ‘grasp his lessons 
by intuition and he retained them easily in 
memory. ,” ages ЫЫ 

Gradually he lost all sprightliness, became 
gloomy and taciturn and inclined Чо seek 
seclusion. At first the suspicion of self- 
abuse was entertained bui it proved un- 
founded. The melancholy state deepened and 

„the boy's hatred for his father reached the 
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curieux C5ractére; elles semblent echapper au temps, avoir été touj 
quelque fonds original de" l'àme, dou s'élève 1’ 
une plate qui va porter des fleurs, dontier des fruit 
/* « Le idées proviennent de quelque chose de plus 


5 


‘hous qui les faisons, ce sont elles qui nous font. 
А 7 B 
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`алсез{ of all the faculties, une démence pré- 


,ment of which he is capable. 


Г 
FIXED IDEAS” 
»Des' idées qui émeuvent et спе, de ce fait, on di 


esprit éphémère de l'étre individuel comme 


point where'he thought of killing him? His 
mother was insane and his grandmother to 
the highest degree eccentric. — 
, I decided that his studies should be inter-, 
rupted and that he should be placed in ans." 
institution where water treatment could be | 
given. Here the kygienic program included, 
gymnastie exercises, baths, and manuallabor. - 
These rheasures were intelligently employed | 
under“ ће direction of a'wise and skillful | 
physician, Dr. Gillebert d’Hétcourt, and the | 
physical condition of the youngster improved | 
markédly. Heygrew appreciably taller; but 
another disquieting change came on and 
dominated the clinical picture. The young. 
patient showed increasing forgetfulness of 
what he had previously learned; his intel- 
lectual faculties, formerly so brilliant, came 
to an alarming standstill. A sort of torpor 
or hebetude replaced his customary alertness, 
and when I next saw him I judged that the 
fatal transition à l'état de démence précoce 
was taking place. Such a hopeless outlook . 
is ordinarily difficult for parents to accept 
and even for the physicians who are looking 
after these children. ^" — i T 
Such. nevertheless i$ the unhappy conse- ' 
quence of hereditary insanity. An abrupt 


сосё, bears witness that the youthful patient 
has reached the lirnit of intellectual develop- 


it угаїез sont marqueés Zu cole dun bien 
jours là, proveuir de 
its et des graines, puis se faner et mourir. 
grand qui l'homme petsonnel : ce Hest pas 


*—С. б. June 
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|. PRELIMINARY REPORTS OF NEW OBSERVATIONS 


a 
This Journat offers facilities in the sec» 
tion devoted to Corréspondence, Clinical 
Notes, etc. for'thé publication of short re- 
ports of new observations whith may have 
sufficient value to maké early publicity de- 
sirable. Examples of such reports: might Бе 


„the benefits: or the hazards of new treatment 
, methods, modifications of standard therapies 


which have proved advantageous, new ex- 


amination techniques, etc» 


Lengthy articles runhing to a number of 
printed pages must as a rule take their turn 
in publication, and because of {һе backlog of 

m. b p C 
o aut 


It is not uncommon to hear some benevo- 
lent gentleman say, “I hate sin, but not the 
sinner.” He may well seem to imply that he 
loves the sinner. In similar vein other 
benevolent persons—perhaps sociologists or 
psychiatrists—might say, we hate crime but 
not the criminal. It follows that we must 
fight crime but not punish the criminal. How 
do such statements square with semagtics? 
"Sin" and "crime" are talked about as, if 
they were commodities and there were cer- 
tain unpleasant persegs who deal in them. 


*, The logician however, will admonish that sin 


and crime are abstragtioris and that talk 

aboüt hating sin or crime apárt from the. 
respective doers is sHeer попзепзе. Disefti- 
bodied sin and crime do not exist; sinflers 
and criminals do. Nothing can be done about 

the abstraction’ ‘except to talk about them; , 
something can be done about the human be- 
ings who represent these abstractions -and 
who alone give, them arty meaning. And that 
in fact is all, and éxactly what, we attempt, 
however benevolent We may be or bow by 
the careless langiiage we изе we шау do 
violence to logic. Њ 5 x 
The word sin as ordigarily used ї 2 theo- 
logical term with which psychiatry would not 
seem to be concerned.“ Unhappily*® however 
our race is still burdened with sin, concepts, 
У ъ 
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manuscripts constantly on hand a delay of 
several months is inevitable. A preliminary 
report such as referred to here must not 
exceed 500 words. An accepted report reach- 
ing the editórial office not later than the 25th 
of айу month can then appear in the second 
succeeding issue of this JougNAr in the sec- 
tion for miscellaneous items. No tables or 
illustrative material may be included. The 
manuscript must be the original copy, double- 
spaced, and carefally edited by the author, 
without footnotes or bibliography. 
Апа nota bene: 500 words, no more. 


‘SIN, CRIME, AND SICKNESS 


even with the absurdity of “original sin”; 
and there are specialists who grade and 
classify sins. And so it happens that many 
psychiatric patients express sin delusions, 
often of the most painful character. We can- 
not deal with the abstractions, but onls*with 
the patients afid every, practitioner knows 
how difficult’ the problem may be. For the 
patient sins mean ptnishment, even to in- 
definite sentence to the regions so authorita- 
tively described'in Part I of the Divine. 
Comedy. And for the patient, the physician's 
assuraiicé to the Contrary, cofistitutes per- 
jury, Since the delusions of mentally dis-^ * 
.turbed persons are apt to reflect, perhaps,in 
distorted form, ideas prevalent in their cul- 
tural environmerlt, it’cafinot be expected so 
lóng as concépts of sin are exmeshed in that 
culture that melancholy patients will be, 
sparéd these most painful of all delusions. 
In loose language there may be some re- 
"lationships between sin and crime, but the _ 
differences are more striking. Sin, generally 
speaking, is subjective, may have little or no 
basis in fact and create no sdcial damage. It 
is # state of mind that the sinmer sonceives" 
deserves punishment which he mmy infict 
upoh himself and which he 2150 expects post y 
mortem.» Crime is objective and ereates obs 
vious social damage." The criminal. Usfally _ 
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seeks by every possible means to escape 
punishment, 

Neither society nor the agencies of law and 
order or of health is concerned with “sin” or 
“crime” in the abstract but only with the 
persons to whom those terms may apply. 

What have all these banal observations to 
do with sickness? In the first place the “sin- 
ner” may be merely a sick man and a psychi- 
atric case. Not infrequently the criminal пїау 
be too, although ifis not necessary to follow, 
as Guttmacher and Weihofen put it, “some 
radical theorists who go so far as to say that 
all criminals are mentally disordered.” But 
the focus of interest in this present discussion 
is the view that sickness, like sin and crime, 
has no existence by itself, apart from the 
person who is sick. Consefjuéhtly good medi- 
cine nowadays aims at the individual, whose 
nature, moreover, may help to explain the 
malady that afflicts him. < 

The ancient concept of disease entities 
taken over from medicine based on structural 
pathology and applied to psychological dis- 
orders in a great portion of which no struc- 
tural patholgy has yet been discovered, has 
led to much confusion in psychiatry. First, 
Greek names were given to an assortment of 
morbid mental states according to salient 
symptoms or hypothetical causal factórs that 
could never be demonstrated. Then began 

business of classifying these’ patholpgical 
"entities" although no’ scientific basis fbr 
classification existed and still does not exist, 
lacking such basis the classification had to 
rssh те Б йш гер оше 
set up to satisfy changing Views ; but tlie ho 
of eventually establishing a definitive сзи. 
fication was hardly to be епќегќаійеў, Then 
too the "entities" had no borders ог even 
identities, A given cage might fall into one 
category or another according tb one or ar- 
other diagnostician. One clirtical type might 
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seem to pass into another ; an earlier diag- 
„nosis was said to be in error. Mixed types 
appeared. Cases that were considered hope- 
less surprisingly recovered; those that were 
expected to recover didn’t. It was all very 
disturbing. Wounded diagnostic pride might 
have to give way to a°humbler agnostic 
attitude, SES eI, ; 

Tt was realized, of course, that just as the 
skeletal joints аге limited to a few definite 
movements, so the, grosser trends of the 
thought processes follow a. few recognized 
patterns, and likewise only a few terms are 


needed to name the several emotional reac- 


tions. It was these comparatively narrow 
limitations that gave rise to the antient diag- 
nostic labels that “we still find convenient, 
But despite these limitations the human para- 
dox was that the range,of psychic experience, 
normal, abnormal, and pathologic, was vir- 
tually boundless. . Whatever general sympto- 
matic diagnosis might be niade, an individ- 
ual diagnosis had also fo be made—and that 
was the important one. It was futile to con- 


tinue forcing patients into Procrustean cate- ' 


gories ; each patient was a unicum. And so 
we lose sight of the “disease entity” and the 
abstraction of illness and come back to the 
person who is sick, 

Sin, crime, and sickness we shall have with 
us for a very Jong time. It is not with these 
in the abstract but with sinners, criminals, 
and sick human beings that society is con- 
cerned, The self-accusing sinner is likely a 
person іп need of ‘psychiatric treatment; 
some criminals also have this need, but the 


question of péhaities inevitably enters here ` 


,100; and metital patients have at length come 
ifo their rights to be considered not only as 
social units *but as individuals, with psychi- 
atric diagnoses as such, playing a somewhat 
. diminished role, p 


— 
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~ . much confidence in my remedies, 


° D 


> 
#Mra Mease told me when dying that'amon 
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е Béyjamin Rush made this entry in his Commonplace Book "under date ‘of July 27, 


ig other sins she, had to repent of one was too 
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UNDERSTANDING AMERICAN LIFE.—Bet- 
ter understanding, of American life is the 
major ain} of grants totaling $427,325 ans 
nounced by Charles Doltard, president of the 
Carnegie Corporation. , . 


CTA strengthen. its program 4n Ametican' 


studies;.the University of Minnesota re- 
ceived $107,000 ‘from the Corporation, Part 
.af the fund: will be used for a pilot study of 


» Science and technology as influential forces 


in American Је; $25,000 was granted the 
Library of Congress for-new recordings of 
authentic American, folktales and folksongs. 
A grant of $90,000 vent to the ‘University. 
of Nebraska for an education program for 
aiding the people of Nebraska to deal more 
effectively with thetr owr ‘community prob- 
lems And to enrich’ their tultural and com- 
munity life. The University of Wyoming 
was granted $40,000 for support of a pro- 
* gram in international affairs. 5 
Numerous smaller grants have been 
awarded to various other universities and col- 
leges throughout the United States and 
British dominions and colonies. 


Em ET TIT M ЕЈ 
DEATH or Dr. TANEYHILI,—The Mary- 
land Association of Private Practicing, Psy- 
chiatrists submits the following obituary 
note. Ay 5 
“On August 20, 1084, our esteemed col- 
league, G.-Lané Taneyhill, died of a cerebral 
' hemorrhage at the age of'748 We wish to 


recórd our»sorrow at,his deat. He was a 


distinguished neurologist and psychoanalyst; 
who had performed fruitful services to Beth 
disciplifes for long years. He gave unstint- 


ingly of himself during the war, years when ; 


he was called from virtual retirement, foreed 
by cardiac disease, to supervise.the psychi- 
atric end of the Maryland’ Selective Service 
System. Many `of ‘us will remember him fs 
a kind man to yeungtr' coHeagues, witty but 
never at another's expense. We shall miss 
his trerichant-comments at our meetings. He 
is survived by'an only daughter.” ee aa 


Menas 8. Greoor¥ LECSURE.-A-The an- 
nual Gregory Lecture was given by Dr. 
m S 
* LI Г, e 
e x 5 ° 
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David McK. Rioch in the Amphitheater, 
Psychiatric Division, Bellevue Hospital, 
New York City, on October 21, 1954. Dr. 
Rioch is technical director of the neuropsy- 
chiatry division of the Army Medical Serv- 
ice Graduate School. The subject of the 
lecture was “Psychiatry as a Biological 
Science.” 


Tuomas WILLIAM SALMON LECTURES.— 
The twenty-second series of the Salmon Lec- 
tures was given by William Alvin Hunt, 
professor of ps! zhelogy, Northwestern Uni- 
versity, on Monday, Wednesday, and Thurs- 
day evenings, December 6, 7, and 9, 1954, 
atthe New York Academy of Medicine. Dr. 

unt's general subject was "The Clinical 
Psychologist." 

The subtitles of the 3 lectures were : “What 
a Clinical Psychologist is" ; “How the Clini- 
cal Psychologist Came to Be"; and "The 
Problems and Future of Clinical Psy- 
chology." 


WINTER SEMINAR IN GENERAL SAMAN- 
TICS.— The seventeenth Winter Intensive 
Seminar in General Semantics, consisting of 
4@ hours of lectures? demonstration, discus* 
sion, and group training, will be held from 
December 27, 1954, to January 2, 1955, at, 
Lakeville, Connecticut, under tbe direction 
of Dr.*O* К. Bontrager, professor of educa- 
tion? Pennsylvania State Teachers College? 
„in association with the staff of the Institute 
of General Semantics. Ds. Bontrager fas 
conducted the wintef-htliday seminars for 
ihe Înstitutesince 1950, — . 

Enrollment is limited to 20 and admission 
vequfrements are flexible. Full and partial” 
scholarships are available. Early registra- 

*tion is requested. For further information 


write ethe Institute of General Semantics," “ 


- Lakeville, Conn, eae He 
CONFERENCE oN MENTAL BETARDATIONS 

— The second annual conference on Prob- 
lem§ in the Field of Mental Retardation was 


[ 


held October 26 and 30,954, atsthe Elwyn” ~ 


Training School, Elwyn, Penns¥lvarttageun- 
OMS a de uda s e 
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der the auspices of the Pennsylvania State 


Department of Welfare and private and state , 


schools for retarded children. 


Тнв INDIAN JOURNAL ов SociAL Work. 
—The March 1954 issue of this Journal is a 
special number containing a full report of 
the Sixth Annual Indian Conference of So- 
cial Work, reflecting the present status of 
social work in that country. The conference 
was divided into 4 major divisions: Social 
Work and the Five-Year Plan, Health edu- 
cation, Tribal Welfare, and Social Defence. 

The section on health education considered 
mainly leprosy, tuberculosis, and venereal 
disease. The topic of mental health does not 
appear in the report. It is noteworthy also 
that none of the 60 or more delegates to the 
recent International Conference of Sócial 
Work in Toronto took part in the voluntary 
study on mental health, and further 
that at the World Mental Health Conference 
Тез, only 1 or 2 delegates came from 

ndia, 

The Indian Conference on Social Work 
was concerned with the political, economic, 
Social, and educational fields, and the vari- 
ous aspects of public health and industrial 
Foo emp indicating great activity in 
these Apparently work in the mental 
health field still lags, ү ! 


NEWS AND NOTES 


[Dec. 
Dr. Price A. Kirkpatric who had been as- 


sociated with Dr, Peck succeeded him as di- 


rector of the Bureau. Dr. Kirkpatrick, a 
graduate in medicine of Northwestern Uni- 
versity Medical School, has had experience 
in the Chicago and San Francisco Health 
Departments, the New York State. Mental 
Health Commission, and is instructor in psy- 
chiatry, Cornell Medical School: 

4 z 5 . a» 


. GERONTOLOGICAL RESEARCH.—Dr. Austin 
Smith, editor of the-Journal of the Ameri- 
сап Medical Association, dedicated on Octo-* | 
ber 2, 1954, the new Merrell. Laboratory of ' 
Basic Medical Sciences in Cincinnati. MN 

The new laboratory, set up by the Wm. $. 
Merrell Company, a pharmaceutical house 
now in ifs 126th year, will-give special at- 
tention to research into the problems of 
aging and of the preverstion and treatment 
of the disabilities of old age. к 


М 


CLEVELAND Soctery оғ ELECTROEN- » 
CEPHALOGRAPHY.—At the first autumn meet- 
ing of the Society, held October 4, 1954, & 
symposium on the subject “Forensic Prob- 
lems in Electroencephalography" was con- 
ducted. A committee of 4 (chairman, Dr. 
Andre Weil) to establish minimum stand- 


— ^, , агіз of mechahical and professional compe- 
Dr. Клакраткіс HrAps Domestic RErA- tency in the making and нр of elec- 
tions Bureau, New York Ciry.—On troencephalograph records was appointed by 
October т, 1954, Dr. Harris В, Peck, direc- Dr. Lewrente Weiiiberger, vice-president, 
© of the Bureau of Mental Health Services who presided, The committee will draft a 
TAA Domestic Relations Court of New code of ethics which will be offered to the'or- * 
City resigned his position to, devote ganization for ratification Or amendment in 
hiraself to his practice and to res n «the Spring of 1955. | К 
„ a х j | 


To talk about the innocence of a child's à 
willing hypocrisy by which men ignore теа dug qe t, ОЙ tat Dradtiral 


ties and delight to walle in vain shows: in so 


{ет as purity exists it testifes.to the absence of mind; the impalas ic actually 
` the EM ore lth spe of passion. It were as СА ал ирде ltt 
about the purity and #ппойепсе a dog's mind. “A boy,” “i icious 
"i * орай wild beasts”; or, as some one TUR put.it, Nd te M р 
Ed : ге А >? 54, —HeENpy MAUDSLEY, 
X х i du Pathology of Mind (1899) 
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UNbeERSTANDING THE Japanese MIND, By James 
Clark Moloney, M.D. (New York: Philo- 
sophieal’ Library, 1954. Price: $3.50.) 

The central hypbthesis of*Dr. Moloney's book is 
that a country's psychological status may be re- 
vealedby its behavior toward p: alyticecon- + 
cepts. For the purposes of this book, the principal 
concept. і" that psychoanalysis aims to release the 
patient to act as af independent, self-dieecting irf- 
dividual, acqüiescing to mbral rules or rejecting 


"them according tà hjs own ethical’ or adjustmer 


pattern, Moloney. shows: that Japanese society is 
based on idéas that arg fundamentally opposed to 
thts doctrine. He supports tlfie with material from 
philosophical, religious, and‘historical sougces. These 
forces of nonindividuali@tion are demonsjrated to, 
have been tqo powekful fog*analytic concepts to con- 
quer. Psychoanalysis’ has been blunted and changed 
in the hands of ifs ‘Jaganese interpreters, ^sytcre- 
tized,” so that it has lost sonte of itse fundamental 
and bagic significance. ‘This conclusion is supported 
bÝ quotations from the Japanese literature on psy- 
choanalysis, much of which Dr. Moloney has had 


. translated. The conclusion is also dog:mented by 


conversation with leaders of Japanese psychiatry 
and psychoanalysis, and by intensive correspondence. 

The book is carefully documented and justly de- 
serves to be called a scholarly piece of research. 
There is one unfortunate lapse in scientific proce- 
dure that must be pointed out. Dr. Moloney believes 
that schizophrenia should be less common gn a cul- 
ture in which individualism is “trained out” of 
people at a very early age, That this training is in- 
culcated very early in the life of the Japanese child 
is clear from the material presented hese, and езе» 


where, about the duty to the father, he hold, 
the emperor, and by the principle of “ Aid 
This latter igea is à helie that Japan, its people, and 


its emporer, have always been, ang now, and ever 
shall, be, not a group of individuals but rather a 


unit. The dottrine is something like the ecclesiastj»,.. , 


cal dogma of many Christian churches. as 

the Triune God, though; of course, the continust(on 
of the same persons is nat implied in the Japanese 
concept. $c 3 ‚ 

"There is an attempt by the use of statistics to sup- < 

port the thesis that sucit doctrime tends to protect 
against schizophrenia and to increase. susceptibility 
to aggressive reactions turnéd inward. The low ‹ 
rate of mental itali&rtion for Japan is &dduced 
as evidence, conterning, the incidence of schizo- 
phrenia, The айг suggests‘ that this is-not too 
good an argument because the'Japanese insane are 
"tractablt" and therefore managed athome, but 
nothing is said Of the many other factors that vitiate 
the possibility of the use of such statistics No dif- 
ferential diagnostic studies are given. To compare 
raw rates of hospitalization in Japan wich {позе of 
Western nations, without specific consideration of 


> Cane ы ( 1 


economic situation, the paternalistic system, and an- 
cestor worship, and the extremely strong family ties 
of the Japanese, is unwise. As a matter of fact, the 
one population survey on a group of 20,000 persons 
indicates rates higher for most mental diseases than 
is tke case in the U.S., though the evaluation of the 
study is difficult. Similarly, itghas thus far proved 
impossible to gupport the thesis that hypertension is 
signifjcantly more common in groups known to 
show chronic suppressed resentment in the U.S., 
and it is doubtful that the frequency of apoplexy in 
Japan can be used as an argument to support the 
same thesis as regards the Japanese in whose coun- 
try reporting practices are inferior to our own. It 
should also be pointed out that the Japanese patient 
is cared for by a far higher concentration of physi- 
ciang nurses, and other personnel than is his U.S. 
counterpart. It is my impression that this fact ac- 
cofints to a considerable extent for the “tractability” 
obferved. Italian patients are cared for similarly 
and they, too, are remarkably quiet as compared 
with American hospitalized patients. 

Such criticisms are important to the central thesis 
of the book, but they do not deter from its essential 
value as a highly interesting and thorough and well- 
documented study of the history and the interpreta- 
tion of the history of psychoanalysis in Japan. 

A Japanese physician remarked, after reading the 
book, that many of the observations are accurate 
but that,it should never be forgotten that, particu- 


larly since the ‚ Japan is a country in transition, 
Many of the oldér concepty of family solidity and 
duty age changing and are being replaced by greater 


frædem of action. (He «iso warns that the cultura. 

patterns observed by outsiders do not necessarily 

imply that the powerful emotional forces that they 

channel ate not expressed privately and behind the; 
cultural facade, though he admits thet the culture 

does, fot e&amplfe, inhibit to some extent the expres- 

sion (bf romantic loye between husband ard wife,» 
even %h tke privacy of their own rooms. 

* Reading this work will result in a better und^r- 

standing of Japan and the Japanese, though it prob- 


ably will not achieve the restlt implied in the ambi- . 


fbus title. — « r, 
Paut V. Lemxau, M.D, 
^ у MSS Division of Mental Hygiene, « 
Johns Hopkins University. 


PATTERNS ОР ORGANIZATION IN THE CENTRAL NERV- 
бол System. Edited by Philip Bard. (Balti- 
more: Williams and Wilkins, 1052.) 


"This book is a,collection of pipers given ‘at the 
meeting of The Association for Research in Nerve 
ous and Mental Diseases held in Néw York on De- 
cember 15 and 16,4950. The papers are specialized 
in the field of ngurophysiology$ bas:d on electro- 


graphic and oscillographic methods and represens 7 ~ 


on 


tue advances made by theSe techniquef e e 
А АРИР Е 
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There are 4 sections to this volume, each with a 


and brain stem onone side and cerebellum on the 


summary. The first includes studies by Weiss on other. iti tg T 
coordination in amphibians resulting from experi- In the last 2 papers of this section localization of 


mental interference in their premetamorphic stage 
of development. In this section also are papers by 
Kufller and his co-workers on spinal reflex mechan- 
isms, discussing the role of the small nerve fibers 
which facilitate afferent discharges from muscle 
spindles. Lloyd's studies on the role of synergists 
and antagonists in spinal reflexes and Bernard's 
studies on central reflex time are of great interest. 
In another paper, McCulloch and his co-workers 
present data to explain facilitation and inhibition of 
a monosynaptic spinal reflex in terms of electro- 
potentials, A paper by Hines and Knowlton deals 
with a phenomena of action potentials observed in 
a contralateral limb reputedly following a blow to 
the patellar tendon in the supposedly experimentally 
deafferented opposite limb. In a final paper in this 
first section Magladery and his co-workers present 
studies on low threshold monosynaptic and high 
threshold polysynaptic reflexes in man. 

The second section deals with facilitatory antl in- 
hibitory action of brain stem centers upon spigal 
reflexes, In the first paper of this series Brookhart 
arrives at conclusions similar to Kuffler in a prev- 
ious paper, namely, that the small, slowly conduct- 
ing nerve fibers, with their low stimulating potency, 
are responsible for the tonic elements of pyramidal 
function, while the large, rapidly conducting pyra- 
midal fibers have a high stimulating potency and are 
responsible for the phasic elements of pyramidal 
control, 


The following paper by Lindsley concerns the 
role of extrapyramidal influence on the pyramidal 


Austin deals with depressi 
ayd facilitation of spinal reflexes {гизе 


The third sectich deals with function of the сеге. 
bellum and its relation to the Ьай. The fret ancy 


the thalamus. x 
Similar Ъгаіп"Мет cerebellar activity (convulsive 
рабт) wds found by Markham afd his co-workers 
after injection of strychnine intrayenously or into 
“the cerebellum. They so found that mutual antag- 
onis exists between, the activity of the cerebellura 
"3. ы Y RES 


ES. , 
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motor centers in the cerebellum are described and 
cerebello cerebral projections discussed. 

The fourth section deals with anatomical distri- 
bution of receptive centers, the anatomy and func- 
tion of the reticulo-thalamo-cortical system and the 
relation of neuroanatomical and physiological with 
psychological data. , • , \ 

The first paper Ьу Mountcastle and co-workers 
eis concerned witk the?^potentials seen in th cere- 
bellar and cerébral cortex after stimulation бї vari- 
ous afferent nerve fibers conducting deep sensibility. 
Amassian discusses interaction in the somatico-vis- 
ceral projection. systenr and shows that inhibition 
and occlusion occur in the thalantis and in the cor-" 
tex. He advances an interesting theory, namely, 
that pgor perception of visceral changes may in part 
be due to subcortical block rather than failure of the, 
fiber system to reach tke cerebral cortex and that 
visceral awareness occurmiüg in certain neuroses 
may be produced by modification of this subcortical 
inhibition. k У ТА 

Rush: and co-workers stugied the projection of 
somato sensory stimuli upon the posteroventral 
thalamus and also the projection of chorda tympani 
(gustatory fibers) and spldnchnic nerve stimülatión 
upon the sensory cerebral cortex. 

The paper by Hsiang-Tung Chang deserves par- , 
ticular notice as it represents a revolutionary change 
in the present working hypothesis in explanation of 
color vision which is based on the assumption of 
threefold receptors in the retina. In contradiction 
to this theory Chang assumes the existence of 3 in- 
dependent conduction pathways responsible for the 
conductign of the 3 fundamental colors. 

Rose урын studies of the thalamic reticular 
complex,»a fiber system situated between the ex- 
ternalemedullary lamina and the internal capsule. 
The studies, are based on retrograde degeneration 
after ablation,of the neocortex. It has been con- 
cluded these. expetiments that the thalamic 
за севе with a larger por- , 

neocortex, any single dorsal thalamic * 
group of nm i D e * Ы 


‚ з, Magoun 
System in the brain stem. Stimulation of this system 


ent impulses predisposes the ani 1 to sl imu- 
laon ale tak mal to sleep Sti 


tical. integrating mechanisri discriminate two pro- 
jection systems from the 


formation, controls the alpha thythm of the cortex 


and it is assumed that the latter deals with alertness 
andecongcidtisness,9 Rint А, 


The Paper, by Penfield discitsses the interrelation- 


ars 
. 

> 
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ship between the oe ernie system and the 
epileptic automatism. “The center-encephalic system 
is defined as the structure within the brain stem 
which may be responsible for the integration of 
function of the 2 cerebral hemispheres, whereas 
brain stem, glifferently from definitions given in the 
textbooks, is assumed as being “all of the brain 
except the cerebellum,ecerebral cortex and their de- 
pendencies” ; it includes also the thalamus. Penfield, 
proposes the existencé of 2' mechanisms functioning 
within the éentér-encephalic system: mechanism A, 
usgd «Q record a man's current perceptions ;, апа. 
mechan B, used: ig integration òf motor and 
sensory ,syetems, the acquired skills of speech, man- 
ual dexterity, and tecollection of past experience. 
Local discharge in the center-encepHalic system is 
‘capable of producitig ffétit mal attacks while disturby 
ances originating in frontal or temporal lobes 
rebult in automatic or amnesic. states, Sejzures 
tarting in the sensory"or mator, coftex result in 
Sudden generalized convulsions Always,,with un- 


consciousness. . Е 

‘The last paper present by Lashley #815 with’ 
integration in general. He demonstrates that pat- 
terns of behavior'differ completely from tope of 
structure in the CNS. Anatomical/localization gives 
no explanation for {Йе higher function'of integration. 
Int spife of the knowledge of the different fiber 
tracts and of the cerebral localization the link be- 


„tween neurophysiology and behavior is still missing. 


Ricar Korm, M. D., 


Philadelphia, Pa. 


Versr-DIARY OF A PSYCHIATRIST. By Merrill Moore. 


(Baltimore: Contemporary Poetry, 1954. 
Price: $3.00.) . a 

Having no competence as usd critic. the re- 

viewer can only say that he found 4 ight—salthough 


that is hardly the expressive word—in the pictures 
called up by the 33 poems by America’s фһепотеда] 
sonneteer and contained imghis slender and distin- 
guished volume. Mefrill Moore hag the giff of tak- 
ing incidents ande sjtuatións *in the daily round, 
embuing them with poctie signiificagce, and making 
the reader experience them, with him, and*remem- 
ber them, too* And his artis in making these word 
pictures seem artless, alnfost casual, yet’ fully ve: 
vincing. They will stahd réreadffig, and 
still тоге alive in the process... You say, that fellow 
is just talking.to you, saying ordihary things to, 
make them unordinåry, in that special speech of his „ 
which is poetry. · . P D 
Number one in this book, "In No Time at all I 


-Bngland. 


And in other lines too in these sonnets one seems 
to cafch a Frostian echo, and they are none the 


+$ worse for that. 


There are vivid glimpses into human minds in 
these poems, sick minds and everyday minds in 
their peculiarities and vagaries. The Walter Mittys 
would improve their technique by learning that 


“To accept one’s normal limitations 
Enables one to perform more effectively 
Within them.” 


If the sonnet about “The Suffering Ones,” what 
deeper insight or better lessen in psychotherapy 
than . 


“They wanted to be spoken to in their own 


language, 
They want ta hear the syllables they know 
Uttered in a tone they understand." 


A Pavlovian note is struck in the poignancy of 
sad memories in the Once a Man, Thinking 
of Forsythia, Wept. Here it is: 


“T wondered what the tricks his memory 
Might have in store to let aloose on him 
Thus bringing tears. 

knew that as a child 
His life had been hard, that they had been poor ; 
Forsythia was the only plant that bloomed 
Once, he told me, by their kitchen door. 


They had no time for flowers; father died 
With tuberculosis, Mother also was sick. 

All the children did their share of work 
And work for neighbors cut him to the quick. 


So I think that when he saw forsythia 

Blossoming in gold upon its bush 

Much of his urfhappy past, Would rise 

Up in his тұра and strik® him with a 
. 3 


.. 
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Savinc CHILDREN FROM рил&ошимсү." By D. Н. 
Stott? Ph.D. (New Y8rk; Philosophical Li-e 
brary, 1953» Prige: $4.75.) it 

Dm D. Н. Stott, Ph. D., is a Research, Flows 
of the Ingtigite of Education, University of Bristol, 


The'material was collefted while the author was 


preparing a reporteon delimquency under the aus- , 


pies”of the Carnegie United Kingdom Trust. For 
the purpose of the present discussion, delinquency is 
defined asebeing actual law breaking which has, 
Шеп detected by law enforcement agencies, in con-» 
trast to the fairly common practice of defining 


was where I Meant to be, rewords the attainments egelifquent behavior im terms of the moral views of 


and rewards of early е5 
effort. * с." aed 
And why Shonid*hat feso?* `4 „> 
м, “Becausé Т always, felt 
the bars between two people ought, to, melt 
Tn the heat Of-friendship aad they usuiapty tid.” 2 
"Those lines.make ong think of Robert Frost's 4 
“Before I built 4 wall Га &k to фо? * 
What I was walling in оғ walling out.” g 
е . 


. 
. 
P 


ingly at cost of litje 


= e е 


* ments justifying 


the observer. 
"inis*practical approach is the basis for the argu- 
2 treatment and preventior? in terms 
of economics, Fupdamentally, tHe thesis présented 
by Dr. Stott is that® delinquency occurs when à 
child is faced with an emotional sitffation he cannot 
handle. It is not te sole mechanism for so i 


problem, others being the vanos types of neuroses Же 


4 . 


or psychoses. 

* The principal 
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parison is created - 
by the assumption throughout the text that the | 
reader is thoroughly familiar with the specifications 
and functions of the English "approvedescbool" an 
Borstal system, which probably:is not the case with 
child's slightest failure to live up to them produces everyone on this side of the Atlantic. } { 
intense parental rejection and in these instances • Опе has the feeling after reading pope that 
ther delinquency or neurotic behavior may occur. the author has fulfilled his promise of writing an 
Prevention of delinquency is considered to be a essay, and one might add that he has done an excel- 
shit oa *lent,job in producing’ a stimulating philo; hical 
Climate is suffcienfly unhealthy to produce delin- discussion in the best, literary tradition. ‘THe possi- — 
bilities of the procedures of investigation, , preven- 
fion, and.treatment suggested by Dr. Stott are | 
worthy of further thought and discussion; , 


stitute the common denominator in the majority of 3 .° — Lzsux R, Axtcus, M. D., 5 
cases quoted, it is felt desirable to leave the child * { >The Woods Schools, 

in the home if there exists any possibility of chang- ei os . .  * ‘Langhorne, Pa, | 
ing the faulty parental attitudes. О ЖИЫ ME 


Looking back on the caseshistories of тоз boys А 
in an “approved school,” Dr, Stott feels that f 40 тч пиа E IRI TUE ATE UN M 4 
of them delinquency probably could have pre- he ( Psvdi Bü T 
vented by proper handling in the home. Ad? itting ANGE, (Тив Psycinatey or Вимм TUMORS 


that this is an inadequate sampli isti *ND, THE CEREBRAL Bases ор. MENTAL HAPPEN- 
uses it merely as an indication of what might Lard inos.) By Dr. Hans Walther-Biel, (Vienna: 
sonably be expected with more effective guidance Springer, 1951.) . К ^ 

and counseling methods, , This is an interesting study published from the | 


Unquestionably our knowledge of the family material of the iatric clini iversity - 
i c psychiatric clinic of the universi 
cers and its emotional implications is inade- — of Zurich, dt has A preface written by Н. Kragen 
m we poorly organized. Signs of emotional stress bubl, professor of neurosurgery at Zurich and an- 
requently go unrecognized in the early stages when — other by М. Bleuler, professor for psychiatry, — 
E is more ти mu more often than Zurich, 
steps are t^ken until the situation has dete- Walther-Büel found in 600 brain tumor cases, © 
AQ ансау that radical ре masea 70% mental disturbances, the majority of which 
Dr. Stott ok necessarily less optimistic. were of the subacute or chronic exogenous reaction 
Ü stresses e кар Ма more realistic type. He found in 38% of the cases a dimmed cons 2 
Bis giving d oot practical sug- sciousness; in gnother 38% the so-called “psycho= 3 
fo. deli iaghostic А Ге, of т syndromé” of E. Bleuler; in 12% а symptomatic — 
rne fad sA безг тй ыан might be nb- epilepsy with mental disturbances, It seems to be 
i mo T tant MA кя tion officers. Of characteristic for brain tumors that they have a 
gestions for the difas d Ае are his sug- combinagion @ all thes’ syndromes. The organic — 
health, hip apecific ot know edge about mental gature of mental'disturhance shows itself for a 
Jis бм оаа! young long time only in the form of -not very. characteris- 
тш t. ihm ea ie some sort of special tic Personality changes. We often find a picture of 
implications Handle the gmetional presomnolence, a syndr$me described very well by 4 


of family tities.” This 
Pro-. .eStertz. The organic process plays the principal role - 
6 bring Б т родов ideal that will take: time ih he pathogemafs of са disturbances, eins ) 
"n fi A » — Stitihion of the personality is*not too important, but 
dullness nd delere, Leap еа niental it can. often calor tlfe organic picture. There isa 
«pointed out no simple dua xb and it is -minority of 4.5% cases in which -a"specific heredi- | 
he sense that the delinquent is me o s Gacy in “агу and constitutional disposition is of great impor- 


m iunc: а Dr, Stott describes his work — majori$y'f mental disturbances in brain tumors are 
ЧЕ der ыгы Yum "d = е Neh Gu page of Фі дзе organic brain damage. 
г (РЫ 1 in У 5,599 of the whole material lile olepsy, 
AN A ns X p Allows the writer lik fróntdl lobe "syndrómed, like pi "Uncinztue 
у, з ОРЕ pen Фо questidh Auras,” аге of locglsdiagnostic significance. 
" “уу hg ig = ^ x * > 
> э e x С 


EAE 3 3o ^ I 


localization of menta processes. Here the author 
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- "The book ends with an intéFesting chapter on опе factor technique from, on the one hand, any 
dency upon individual differences, 


- gives a historical reyiew. 
the cause of mental happenings can never. be ex- 
| plained by happenings in a certain part of the brain. 
It is always the brain as an unit. He thinks that 
brain surgery has helfed much in the knowledge of 
localization even if inga negative way. 
| "aa WitLLIAM Mayer, M. D., 
New York City. 
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Tfi бору or Benavior. Q Tecumiour AND Irs 
Меїнорогоду. BY "Willian Stephenson, (Chi- 
cagb: -University of Chicago Press, 1953.) 


«The Studyrof Behgsjor 
rationale for the direct operational study of self-psye 
‘chology and "psychoanaly$is;. Tt shows us how to 
experiment With’ tHcorieg that have been erroneously 
exhmined and never shown ether: credible or false, 
It brings the méthod of factbr analysis ayd variance 
design, the small sample theory, into the f, ratory, 
and clinic for expérimente in the single'case. . . . 
In all these applications [of. the, О method], it is 
shown that studiés 'cag be pursued for thé single 
case without norms, scales, or any dependence upon 
individjial differences + «а* postulatory  ryatters, 
ry is given the central position; and we are 
told what facts we can best look for in the study 5f 
s behavior." - 

It was the foregoing two 
publishers blurb which partic: 
Stephenson's book, and I am 
read and study it, 

Ever since 1913, when I was engaged as a medi- 
cal officer of the United States CS Health Sery- 
ice, in the mental examination ol immigragts at €he 
Port of New York, I have been hqping that some- 
one would come along and put some sense into the 
protean array of "intelligence tests," Ы 

During the heyday of this new dispensation, до 
lowing Goddard’ fanslition. of the Bin t-Simon 
intelligence teste, cened as though alm t every 
candidate for a Ph. D. dedree produced à new scal 
of jrtelligence tests. QC te MS 

laving accepted for a long time now-the Dri: 

of the “yniv®Psality of обер i x 
eve, by the late HS (7 Weltss 
myself to take these tests seridusf$ 
ШИЙ thesarrival of thevariods jective methods 
upon the scenes J thinke the Q od, which this. 
beok deals with, firnishes the long-atvaited stable. 
and dependable fraine of reference for dealing with 
з me subject, ren thou I readily acknqwl- 

j some parts of tbisthook ‘are 
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He himself thinks that "ё and on the other, 


y nciple 
frst enunciat 3 
T never caul 


divine м” теазбаз for the 


from protopostulations of a seri- 
ously limiting kind, upon which R was based, We 
had, therefore, to construct a methodology for the 
single case: we call it 'Q Methodology’.” 

The’ reasons for this are not far to seek in terms 
of a background that a Spearman student had to 
have in the latter part of the 1930's, For we were 
oriented toward the history of psychology and we 
knew our Ward, the cross-currents that were criti- 
cal Vf the "elementalism" that conceived of man as 
a mass of “characterists,” suchas, his height, tem- 
perament, intelligence, and the like, which could be 
studied in terfhs of individual differences, Spear- 
man himself could not grasp the force of these criti- 
cisms. He regarded Gestalt psychology, for ex- 
ample, as a sort of "public enemy No. 1." 

Besides, he was fascinated by the elegancies of R 
technique which offered ito deal sensibly with man's 
“characteristics” in away hitherto quite impossible 
of achievement. But at least one of his students 
strayed: Q technique, we were sure, could repre- 
sept the newer, but really old, viewpoint of a Dil- 
they or a Ward. It would do this if it could deal 
with “wholes,” with “descriptions,” with the “con- 
crete” person. 

«Psychiatrists, indeed all clinical workers, will 
readily go along with Stephenson as regards his 
avowedly “holistic” point of departure. 

As regards the actual nature of the Q technique 
as an instrument for the understanding of the total 
personality, I can do no better than quote Stephen- 
son's precise and clear Statement of the matter by 
way of a single example he fabhishes, "We begin 
with an example of a simple kind which hagsrefer- 
ence to the Szondi test, This, as is well known, 
consists of forty-eight phot®graphs, each о а card 
showing the 16е of a former rental patient, eifht 
ed Tor former 511515, hysterics, catatonic schizo- 
plirenics, paranoids, depressives and matic patients, 
The test itself is a projective instrument and not the 
kind that R technique* was огай 
study, pu regard 
ample for Q technique purposes, ‘they can be 
thorqughly shufflede 
bridge) dnéthen quantified in 
Thus we nfight ask a choir boy, 


fi Y distrib&tion for him to work to, Thus he 
giv 


gaining th 
е distribut 
a «ample of cards is cal 
“But we mi choir boy, next 
ds for (BY which 
Фен most Godfearing, Or (C) 
which is the most handsome. Or (D) which is the 
(Ej which is the oldest, ahd se forth. 
In dach case the same frequeney distribufion may 
be used, ehe came themseltes, of 
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conditions of instruction. The arrays of such scores 
for A, B, C, . . . сап be correlated (N equals 48) 


` and factored, all with respect to the same choir boy. a» 


This, in miniature, is the kind of data dealt with in © 
Q technique and it seems straightforward enough. 
But there should be a theoretical reason for the 
study, which will determine what the particuldr con- 
ditions of instruction will be and why this particular 
choir boy is the subject of experiment. If he hap- 
pens to be suspect for schizóid condition, for ex- 
ample, we would be wanting to see not what cards 
he selects as such in relation to norms, but wha) re- 
lation, if any, exists;between the various Q sorts he 
makes under the various conditions, of instruction. 
That is, the interest would be to probe in a de- 
tailed and individual manner into the particular case. 
Moreover, we would do the probing in terms of 
Szondi's theoretical framework ali the tinie. Indeed, 
along such lines it is possiblé to put Szondi’s theory 
to test, by way of detail ies of single cases, 
using the factor analysis we shall see, vari- 
ance design as well) as a statistic for testing propo- 
sitions about the case in question, Such in a» very 
brief outline is Q. Technique." T 

It is clear from the foregoing that the О Tech- 
nique, by using a sampling of the same data in Àc- 
cordance with an unlimited number of instructions 
as regards the questions one would wish to reaçh 
answers to, renders possible the assessment of the 
same individual from all sorts of facets, independent 
of the basically unimportant question of individual 
differences, 

I think we might justl 


1 ly assume that all human 
beings are basical 


ly alike, domesticated higher mam- 

designated the human species, 
true that no two human beings 
ip is perhaps $rue also of iden- 
differen 


ese may is 
Ог the destiny of a a 
which offers an unlim- 


being should? 
à both as investigator and therapist. 
2 та BERNARD Gruzcx, М; 
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(New York 


1 vid Війпез. 
University Press, 1955. 
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+ 
theory, as well d. capital of empirically estab- 
lished facts. The results, which deal with the con- ў 
cepts culture, myth, human pature, cultural дупа ^| 
mics, value, freedom, etc, are impressive and `' 
constitute a major contribution to the social sciences 
and social philosophy. sae 
Two sections will be of”particular interest to 
psychiatrists. The,first, on myth, which Bidney de- 
„fines as belief left behind by the advance of thought, 
has application in the study ‘of, myth-makihg and 
deviant behavior. The author limits his analysis: to 
a belief content and ignores form and fimegjon, of 
form. К ея » : 
, The second, an analysis of primitive thoyght, re- 
jects Malinowski’s statement that "Primitive man 
. had his science as well as his religion" and substi- 
futes "prescientific" for Levj-Bruhl's unfortunate 


term “prelogical.” x 
4 4 Ермокр 5. Canprnter, Px. D.; р 
2. p> . * University of Toronto, 
See ig 
3. БЫ b 3 
.HypNosg тч Морквм Medicine. Edited by Jerome 


М; Chneck, М.Р. (5 
1053. Price: $7.50.) + 
This book, a symposium edited by a psychiatrist, 
contains rr chaptéts, each by a ‘different author; all 
of whüm are well experienced both in their fitld and 
in the utilization of hypnosis in their specialty. 

The separate contributions cover the history of 
medical hypnosis and “ts application in "internal" | 
medicine, surgery, anesthesiology, dermatology, ob- 
stetrics and gynecology, psychiatry, child psychiatry, 
dentistry, and Physiplogy. A final chapter concerns ; 
instruction in hypnosis. 

Each chapter is ably presented in a simple, mat- 
ter-of-fact fashion. Ideas and findings based upon 
actual aiid repeated experience, not wild claims or 
wishful thinking, characterize the entire book. The 
only weak chapter is the one on instruction and, in 
simple fairness to the author, it must be recognized 
that only gtneral instructions. can be given. How- 
ever, he most*ably empiiasizes‘ the fact that a good 
hypnotic technique depends upon adaptability to the 
individual subj andy his problem and not „upon 


pringfield : C, С. Thomas, 


routine -proceduges, › 

As might be expecte in $ symposium, there i 
"spe overlap alid some Yariotion in, the presentation 
Of ideas, Rather than {а defect іп thè book, this 


is definitely аһ asset) sinc 


А { е anybody desiring a com- 
Prehensive :dez;of hypnos 


iS Should have thé separate 
gle author” Р 
Soo good bibliography and the. 
book is well-indexed.. It is a noteworthy contribu- 
Hoff to Medical literature on a most difficult subject 
‘Natron iH. Erickson, M. D, 
vC ‚ Phoenix, Агї®. f 
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